Bioh 


•ass 


THE 


AMERICAN 


Journal  or  Obstetrics 


DISEASES  OF  WOMEN  AND  CHILDREN 


EDITED   BY 


BROOKS  H.  WELLS,  M.D., 

Professor  of  Gynecology  at  the  New  York  Polyclinic  ;  Fellow  of  the  American 

Gynecological  Society,  the  New  York  Academy  of  Medicine,  the  New  York 

Obstetrical  Society,  the  Society  of  the  Alumni  of  the  City  Hospital,  etc. 


VOLUME    XLVL 
July-December,  1902 


NEW  YORK 
WILLIAM  WOOD   &   COMPANY 

1902 


Ab-7 


LIST. OF  CONTRIBUTORS. 


Acker,  George  N.,  Washington,  D.  C. 

Aldrich,  Charles  J.,  Cleveland,  0. 

Aldrich,  N.  B.,  Fall  River,  Mass. 

Atlee,  L.  W.,  Philadelphia,  Pa. 

Baldwin,  J.  F.,  Columbus,  0. 

Bandler,  Samuel  Wyllys,  New  York  City. 

Bonifield,  Charles  L.,  Cincinnati.  0. 

Bowen,  W.  Sinclair,  "Washington,  D.  C. 

Boyd,  George  M.,  Philadelphia,  Pa. 

Branham,  J.  H.,  Baltimore,  Md. 

Bromyvell,  J.  R.,  Washington,  D.  C. 

Brown,  Adelaide,  San  Francisco,  Cal. 

Carr,  W.  P.,  Washington,  D.  C. 

Clarke,  Augustus  P.,  Cambridge,  Mass. 

Cook,  George  Wythe,  Washington,  D.  C. 

Crouse,  H.  W.,  Victoria,  Tex. 

Deaver,  John  B.,  Philadelphia,  Pa. 

Doksbtt,  Walter  B.,  St.  Louis,  Mo. 

Drennan,  Jennie  G.,  St.  Thomas,  Ontario,  Can. 

Dunning,  L.  H.,  Indianapolis,  Ind. 

Gallant,  A.  Ernest,  New  York  City. 

Gilman,  Warren  R.,  Worcester,  Mass. 

Goldspohn,  Albert,  Chicago,  111. 

ITall,  Rufus  B.,  Cincinnati,  0. 

Hamilton,  Charles  S.,  Columbus,  0. 

Hayd,  Herman  E.,  Buffalo,  N.  Y. 

Hirst,  Barton  Cooke,  Philadelphia,  Pa. 

Humiston,  William  H.,  Cleveland,  0. 

Jenks,  Edward  W.,  Detroit,  Mich. 

Kelly",  Howard  A..  Baltimore.  Md. 

Kolischer,  G.,  Chicago,  111. 


iv  LIST   OP    CONTRIBUTORS. 

McMurtry,  Lewis  S.,  Louisville,  Ky. 
McReynolds,  R.  P.,  Philadelphia,  Pa. 
Manton,  W.  P.,  Detroit,  Mich. 
Morris,  Robert  T.,  New  York  City. 
Murphy,  John  B.,  Chicago,  111. 
Nairne,  J.  Stewart,  Glasgow,  Scotland. 
Neff,  J.  M.,  Chicago,  111. 
Newman,  Henry  P.,  Chicago,  111. 
Noble,  Charles  P.,  Philadelphia,  Pa. 
Porter,  Miles  F.,  Fort  Wayne,  Ind. 
Porter,  William  D.,  Cincinnati,  0. 
Price,  Joseph,  Philadelphia,  Pa. 
Reich,  A.,  New  York  City. 
Ricketts,  Edwin,  Cincinnati,  0. 
Ross,  James  F.  W.,  Toronto,  Can. 

Russell,  AV.  W.,  Baltimore,  Md. 

Schenck,  B.  R.,  Baltimore,  Md. 

Seymour,  William  Wotkyns,  Troy,  N.  Y. 

Shands,  A.  R.,  Washington,  D.  C. 

Simpson,  F.  F.,  Pittsburg,  Pa. 

Smith,  A.  Lapthorn,  Montreal,  Can. 

Smith,  W.  S.,  Baltimore,  Md. 

Stahl,  Frank  A.,  Chicago,  111. 

Stinson,  J.  Coplin,  San  Francisco,  Cal. 

Stone,  I.  S.,  Washington,  D.  C. 

Stowe,  Herbert  Marion,  Chicago,  111. 

Tate,  Magnus  A.,  Cincinnati,  0. 

Vander  Veer,  Albert,  Albany,  N.  Y. 

Watkins,  Thomas  J.,  Chicago,  111. 

Weber,  Samuel  L.,  Chicago,  111. 

Williams,  J.  J.  Gurney,  Philadelphia,  Pa. 

The  American  Association  of  Obstetricians  and  Gynecolo- 
gists. 

The  American  Gynecological  Society. 

The  Chicago  Gynecological  Society. 

The  New  York  Obstetrical  Society. 

The  Obstetrical  Society  of  London. 

The  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia. 

The  Washington  Obstetrical  and  Gynecological  Society. 

The  Woman's  Hospital  Society. 


THE    AMERICAN 

JOURNAL  OF  OBSTETRICS 


AND 


DISEASES  OF  WOMEN  AND  CHILDREN. 


Vol.  XLVI.  JULY,  1902.  No.  1. 


ORIGINAL  COMMUNICATIONS. 


ECTOPIC    GESTATION.1 


JAMES   F.    W.    ROSS,    H.D.,    CM., 

Associate  Professor  of  Gynecology,  Toronto  University, 
Toronto,  Canada. 


(With  seven  illustrations.) 


The  discussion  of  the  subject  of  ectopic  or  extrauterine  preg- 
nancy is  of  interest  to  the  medical  profession  and  of  value  to  the 
laity.  The  physician  is  anxious  to  make  a  diagnosis  and  the  lay 
woman  is  anxious  to  benefit  by  it.  A  great  deal  has  been  written 
of  late  on  the  subject  and  there  are  many  questions  that  require 
further  consideration. 

I  made  a  careful  search  through  many  of  the  original  mono- 
graphs on  the  subject  some  years  ago,  and  presented  a  paper 
before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists in  1892  together  with  a  report  of  a  few  cases.  I  am  now 
able  to  give  a  further  report  of  my  experience,  and  append  to 
this  paper  a  tabulated  statement  of  the  cases  upon  which  it  is 
based. 

'Read  before  the  Alumni  Association  of  Detroit  Medical  College,  June 
4,  1902. 
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All  writers  on  the  subject  are  familiar  with  the  work  of  Dr. 
William  Campbell,  who  was  a  teacher  of  midwifery  in  Edin- 
burgh and  who  published  his  monograph  about  1842.  He  gave  a 
large  amount  of  material  with  but  little  attempt  at  good  arrange- 
ment, says  Tait.  His  work,  however,  is  a  landmark  in  the  litera- 
ture of  the  subject. 

On  this  side  of  the  Atlantic,  Parry,  of  Philadelphia,  published 
a  very  remarkable  work  on  the  subject  in  1876.  Again,  later, 
the  subject  chosen  for  the  Jenks  Prize  Essay  of  the  College  of 
Physicians  and  Surgeons,  Philadelphia,  about  the  year  1889.  was 
the  diagnosis  and  treatment  of  extrauterine  pregnancy,  and  the 
prize  Avas  awarded  to  John  Strahan,  of  Belfast. 

Tait,  in  1888,  wrote  on  ectopic  pregnancy  and  pelvic  hemato- 
cele.    The  work  is  based  on  an  experience  of  forty  cases. 

Since  the  time  when  these  writings  were  given  to  the  public 
several  points  have  been  noticed:  First,  the  less  frequent  rup- 
ture of  ectopic  pregnancy  into  the  broad  ligament  than  was  sup- 
posed by  Tait  to  occur;  second,  the  ease  with  which  the  condi- 
tion may  be  diagnosed  before  rupture ;  third,  the  frequency  with 
which  the  disease  occurs  a  second  time  in  the  same  patient.  It 
will  be  my  aim  to  lay  stress  upon  these  three  points  in  the  present 
lecture. 

I  have  a  record  of  45  cases  (including  one  case  of  ruptured 
cornual  pregnancy)  operated  upon.  They  include  3  cases  oper- 
ated on  before  rupture,  41  cases  operated  on  after  rupture, 
1  case  operated  on  after  full  time  (ruptured  cornual  pregnancy), 
5  cases  after  suppuration,  1  case  of  double  ectopic  gestation,  3 
cases  in  which  ectopic  gestation  occurred  twice  in  the  same 
patient,  1  case  of  interstitial  pregnancy  in  its  very  earliest  stage. 
I  will  endeavor  to  give  you  the  outcome  of  this  experience,  not 
embellished  in  flowery  language,  but  as  a  simple  statement  of 
facts.  It  will  be  well,  however,  to  take  the  subject  up  systemati- 
cally. 

Classification.— The  classification  that  I  adopted  in  1892  re- 
quires no  change.  Ectopic  gestation  may  be  met  with  in  any 
part  of  the  tube,  from  its  intrauterine  opening  to  its  abdominal 
end.  When  the  pregnancy  is  developed  in  the  tube  as  it  passes 
through  the  wall  of  the  uterus,  we  call  it  interstitial  or  tubo- 
uterine;  if  developed  in  the  middle  portion  of  the  tube,  tubal; 
if  developed  at  the  ovarian  end  of  the  tube,  tubo-ovarian  or  tubo- 
abdominal. 

A  pregnancy  originating  as  an  abdominal  pregnancy  has  not 
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been  proved  to  exist.  Tait  says  that  he  cannot  believe  that  a 
fertilized  ovum  may  drop  into  the  cavity  of  the  peritoneum  and 
becopie  developed  there,  because  the  powers  of  digestion  of  the 
peritoneum  are  so  extraordinary  that  an  ovum,  even  if  fertilized, 
could  have  no  chance  of  development.  If  it  is  possible  for  the 
peritoneum  to  digest  live  structures  so  rapidly,  why  do  we  find 
intraperitoneal  worms,  and  how  can  spermatozoa  exist  in  this 
region  ?  I  have  seen  intraperitoneal  worms  free  in  the  cavity, 
of  the  peritoneum  in  fish,  and  I  presume  that  it  is  the  existence 
of  life  in  the  worm  that  prevents  this  digestion.  The  stomach 
wall  is  only  digested  post  mortem.  I  feel,  myself,  that  although 
abdominal  pregnancy  per  se  has  not  been  demonstrated,  there  is 
no  reason  why  it  cannot  occur. 

A  pregnancy  originating  as  an  ovarian  pregnancy  has  not  yet 
been  proved  to  exist.  Parry  says  "that  if  an  ovarian  pregnancy 
does  occur  it  must  be  rare  and  will  be  curious ;  if  it  never  occurs, 
so  much  the  better."  Bischoff  and  Barry  are  said  to  have  dis- 
covered spermatozoa  on  the  surface  of  the  ovaries  of  bitches 
shortly  after  coitus.  If  it  is  possible  for  the  spermatozoa  to 
penetrate  the  wall  of  the  ovary  and  produce  an  ovarian  preg- 
nancy, then,  as  a  consequence  of  Bischoff 's  and  Barry's  observa- 
tions, ovarian  pregnancy  should  be  frequently  met  with. 

There  are  two  conditions  that  must  not  be  confounded  in  the 
classification  of  ectopic  gestation.  The  first  of  these  is  preg- 
nancy in  a  bifid  or  bicornuate  uterus,  and  the  second  is  a  preg- 
nancy occurring  in  a  rudimentary  uterine  horn.  These  condi- 
tions must,  however,  be  considered  in  the  differential  diagnosis 
of  an  ectopic  gestation. 

Pathological  Anatomy.— After  the  impregnated  ovum  has 
become  arrested  in  the  tube,  a  decidua  serotina,  if  not  a  decidua 
vera,  is  formed;  the  chorionic  villi  develop.  This  development 
is  beautifully  shown  in  an  early  impregnated  uterus  of  the  rab- 
bit, I  have  a  slide  prepared  from  such  a  uterus  while  a  student 
in  Zurich.  The  tubal  wall,  into  which  the  chorionic  villi  push 
themselves,  becomes  thinned,  and  this  is  well  shown  in  one 
of  my  specimens  of  unruptured  tubal  pregnancy.  The  specimen 
had  not  ruptured,  but  was  on  the  point  of  rupturing. 

Still  further  changes  now  take  place.  Blood  vessels  become 
increased  in  size  and  in  numbers,  the  paints  become  very  much 
congested,  and  the  swelling  of  the  tube,  as  seen  in  several  of  these 
specimens,  closely  resembles  a  small  myoma  in  its  interior.  A 
decidua  is  formed  in  the  interior  of  the  uterine  cavity ;  this  de- 
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cidua  forms  early,  but  is  not  likely  to  be  shed  until  after  the 
death  of  the  ovum  takes  place  or  the  tube  has  ruptured.  I  show 
here  a  specimen  taken  from  a  woman  who  died  at  our  Union 
Station  a  few  months  ago.  She  died  from  intraperitoneal  hemor- 
rhage that  was  produced  by  rupture  of  a  tube  containing  an 
ectopic  gestation.  Even  though  the  pregnancy  was  of  short 
duration,  the  decidual  lining  can  be  distinctly  seen. 

A  tubal  pregnancy  is  frequently  injured  by  the  rupture  of  its 
own  vessels;  blood  is  thus  poured  out  around  the  ovum  into  the 
interior  of  the  tube.  The  progress  of  the  condition  now  depends 
largely  upon  the  site  occupied  by  the  impregnated  ovum.  The 
spot  in  which  earliest  rupture  takes  place  is  near  to,  or  in,  the 


Fig.  1. — A,  ruptured  tubal  pregnancy  :  B,  decidua  in    situ. 

uterine  wall  where  the  tube  pierces  the  muscular  structure  of 
this  organ.  The  middle  portion  of  the  tube  allows  of  much 
greater  distension,  and.  as  a  consequence,  the  pregnancy  in  this 
situation  will  proceed  further  without  rupture.  When  the  ovum 
is  situated  toward  the  abdominal  ostium  of  the  tube,  tubal  abor- 
tion is  liable  to  occur  through  the  fimbriated  end.  This  leak  may 
only  be  small,  or.  in  other  words,  a  tubal  "drip." 

Rupture  of  the  sac  may  occur  at  any  of  the  sites  liable  to  be 
occupied  by  the  impregnated  ovum,  and  the  result  may  or  may 
not  be  fatal  to  tin-  mother  and  may  or  may  not  be  fatal  to  the 
fetus. 

The  ovum  survives  the  rupture  in  only  a  very  few  cases.  The 
site  of  rupture  in  the  interstitial  variety  may  be  so  small  as  al- 
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most  to  escape  detection,  as  is  shown  in  the  specimen  here  ex- 
hibited (Fig.  2)  and  reported  in  the  table  as  No.  o4. 

Tait  says  that  rupture  may  occur  as  early  as  the  fourth  week. 
I  think  I  have  seen  it  occur  earlier.  In  The  American  Journal 
of  Obstetrics,  October.  1895,  one  of  my  cases  is  recorded  that 
ruptured  at  a  very  early  s*tage— I  thought  about  two-  or  three- 
weeks  gestation.  A  plate  is  there  given,  drawn  from  nature, 
but  the  plate  does  not  exactly  represent  the  size  of  the  tube  at 
the  uterine  end.  It  was  smaller  than  it  is  there  represented  and 
corresponded  more  nearly  with  the  condition  of  the  tube  on  the 
distal  side  of  the  rapture. 

The  bleeding  from  an  ectopic  gestation  may  be  either  intra- 
peritoneal or  extraperitoneal.     Intraperitoneal  hemorrhage  may 


Fig.  2. — Interstitial  pregnancy,  very  early  rupture  (Case  34).  A,  site  at 
which  uterine  wall  was  ligated  to  control  hemorrhage ;  B,  cervical  portion  of 
uterus  cut  at  various  points. 


occur  in  two  ways :  first,  by  direct  rupture  of  the  tube  into  the 
peritoneal  cavity:  second,  by  the  tubal  drip  or  a  leakage,  drop 
by  drop,  of  blood  through  the  fimbriated  end  of  the  tube.  "When 
extraperitoneal  it  becomes  so  as  a  consequence  of  rupture 
through  the  mesosalpinx  into  the  layers  of  the  broad  ligament. 
A  great  deal  of  stress  has  been  laid  upon  this  latter  form  of  rup- 
ture, but  in  my  experience  I  have  not  met  with  it. 

In  the  table  it  may  be  noted  that  I  found  distension  of  the 
broad  ligament  on  a  certain  side  after  opening  the  abdomen,  but 
that  the  sac  was  peeled  out  as  the  operation  proceeded.  Had  the 
rupture  been  into  the  layers  of  the  broad  ligament  it  would  have 
been  impossible  to  have  peeled  out  the  sac  in  this  way. 

On  superficial  examination  many  of  these  cases  will  simulate 
a  mass  in  the  broad  ligament,  just  as  those  cysts  do  that  were 
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formerly  recorded,  and  that  are  perhaps  still  recorded,  by  the  in- 
experienced as  intraligamentous  cysts.     The  cysts  referred  to 

are  now  known  to  be  un- 
der the  broad  ligament— 
subligamentous  and  not 
intraligamentous.  They 
can  be  readily  distinguish- 
ed owing  to  the  fact  that 
the  tube  will  be  found 
stretched  along  their  up- 
per surface.  On  closer 
inspection  they  will  be 
found  doubled  under  the 
ligament,  but  intimately 
associated  with  it.  I  do 
not  for  one  moment  deny 
that  hemorrhage  into  the 
broad  ligament  does  not 
occur,  but  I  must  insist 
that  very  few  of  these 
cases  are  brought  to  the 
operating  table. 

I  take  it  that  the  bleed- 
ing from  an  extrauterine 
pregnancy  may  be  either 
slow  or  rapid.  When 
slow  the  blood  coagulates : 
when  rapid  it  does  not 
coagulate  to  such  an  ex- 
tent. When  the  blood 
coagulates  it  produces  a 
mass;  when  it  does  not 
coagulate  no  such  mass  is 
produced.  When  the 
hemorrhage  is  slow  and 
the  blood  coagulates  ad- 
hesions are  rapidly  form- 
ed around  the  site  of  the 
hemorrhage,  and  in  a 
short  time  just  as  much 
tension  will  be  produced  in  this  way  as  can  be  exerted  by  the  loose 
layers  of  the  broad  ligament.     After  a  time  the  amount  of  blood 
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will  be  increased  by  fresh  hemorrhage  and  the  adhesions  will  no 
longer  be  able  to  retain  the  mass,  and,  as  a  consequence,  free  blood 
will  be  poured  into  the  peritoneal  cavity,  and,  if  in  any  large 
quantity,  will  be  found  as  high  up  as  the  liver  and  spleen.  When 
the  blood  flows  slowly  the  patients  have  attacks  of  syncope  and  of 
pain,  and  if  the  hemorrhage  ceases  for  a  time  they  resume  ap- 
parent good  health.  The  mass  continues  to  increase  in  the  pel- 
vis so  long  as  the  hemorrhage  continues  intermittently. 

In  support  of  his  argument  in  favor  of  broad-ligament  rup- 
ture, Tait  says  that  peritonitis  rarely  occurs  in  cases  of  broad- 
ligament  rupture  and  that  the  talk  about  collections  of  blood 
becoming  encysted  is  the  veriest  nonsense.  I  beg  to  assert  that 
the  blood  does  become  encysted  and  that  I  have  removed  such  en- 
cysted blood  many  times.  It  is  not  difficult  to  understand  how 
we  may  have  the  organization  of  this  blood  clot  without  an  ap- 
preciable amount  of  inflammation.  Such  organization  of  the 
blood  is  not  a  result  of  inflammation.  Campbell  recognized  this 
feature  years  ago,  and  said  in  his  book  that  the  connection  with 
the  original  mass— meaning  the  poured-out  blood — through  time, 
with  the  adjacent  parts  becomes  so  intimate  that,  when  super- 
ficially considered,  the  ovum  may  seem  to  be  involved  by  the 
layers  of  the  broad  ligament. 

Tait  considers  that,  in  many  cases  after  other  operations  upon 
the  tubes,  the  mass  that  occasionally  forms  is  an  intraligament- 
ous hematocele.  There  has  been  no  proof  adduced  that  these 
masses  are  intraligamentous  hematoceles.  Secondary  hemor- 
rhage is  a  well-recognized  occurrence  after  the  ligature  of  the 
blood  vessels  in  other  parts  of  the  body,  and  among  these  friable, 
dense,  and  edematous  structures  in  the  pelvis  there  is  no  reason 
why  secondary  hemorrhage  should  not  also  occur.  When  these 
hemorrhages  do  occur  it  is  difficult  to  understand  why  they  should 
select  the  layers  of  the  broad  ligament  instead  of  the  pelvic  cavity 
itself.  I  am  satisfied  that  oozing  may  take  place  from  the  stump 
of  an  amputated  ovary  and  tube  into  the  general  peritoneal 
cavity  among  the  intestines,  and  that  this  oozing  may  cease  and 
the  blood  clot  may  be  absorbed  or  require  vaginal  section  for  its 
removal  (as  in  a  case  of  Dr.  E.  O'Reilly,  of  Hamilton). 

Tait  says  in  his  "Lectures,"  on  page  37:  "Thus  I  tied  the 
pedicle  of  one  ovarian  tumor  with  catgut  and  the  patient  died 
on  the  fourth  day  after  operation.  I  found  a  large  intraperi- 
toneal hematocele,  due  to  the  gestation  and  loosening  of  the  liga- 
ture."    He  states  that  these  hematoceles  produced  by  rupture 
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into  the  broad  ligament  produce  stricture  of  the  rectum ;  and  in 
recording  such  a  case,  the  only  evidence  that  he  brings  to  bear 
to  prove  that  the  effusion  of  blood  was  in  the  left  broad  ligament 
is  the  fact  that  the  floor  and  the  posterior  wall  of  the  abscess 
were  found  to  consist  of  old  laminated  blood  clot.  In  his  zeal 
to  establish  the  new  theory  he  goes  so  far  as  to  state  that  effusion 
of  blood  into  the  broad  ligament  may  be  produced  by  a  sudden 
arrest  of  menstruation,  and,  further,  that  numbers  of  cases  in 
which  this  effusion  occurs  do  not  think  it  worth  while  to  ask  for 
medical  assistance  and  get  quite  well  without  it.  "And.  still 
further, ' '  Tait  says,  in  discussing  a  case,  that  was  supposed  to  be 
one  of  ovarian  pregnancy,  reported  by  Hildebrand,  "the  very 
fact  that  it  was  discharged  by  the  rectum  is  conclusive  evidence 
that  it  rested  in  the  broad  ligament." 

Such  is  the  argument  he  uses  to  prove  his  case.  Do  not  ab- 
scess of  the  ovary  and  abscess  of  the  tube  burst  into  the  rectum 
without  going  through  the  diverse  channel  of  the  broad  liga- 
ment ?  I  have  reported  one  case,  in  the  Transactions  of  the 
Michigan  State  Medical  Society,  1892,  of  secondary  suppuration 
of  an  ectopic  gestation  that  ruptured  directly  into  the  abdominal 
cavity  itself,  and  I  feel  satisfied  that  these  intraperitoneal  hemor- 
rhages, producing  organized  masses,  may  rupture  either  into  the 
rectum,  bladder,  or  abdominal  cavity  at  will,  and  that  they  are 
not  influenced  in  any  way  by  the  presence  or  absence  of  the  broad 
ligament. 

If  the  fetus  dies  and  the  placental  structures  become  inactive, 
recovery  may  occur  whether  the  hemorrhage  has  been  into  the 
layers  of  the  broad  ligament  or  into  the  peritoneal  cavity,  as  a 
consequence  of  absorption  of  the  masses.  If  the  placenta  re- 
mains active,  a  further  hemorrhage  either  into  the  broad  liga- 
ment or  into  the  pelvic  cavity  may  occur  and  serious  and  dan- 
gerous symptoms  may  supervene.  Or,  further,  suppuration  may 
take  place  with  the  formation  of  a  pelvic  abscess. 

If  the  fetus  lives  it  may  develop  in  the  abdominal  cavity,  in 
the  layers  of  the  broad  ligament,  and— but  very  rarely — in  the 
tube  itself.  "When  it  develops  in  the  abdominal  cavity  the  fetus 
is  really  surrounded  by  amnion,  though  it  may  be  difficult  to 
make  it  out.  In  one  case  on  which  I  operated  the  fetus  had 
escaped  from  a  bicornuate  uterus  that  had  ruptured.  The  preg- 
nancy reached  full  time  and  a  secondary  rupture  of  the  sac  oc- 
curred at  the  end  of  the  ninth  month.  Primary  rupture  did  not 
take  place  into  the  broad  ligament.     The  sac  surrounding  the 


3:    ECTOPIC   GESTATION.  ,  9 

fetus  might  easily  have  been  mistaken  for  broad  ligament  at  the 
time  of  operation.  The  placenta  after  rupture  may  remain 
within  the  main  gestation  sac,  or  it  may  be  partially  extruded 
and.  with  the  continuance  of  its  growth,  may  spread  out  over  the 
neighboring  viscera. 

AVhen  tubal  abortion  occurs  the  placenta  is  of  course  extruded 
into  the  abdominal  cavity,  and  under  such  circumstances  it  seems 
hardly  probable  that  it  can  have  any  power  of  taking  on  new 
adhesions  to  continue  its  life.  If  the  placenta  remains  entire 
within  the  gestation  sac  after  the  'extrusion  of  the  fetus,  there 
will  then  be  two  sacs,  one  containing  the  fetus  and  the  other  the 
placenta,  and  the  cord  will  pass  through  an  opening  communi- 
cating from  the  one  to  the  other. 

Some  of  the  Rarer  Conditions. — Interstitial  pregnancy  is 
but  rarely  met  with.  I  have  met  Avith  it  in  one  case,  of  which  the 
following  is  a  report :  Mrs.  S.  (No.  34  in  table) .  Patient  of  Dr. 
Bryans.  of  Toronto.  She  had  missed  one  period ;  had  slight 
hemorrhage  from  the  uterus.  Before  the  doctor  saw  her  she 
had  fainted  three  or  four  times.  Had  been  taken  ill  at  noon 
on  the  previous  day  with  sudden,  severe  pain  in  the  abdomen. 
She  was  sent  into  the  hospital  under  my  care,  and  the  case  was, 
unfortunately,  not  correctly  diagnosed  by  the  house  surgeon,  as 
he  thought  the  patient  was  threatened  with  a  miscarriage.  In 
the  morning,  when  I  saw  her,  she  was  almost  moribund.  Oper- 
ated, however,  and  found  the  abdominal  cavity  full  of  blood. 
It  was  very  difficult  to  make  out  the  point  from  which  the  hemor- 
rhage was  coming.  Drew  up  one  tube,  found  it  healthy:  drew 
up  the  other  tube,  found  it  healthy,  and  was  for  a  moment  at  a 
loss  to  know  what  to  do.  On  raising  the  uterus  I  found  a  small 
spot  on  its  anterior  wall  behind  the  junction  of  the  round  liga- 
ment with  the  uterine  fundus.  On  sponging  this  off  I  coulct 
make  out  distinctly  a  small  cavity  about  the  size  of  a  small  pea, 
with  dark  edges,  and  from  which  blood  oozed.  It  was  evidently 
a  rupture  of  an  interstitial  pregnancy  of  but  very  short  duration. 
The  patient  died  the  same  afternoon  and  I  have  here  the  speci- 
men to  show  you  (see  Fig.  2). 

Interstitial  or  tubo-uterine  pregnancy  may,  however,  continue 
to  grow  for  several  weeks,  up  to  the  end  of  the  fourth  month,  or 
even  longer.  Rupture  may  take  place  either  downward  into  the 
cavity  of  the  uterus  or  upward  into  the  abdomen.  We  have  no 
positive  evidence  that  a  downward  rapture  has  ever  taken  place 
without  coincident  rupture  into  the  abdomen,  but  rupture  into 
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the  abdomen  alone  has  been  met  with.  Very  severe  hemorrhage 
is  one  of  the  main  features  of  this  form  of  extrauterine  preg- 
nancy. Taylor  met  with  but  one  case  in  his  series  of  42,  Law- 
son  Tait  met  with  but  one  ca.se  in  his  series  of  40,  and  I  met  with 
but  one  case  in  a  series  of  45. 

Intra-  and  Extrauterine  Pregnancy. — My  friend  Dr.  Strathy, 
of  our  city,  has  met  with  such  a  case.  He  has  kindly  furnished 
me  with  the  following  notes:  The  patient's  first  child  was  born 
after  an  ordinary  labor  of  a  few  hours.  Another  child  was  then 
felt  to  be  in  the  abdominal  cavity.  It  could  be  easily  made  out 
and  the  fetal  heart  sounds  could  be  heard.  The  abdomen  was 
not  opened  until  the  following  day,  when  the  child  was  removed 
without  trouble.  The  placenta  was  found  situated  posteriorly 
over  the  psoas  muscle  and  was  not  removed.  Hemorrhage  be- 
gan at  the  time  of  the  operation  and  could  not  be  controlled,  and 
the  patient  died  four  or  five  hours  after. 

Such  an  occurrence  emphasizes  the  fact  that  it  is  extremely 
dangerous  to  operate  during  the  life  of  the  fetus. 

Double  Extrauterine  Pregnancy. — I  have  met  with  one  case 
of  double  extrauterine  pregnancy,  of  which  the  following  is  a 
report:  Mrs.  E.  (No.  42  in  table).  Patient  of  Dr.  Andrew 
Eadie.  Was  taken  ill  one  night  with  sudden,  severe  fainting 
spells  while  lying  in  bed.  Was  not  seen  by  Dr.  Eadie  until  the 
morning,  when,  on  examination,  he  found  a  large  mass  in  the 
pelvis  behind  and  to  the  left  of  the  uterus.  I  saw  her  at  once 
and  from  her  appearance  judged  that  the  case  was  one  of  rup- 
tured ectopic  gestation.  She  had  the  peculiar  coloring  of  the 
skin  so  frequently  noticed  and  a  collapsed  appearance.  On 
further  inquiry  it  was  found  that  in  August  she  had  men- 
struated. In  September  she  had  seen  very,  very  little ;  in 
October  again  but  little  was  seen.  Some  pieces  of  decidua  had 
come  away  from  the  uterus,  but  they  were  not  preserved.  The 
breasts  indicated  pregnancy.  On  examination,  found  blood  clot, 
breaking  down  under  the  finger.  Was  satisfied  that  the  case  was 
one  of  ruptured  extrauterine  pregnancy. 

On  November  1,  1901,  in  the  Toronto  General  Hospital  Pavil- 
ion, assisted  by  Dr.  Eadie,  I  opened  the  abdomen  in  the  median 
line  and  found  the  abdominal  cavity  full  of  blood.  On  passing 
the  fingers  down  to  the  right  side,  found  a  small  mass;  on  draw- 
ing this  up,  found  it  to  be  omentum  with  an  ectopic-gestation 
sac  under  its  folds,  running  up  to  the  surrounded  Fallopian  tube. 
On  removing  this  sac  the  Fallopian  tube  was  torn  off;  ovary  and 
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tube  on  this  side  were  ligated  with  silk.  As  soon  as  this  gesta- 
tion sac  was  disturbed  a  great  deal  of  fresh  blood  was  poured 
out.  The  fingers  were  then  passed  down  to  the  other  side  as  a 
matter  of  routine,  and  to  my  surprise  I  found  another  gestation 
sac  connected  with  the  left  tube.  This  was  rapidly  removed 
from  its  adhesions,  and  on  its  removal  it  burst  and  the  liquor 
anmii  escaped,  together  with  a  three-and-one-half-months  fetus. 
The  two  gestation  sacs  were,  therefore,  of  different  ages,  and 
the  right  one,  though  smaller,  was  certainly  active  as  well  as  the 
left.     The  pedicle  was  then  tied  off  on  the  left  side,  a  portion  of 


Fig.  4. — Case   42.     Double  tubal   pregnancy.     A.    right   side,    eight   weeks ;    B, 
left  side,  twelve  or  fourteen  weeks. 


the  ovary  being  left  to  continue  menstruation.  Abdominal 
cavity  was  washed  out  rapidly  and  the  patient  almost  sank  on 
the  table.  Subcutaneous  injections  of  salines  were  given  under 
the  breasts,  the  arms  and  legs  bandaged,  a  drainage  tube  was 
placed,  and  the  wound  closed  with  silkworm  gut.  The  pa- 
tient developed  pleurisy  with  effusion  into  the  left  chest,  from 
which  I  removed  twenty-eight  ounces;  but,  notwithstanding  this 
fact,  she  made  an  excellent  recovery. 

The  fact  that  both  sides  were  active  proved  to  me  that  it  is 
quite  possible  to  have  pregnancy  occur  in  one  tube  and  then,  at  a 
subsequent  date,  occur  in  the  opposite  tube  while  the  first  is  still 
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developing.  The  pregnancy  in  one  tube,  in  this  ease,  was  evi- 
dently of  three  and  one-half  months'  duration,  while  the  preg- 
nancy on  the  other  side,  we  judged,  was  of  about  two  months' 
duration. 

Ectopic.  Gestation  Occurring  Ttvici  in  tin  Same  Patient. — My 
experience  with  cases  occurring  twice  in  the  same  patient  is  as 
follows  (three  cases)  : 

Case  I.— Mrs.  H.,  set.  24  (No.  3  in  table).  Operated  on  July 
6,  1891.  Had  no  children,  but  thought  she  had  miscarried.  Had 
passed  three  weeks  over  her  monthly  period,  and  had  become  un- 
well and  remained  so  for  seven  weeks.  The  flowing  thru  ceased 
and  commenced  again  two  or  three  weeks  after.  Severe  pains, 
like  labor  pains,  appeared ;  she  became  collapsed.  The  collapse 
disappeared  and  on  June  30  she  Avalked  to  the  hospital.  On  ex- 
amination a  mass  was  found  in  front  and  to  the  right  side  of  the 
uterus.  Returning,  two  days  later,  to  the  hospital.  I  operated 
and  found  the  abdomen  filled  with  old  dark  liquid,  and  not 
clotted,  blood.  The  woman  had  evidently  been  going  around 
with  this  blood  in  her  abdominal  cavity.  Removed  ectopic  gesta- 
tion from  the  right  side. 

(Table.  No.  9.)  On  October  10.  1895.  I  saw  her  again  with 
Dr.  Noble.  Found  her  collapsed,  pale,  with  all  the  appearance 
of  internal  hemorrhage;  precordial  uneasiness.  Patient  looked 
anxious  and  very  ill.  She  had  gone  two  weeks  past  her  period. 
A  sudden  pain  came  on  shortly  after  she  wakened  in  the  morn- 
ing. No  elevation  of  temperature.  A  mass  was  felt  in  the  cul- 
de-sac  of  Douglas  and  broke  down  under  the  examining  finger. 
Removed  an  extrauterine  pregnancy  from  the  left  side.  Patient 
recovered.  This  case  was  reported  in  The  American  Journal 
of  Obstetrics,  February,  1896. 

Case  II.— Mrs.  L.,  set.  26  (table.  No.  14).  Referred  by  Dr. 
McMahon.  Was  nursing  child'  17  months  old.  Did  not  miss  a 
monthly  period.  Was  quite  regular  until  she  began,  after  one 
period,  to  flow  continuously.  This  continued  for  four  weeks. 
Patient  was  sent  to  my  office,  and  I  found  the  left  tube  and  ovary 
normal,  right  ovary  normal,  right  tube  enlarged  at  its  outer  end 
and  lying  in  front  of  the  uterus.  Two  days  after  (August  14, 
1896)  I  removed  an  extrauterine  pregnancy,  unruptured,  from 
the  right  tube.  Though  the  tube  was  unruptured,  the  abdomen 
contained  old  blood,  and  blood  could  be  seen  to  ooze  from  the 
fimbriated  end  of  the  tube  when  it  was  drawn  up.  drop  by  drop, 
coming  very  slowly  (tubal  drip). 
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On  September  28,  1898  (table,  No.  27)  saw  the  patient  again 
with  Dr.  Eadie.  Had  missed  a  monthly  period  and  gone  a  few 
days  over.  Irregular  hemorrhage  from  the  uterus  and  cramp-like 
pains  in  the  lower  part  of  the  abdomen  and  chiefly  on  the  left 
side.  The  two  physicians  who  had  seen  her  formerly  saw  her 
again  and  found  a  mass  to  the  left  side  and  behind  the  uterus.  I 
examined  her  and  found  the  ovary  to  be  close  to  the  uterus  and 
normal  in  size.  Next  day  removed  an  extrauterine  pregnancy 
from  the  left  tube.  The  ovary  formed  a  cyst  that  had  evidently 
been  taken  for  the  gestation  sac,  and  the  gestation  sac  had  been 
taken  for  the  ovary,  being  hard  and  firm  and  unruptured.  The 
chorionic  villi  were  penetrating  the  tube  wall,  and  the  wall  might 
have  ruptured  any  moment.  There  was  no  blood  present  in  the 
abdominal  cavity.  There  was  no  evidence  of  ligature  or  stump 
of  tube  on  the  opposite  side,  removed  two  years  before.  The  wall 
of  the  uterus  was  smooth  from  the  fundus  downward.  Patient 
recovered.  This  was  reported  in  The  American  Journal  of 
Obstetrics,  volume  xxxviii.,  No.  6,  with  the  names  of  the  attend- 
ing physicians. 

Case  III.— Mrs.  II.  (table,  No.  20).  This  case  has  not  been 
previously  reported.  Her  physician  was  Dr.  Fletcher,  of  Euclid 
avenue,  Toronto.  She  had  not  missed  a  period,  but  uterine  hem- 
orrhage came  on  and  continued  for  three  weeks.  She  then  had  a 
sudden  attack  of  faintness  and  became  bathed  in  perspiration. 
Had  pains  of  irregular  character  in  the  lower  abdomen.  On  ex- 
amination a  mass  was  found  behind  the  uterus. 

On  January  14,  1898,  shelled  out  an  ectopic-gestation  sac  with 
the  clots  found  subsequent  to  rupture.  Left  tube  and  ovary  were 
incorporated  in  the  mass  and  were  removed.     Patient  recovered. 

(Table,  No.  38.)  In  June,  1901,  saw  the  patient  again  with 
Dr.  Fletcher.  She  had  indefinite  pelvic  pains  and  had  come  back 
on  account  of  these,  as  we  had  advised  her.  On  careful  exami- 
nation the  doctor  found  a  little  nodule,  he  thought,  on  the  right 
tube.  I  examined  and  found  the  same.  The  patient  had  a 
slight  flow  of  blood  from  the  uterus.  We  sent  her  to  her  home  in 
the  country  and  advised  her  to  return  in  two  weeks.  She  did  so, 
and  we  examined  her  again  and  found  the  mass  had  increased  to 
double  its  size,  and  concluded  the  case  was  one  of  extrauterine 
pregnancy  on  the  other  side. 

On  June  21,  1901,  I  opened  the  abdomen  and  found  a  hema- 
toma of  the  right  ovary;  drew  up  the  right  tube  and  found  au 
ectopic  gestation  the  size  of  the  end  of  the  little  finger.     It  was 
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the  earliest  unruptured  ectopic  gestation  I  have  ever  seen.     Re- 
moved tube  and  ovary  on  that  side. 

AYhen  making  my  first  report  of  Case  1,  in  which  ectopic  gesta- 
tion occurred  twice  in  the  same  patient,  I  looked  up  the  litera- 
ture of  the  subject  and  found  but  five  similar  reports  that  entirely 
satisfied  me  as  to  the  correctness  of  the  diagnosis  in  each  case. 
It  cannot  be  possible,  however,  that  I  have  had  an  exceptional 
experience  in  this  respect.  Taylor  says  that  upward  of  fifty  such 
cases  have  been  recorded.  In  his  own  case  I  find,  however,  that 
the  first  ectopic  gestation  was  not  demonstrated  by  surgical  oper- 
ation or  postmortem  examination,  and,  in  view  of  what  I  have  to 
relate  later  regarding  conditions  that  simulate  ruptured  extra- 
uterine pregnancy,  I  am  not  prepared  to  accept  reports  without 
such  surgical  or  postmortem  verification.  In  my  cases  the  preg- 
nane^- occurred  first  on  the  one  side  and  then  on  the  other. 


Fig.   5. — Very  early  unruptured  tubal  pregnancy  at  A  (Case  38). 

Coe  has  reported  a  case  in  which  a  lithopedion  was  found  on 
the  same  side  as  that  on  which  the  ectopic  gestation  was  situated 
at  the  time  of  operation.  This  demonstrated  the  fact  that  ectopic 
gestation  can  occur  twice  on  the  same  side. 

Ectopic  Gestation  Followed  by  Conditions  Simulating  Ectopic 
G(  station  and  Requiring  Operation.  Case  I.  — In  the  table  this 
case  is  reported  as  No.  1.  Was  operated  on  for  extrauterine 
pregnancy  December  24,  1886.  She  had  good  health  and  bore 
one  child.  Returned  again  and  was  operated  on  December  10, 
1889,  and  a  hematosalpinx,  the  blood  of  which  was  uncoagulated, 
was  removed  from  the  other  side.  There  was  no  evidence  to  indi- 
cate that  this  was  the  result  of  impregnation.  The  symptoms  on 
the  second  occasion  were  a  continued  flow  from  the  uterus  to- 
gether with  a  mass  on  the  left  side. 
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Case  II.  — This  ease  is  recorded  in  the  table  as  No.  32.  Oper- 
ated on  January  5,  1900,  for  extrauterine  pregnancy.  She  re- 
turned on  April  24,  1902,  and  was  operated  on  April  26.  when  a 
tubo-ovarian  cyst  on  the  left  side  was  removed.  She  complained, 
on  the  second  occasion,  of  pains  in  the  abdomen,  chiefly  on  the 
left  side.  Had  missed  one  week,  but  had  no  uterine  hemorrhage. 
The  mass  could  be  felt  on  physical  examination. 

Case  III. — Case  No.  13  in  the  table  was  operated  on  for  extra- 
uterine pregnancy  December  24,  1895.  She  returned  again  and 
was  operated  on  October  19,  1896,  for  a  hydrosalpinx  on  the  left 
side. 

Case  IV.  — This  case  is  reported  in  the  table  as  No.  17.  Oper- 
ated on  for  extrauterine  pregnancy  on  July  13,  1897,  when  the 
right  tube  and  ovary  were  removed,  together  with  gestation  sac 
on  that  side.  Left  tube  and  ovary  looked  healthy.  She  re- 
turned again  on  March  25,  1898,  and  at  the  operation  I  removed 
a  hematosalpinx  on  the  left  side. 

Cases  of  Previous  Operation  for  Other  Conditions,  Followed 
by  Ectopic  Gestation.  Case  I. —Mrs.  McC.  (No.  22  in  table). 
In  July,  1897,  I  removed  a  small  cyst  of  the  right  ovary.  Patient 
made  an  uninterrupted  recovery.  In  February,  1898,  removed, 
ectopic  gestation  after  rupture  of  the  sac  on  the  left  side. 

Case  II.— Mrs.  R.  (No.  44  in  table).  "Was  operated  on  May  4,. 
1890,  for  large  ovarian  Junior.  Secondary  hemorrhage  occurred, 
and  the  patient  was  reopened  the  same  day.  Recovered  with 
some  inflammatory  symptoms.  On  January  28,  1902,  operated 
again  and  removed  an  extrauterine  pregnancy  after  rupture  of 
the  sac,  from  the  opposite  side. 

The  experience  with  these  cases  goes  to  prove  that  ectopic 
gestation  follows  the  woman  who  has  once  had  a  pelvic  inflamma- 
tion. The  report  shows  how  difficult  it  is  to  be  certain  that  a 
condition  giving  certain  symptoms  is  undoubtedly  ectopic  gesta- 
tion. 

I  operated  on  the  wife  of  one  of  our  leading  practitioners  for  a 
ruptured  ectopic  gestation.  She  subsequently  became  pregnant 
and  bore  a  living  child,  but  in  the  interval,  before  pregnancy  oc- 
curred, she  was  suddenly  seized  with  all  the  symptoms  of  a  rup- 
tured ectopic  gestation.  No  surgical  operation  was  performed 
and  she  made  a  good  recovery.  Can  I  state,  in  such  a  case,  that 
the  patient  undoubtedly  suffered  from  extrauterine  pregnancy 
on  two  different  occasions  ?  I  have  refrained  from  including 
this  case  in  my  table  of  ectopic  gestation  occurring  twice  in  the 
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same  patient,  owing  to  the  uncertainty  that  existed,  but  I  find 
that  there  have  been  many  similar  cases  recorded  without  any 
greater  amount  of  proof. 

Etiology.— Ectopic  gestation  seems  to  be  intimately  associated 
with  inflammation  of  the  tubes.  It  has  been  stated  that  the  in- 
flammation has  been  followed  by  desquamation  of  the  epithelium 
lining  the  mucous  membrane,  and  that,  owing  to  this  fact,  the 
ovum  has  been  allowed  to  settle  in  an  abnormal  position. 

Another  cause  of  the  disease  is  undoubtedly  mechanical  ob- 
struction to  the  progress  of  the  ovum  through  the  oviduct.  This 
mechanical  obstruction  may  be  caused  by  pressure  from  with- 
out or  within  the  tube,  by  growth,  or  as  a  consequence  of  dis- 
tortion of  the  tube  produced  by  adhesions.  It  has  been  stated 
that  atrophy  of  the  tube  is  a  cause  of  extrauterine  pregnancy, 
but  I  have  not  noticed  such  atrophy  in  any  of  my  cases.  The 
tubes  have  always  appeared  to  be  healthy  and  normal  on  the 
opposite  side.  It  is  evident  that  they  were  not  healthy  or  they 
would  not  have  required  subsequent  operative  interference. 

My  experience  does  not  coincide  with  that  of  Taylor,  who 
states  that  he  does  not  believe  that  ectopic  gestation  is  produced 
by  a  result  of  previous  inflammation  of  the  tubes.  I  have  al- 
most always  been  able  to  elicit  the  history  of  a  previous  attack  of 
inflammation  from  these  patients,  and  this  inflammation  has  fre- 
quently been  followed  by  a  period  of  sterility. 

I  have  met  with  ectopic  gestation  in  a  young  unmarried  wo- 
man, and  once  in  a  bride  of  seven  weeks  who  was,  I  believe,  a 
virgin  when  married. 

Symptoms. — The  symptoms  of  ectopic  gestation  must  be  con- 
sidered: first,  before  rupture;  second,  at  the  time  of  rupture; 
third,  after  rupture. 

Symptoms  before  Rupture. — History  of  a  previous  attack  of 
inflammation  and  sterility;  a  missed  period,  more  or  less  subse- 
quent, more  or  less  continuous  discharge  of  blood  from  the 
uterus;  pelvic  discomfort;  bearing-down  pains,  paroxysmal  in 
character,  but  not  severe;  soreness  or  enlargement  of  the  breasts. 

Physical  Signs. — On  examination,  with  or  without  an  anes- 
thetic, a  small  mass  to  be  made  out  in  the  tube  on  one  side  of  the 
uterus,  firm  in  consistence,  rounded,  regular,  and  not  pitted  like 
the  ovary,  and  at  the  same  time  the  ovary  can  be  made  out  as 
separate  and  distinct  from  it. 

Symptoms  of  I  he  Time  of  Rupture. — The  symptoms  present 
before  rupture  will  have  added  to  them  the  following:  sudden. 
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severe  pain ;  collapse  with  cold  perspiration ;  precordial  uneasi- 
ness ;  pale  and  anxious  face ;  rapid,  thin  pulse  and  dilated  pupils ; 
shifting  dulness  as  the  intraperitoneal  blood  shifts  with  the 
change  of  position  of  the  patient ;  visibly  increased  vermicular 
action  of  the  intestines ;  great  restlessness ;  suppression  of  urine 
or  great  diminution  in  the  quantity  of  urine ;  a  desire  to  defecate 
without  the  ability  to  do  so. 

Physical  Signs. — On  examination  there  may  be  but  little  to  be 
felt.  It  will  be  difficult  to  make  out  any  small  mass  in  the  tube. 
Examination  under  these  circumstances  may  give  no  clue  as  to 
the  nature  of  the  trouble. 

Symptoms  after  Rupture  —  In  addition  to  the  symptoms  given 
before  and  at  the  time  of  rupture,  we  have  the  following :  sal- 
lowish.  faded-leaf  color  of  the  skin  from  absorption  of  blood  pig- 
ment  and  loss  of  blood:  slight  puffing  of  the  abdomen,  without 
much  tenderness  and  without  rigidity  of  the  abdominal  muscles; 
recurrence  of  severe  symptoms  from  time  to  time:  slight  eleva- 
tion of  temperature,  irregular  variations  of  pulse ;  irritability  of 
the  bladder  may  be  present. 

Physical  Signs. — Pelvic  examination  discloses  a  mass  on  one 
side  of,  or  behind  or  in  front  of  the  uterus.  The  blood  clot  may 
be  felt  to  break  down  under  the  finger.  There  is  a  boggy  feeling 
of  the  parts.  The  uterus  is  found  slightly  enlarged.  A  decidua 
may  be  discharged  entire  or  in  pieces. 

I  have  not  found  the  presence  of  the  decidua  of  value  in  diag- 
nosis. It  is  generally  extruded  too  late  and  only  after  serious 
symptoms  have  set  in.  When  it  is  extruded  the  case  very  closely 
simulates  one  of  miscarriage  and  may  be  mistaken  for  it. 

Tait  says  that  he  saw  only  one  case  of  unruptured  extra- 
uterine pregnancy,  and  Parry  says  that  it  is  very  rarely  that  an 
opportunity  is  obtained  to  examine  an  unruptured  cyst.  I  have 
brought  three  or  four  such  specimens  to  exhibit  here  to-day. 
"When  the  symptoms  before  rupture  are  more  carefully  studied 
and  more  carefully  taught,  unruptured  extrauterine  pregnancy 
will  be  more  frequently  met  with.  The  unruptured  cases  with 
which  I  have  met  have  occurred  in  the  practice  of  those  who  have 
discussed  the  subject  very  carefully  and  who  have  been  thor- 
oughly familiar  with  the  very  earliest  symptoms  and  physical 
signs.  The  diagnosis  has,  therefore,  been  made  by  them  and 
only  subsequently  confirmed  by  me. 

These  are  no  '; society  utterances  or  library  paper  expressions," 
as  Tait  dubs  them,  but  a  statement  of  facts. 
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II 
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For  many  years  a  great  deal  of  difficulty  arose  owing  to  the 
fact  that  writers  endeavored  to  separate  into  two  what  was  really 
one  disease.     They  gave  long  tables  of  the  symptoms  of  hemato- 


Fig.  6. — Unruptured   tubal   pregnancy   at  A. 

cele  on  the  one  hand  and  ectopic  gestation  on  the  other.  "We 
now  know  that  hematocele  is,  in  most  cases,  due  to  ectopic  gesta- 
tion and  that,  therefore,  the  symptoms  of  hematocele  are  prac- 
tically the  symptoms  of  ectopic  gestation  subsequent  to  rupture 
or  leakage. 


Fig.   7. — Unruptured    tubal 
was  imminent. 


gestation    (Case 


A.    site   at    which    rupture 


Differential  Diagnosis.  Before  Rupture.— A  diagnosis  must 
be  made  from  the  following  conditions:  first,  abortion;  second, 
myoma,  sarcoma,  carcinoma  of  the  tube;  third,  hematosalpinx; 
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fourth,  hydrosalpinx ;  fifth,  pyosalpinx ;  sixth,  cyst,  fibroid,  or 
hematoma  of  the  ovary. 

In  abortion  there  will  be  no  mass  felt  in  the  tube.  The  uterus 
will,  in  all  probability,  be  larger  than  in  ectopic  gestation.  In 
growths  of  the  tube  there  will  be  no  symptoms  of  pregnancy ;  no 
period  will  have  been  missed.  In  hematosalpinx  and  hydro- 
salpinx, as  well  as  in  hematoma  of  the  ovary,  the  symptoms  will 
closely  simulate  those  of  ectopic  gestation.  From  the  cases  re- 
corded it  will  be  seen  that  it  is  impossible  to  make  a  differential 
diagnosis  until  after  the  abdomen  has  been  opened.  In  cases  of 
pyosalpinx  there  will  generally  be  a  history  of  inflammation 
with  an  elevation  of  temperature  and  an  absence  of  the  symptoms 
of  pregnancy.  A  small  cyst  of  the  ovary  will  frequently  produce 
uterine  hemorrhage,  coming  on  after  a  missed  period,  but  with- 
out any  of  the  other  symptoms  of  pregnancy.  The  cyst  can  gen- 
erally be  readily  made  out;  it  is  too  dense  and  rounded  and 
fluctuating  to  be  a  tubal  pregnancy.  The  ovarian  ligament  as- 
sists us  in  coming  to  a  conclusion  as  to  whether  the  enlargement 
is  tubal  or  ovarian,  and,  furthermore,  the  ovary  on  that  side  will 
be  found  wanting. 

In  two  of  my  cases  I  was  enabled  to  diagnose  unruptured 
ectopic  gestation  owing  to  this  very  fact.  The  enlargement  of 
the  ovary  led  to  the  diagnosis  of  extrauterine  pregnancy;  the 
mass  in  the  tube  was  mistaken  for  the  normal  ovary.  Fortu- 
nately, in  each  case  the  abdomen  was  opened,  and,  though  the  en- 
larged ovary  had  been  mistaken  for  the  gestation  sac  and  the 
gestation  sac  had  been  mistaken  for  the  normal  ovary,  the  pa- 
tients were  readily  relieved  from  what  could  have  been  serious 
danger. 

A  fibroid  of  the  ovary  may  be  made  out  by  feeling  the  ovarian 
ligament,  and  the  irregular  and  hard  outline  of  the  growth  itself 
is  its  chief  characteristic.  It  is  not  likely  to  be  accompanied  by 
uterine  hemorrhage. 

At  the  Time  of  Rupture. — Differential  diagnosis  at  this  time 
must  be  made,  first,  from  acute  poisoning ;  second,  from  rupture 
of  the  bladder ;  third,  from  rupture  of  the  stomach  or  intestines ; 
fourth,  from  intraperitoneal  hemorrhage  from  some  other  source, 
such  as  ruptured  uterus  in  a  case  of  normal  pregnancy,  rupture 
of  a  pregnant  bicornuate  uterus,  or  rupture  of  a  pregnant  ill- 
developed  uterine  horn ;  fifth,  acute  gonorrheal  endometritis ; 
and,  sixth,  attempted  abortion. 

In  acute  poisoning  there  may  not  be  the  symptoms  of  preg- 
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nancy  or  hemorrhage  from  the  uterus.  Rupture  of  the  bladder 
is  a  very  rare  occurrence  and  generally  associated  with  trau- 
matism ;  symptoms  of  pregnancy  will  not  be  present  and  there 
will  not  have  been  uterine  hemorrhage.  Perforation  of  stomach  or 
intestines,  not  due  to  traumatism,  may  closely  simulate  ectopic 
gestation  at  the  time  of  rupture.  Symptoms  of  pregnancy  and 
uterine  hemorrhage  will  be  absent  and  there  will,  in  all  prob- 
ability, have  been  symptoms  of  pre-existing  inflammatory  or 
other  disease.  Except  in  cases  of  perforation  of  a  gastric  ulcer, 
the  patient  is  not.  in  my  experience,  greatly  collapsed.  Intra- 
peritoneal hemorrhage  from  some  other  source  cannot  be  defi- 
nitely diagnosed  from  a  ruptured  ectopic  gestation.  Acute  gon- 
orrheal endometritis  will  very  closely  simulate  ruptured  extra- 
uterine pregnancy.  It  is  accompanied  by  fever  and  frequently 
by  a  discharge  of  blood  from  the  vagina  in  which  pus  is  found, 
and  a  discharge  of  either  pus  or  blood  from  the  urethra  on  strip- 
ping the  same  with  the  finger.  There  is  often  inflammation  of 
the  external  genitals.  Collapse  is  not  marked;  great  abdominal 
tenderness  is  present.  There  will  be  no  symptoms  of  pregnancy 
and  the  patient  will  not  have  missed  a  monthly  period.  Vomit- 
ing is  often  present,  as  well  as  rigidity  of  the  abdominal  walls. 

In  cases  of  attempted  abortion  there  will  be  found  some  good 
reason  why  the  patient  does  not  wish  to  have  a  child.  Symptoms 
of  pregnancy  will  be  present ;  temperature  very  high :  pulse  of 
inflammatory  type ;  collapse  not  marked ;  rigidity  of  the  abdom- 
inal walls.  Patient  gives  evasive  answers,  though  she  may  ac- 
knowledge having  passed  an  instrument. 

In  the  address  on  "Midwifery"  read  at  the  twenty-ninth  an- 
nual meeting  of  the  Canadian  Medical  Association,  held  at  Mont- 
real, I  presented  the  table  on  page  21,  that  may  be  of  interest. 

Intraperitoneal  hemorrhage  may  occur  in  a  small  amount  and 
still  give  rise  to  severe  symptoms.  One  of  the  patients  on  whom 
I  operated  for  extrauterine  pregnancy  became  pregnant  subse- 
quently. After  she  had  missed  two  periods  she  was  taken  sud- 
denly with  severe  pain  in  the  side,  in  the  lower  abdomen,  and  felt 
as  if  something  had  given  way.  She  had  a  large  hernia  from  the 
packing  that  had  been  used  at  the  time  of  the  previous  operation 
to  check  the  terrible  hemorrhage.  I  opened  the  abdomen,  fear- 
ing that  a  loop  of  intestine  might  have  become  caught  or  that 
some  bands  had  been  torn,  and  feeling  that  I  could,  at  the  same 
time,  repair  the  large  hernia  and  place  her  in  a  better  condition. 
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It  was  only  after  she  was  anesthetized  that  I  was  able  to  make  out 
intrauterine  pregnancy. 

After  the  abdomen  was  opened  I  found  a  small  quantity  of 
blood  and  a  large  adhesion  binding  uterus  to  the  pelvic  struc- 
tures, that  had  been  torn  through.  She  was  delivered  later  on, 
in  the  fifth  month,  in  the  early  morning,  and  I  saw  her  at  3  in 
the  afternoon.  I  never  had  such  difficulty  in  removing  a  pla- 
centa ;  it  was  universally  adherent.     She  recovered. 

I  met  with  one  other  case  of  severe  vomiting  of  pregnancy 
and  collapse  that  simulated  a  case  of  ectopic  gestation  with  rup- 
ture. The  patient  was  threatened  with  a  miscarriage  and  there- 
fore had  uterine  hemorrhage  after  having  missed  a  period.  The 
pregnancy  had  been  allowed  to  go  on  until  the  condition  from  ex- 
cessive vomiting  was  extreme.  Sudden  pain  and  faintness  set  in. 
Upon  careful  examination,  however,  a  correct  conclusion  was 
come  to  and  a  miscarriage  induced,  and  even  then  we  feared  tha# 
the  patient  would  succumb.  A  few  days  ago  I  saw  the  patient 
again  in  a  similar  condition  and  was  struck  with  the  close  re- 
semblance to  a  case  of  ruptured  ectopic  gestation. 

After  Rupture. — Differential  diagnosis  must  be  made  from, 
first,  inflammatory  disease;  second,  from  tumor  of  the  ovary, 
third,  from  pelvic  abscess ;  fourth,  from  myoma  uteri ;  fifth,  from 
cornual  pregnancy;  sixth,  from  pregnancy  in  an  ill-developed 
horn ;  seventh,  from  malignant  disease. 

The  mass  discovered  in  the  inflammatory  disease  is  usually 
situated  on  both  sides  of  the  uterus.  It  is  harder  and  more  sen- 
sitive to  touch.  Great  elevation  of  temperature  is  noted.  Tumor 
of  the  ovary  is  not  accompanied  by  symptoms  of  previous  rup- 
tured ectopic  gestation  unless  it  has  been  twisted  on  its  pedicle. 
An  ovarian  tumor,  pelvic  in  situation,  that  has  been  accompanied 
by  uterine  hemorrhage,  and  which  has  become  fixed  and  inflamed 
as  a  consequence  of  a  twist  of  its  pedicle,  will  be  difficult  to  diag- 
nose from  a  mass  left  in  the  pelvis  from  ruptured  ectopic  gesta- 
tion. 

Pelvi'-  abscess  often  results  from  ruptured  ectopic  gestation  and 
breaking-down  of  the  clot.  Perhaps  ectopic  gestation  is  one  of 
the  most  frequent  causes  of  pelvic  abscess.  If  of  inflammatory 
origin,  the  history  will  assist  in  making  a  differential  diagnosis. 
.Myoma  uteri  is  usually  more  solid  in  consistence  and  rounder 
in  outline,  and  the  nodules  on  its  surface  are  a  great  assistance 
in  making  a  diagnosis.  There  will  have  been  no  sudden  onset  of 
severe  symptoms. 
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It  is  difficult  to  diagnose  cornual  pregnancy,  but  the  severe 
symptoms  of  rupture  will,  in  all  probability,  have  been  absent. 
The  same  may  be  said  of  pregnancy  in  an  ill-developed  horn.  If 
either  of  these  have  ruptured  it  will  be  impossible  to  distinguish 
from  ectopic  gestation  after  rupture.  In  malignant  disease  there 
will  not  have  been  any  sudden  onset  of  severe  symptoms.  The 
disease  is  accompanied  by  more  pain  and  is  of  longer  duration. 

I  had  a  curious  experience  with  a  case  having  an  ill-developed 
uterine  horn.  The  patient  was  41  years  of  age,  mother  of  four 
children.  Had  pain  in  the  abdomen  off  and  on  for  some  time. 
It  began  in  the  left  iliac  region  and  passed  in  various  directions. 
In  September,  1891,  had  what  she  called  typhoid  fever  and 
peritonitis ;  pain  continued  after  this  and  came  on  chiefly  at  the 
menstrual  period.  When  the  patient  was  only  21  years  of  age 
she  had  had  a  lump,  that  appeared  the  size  of  a  goose  egg,  to  the 
left  of  the  linea  alba,  in  the  lower  pelvic  region.  A  poultice  was 
applied  to  it  and  it  finally  opened  externally  two  or  three  inches 
below  the  umbilicus.  The  abscess  remained  as  a  chronic  ab- 
scess for  two  years  and  then  healed  up.  Owing  to  her  indefinite 
symptoms  when  I  saw  her  some  years  later,  I  decided  to  open 
the  abdomen,  and  on  April  9,  1892,  this  was  carried  out  at  the 
Toronto  General  Hospital.  I  found  a  bicornuate  uterus ;  the  mass 
to  be  felt  to  the  left  was  one  horn  apparently  only  slightly  at- 
tached to  the  cervix.  This  was  determined  by  the  situation  of 
the  round  ligament  joining  its  outer  angle  and  the  absence  of 
broad  ligament  between  the  two  uterine  masses. 

A  year  or  two  later  I  was  called  to  see  the  patient  with  Dr. 
Rowan,  of  Toronto,  and  found  her  suffering  from  severe  par- 
oxysmal pains  and  obstinate  constipation.  She  had  been  suffer- 
ing from  these  pains  for  some  weeks.  The  rectum  was  obstructed 
and  a  large  mass  was  to  be  felt  in  the  pelvis  and  could  be  felt 
above  the  pubes.  I  knew  that  the  patient  had  a  rudimentary 
uterine  horn  and  decided  that  this  mass  must  be  retained  men- 
strual fluid.  She  was  not  living  with  her  husband.  Upon 
puncture  through  the  vagina  a  large  quantity  of  black,  tarry 
blood,  resembling  retained  menses  in  cases  of  imperforate  hymen, 
escaped.  Had  I  not  known  the  exact  nature  of  the  case  I  Avould 
have  taken  it  to  be  one  of  pelvic  hematocele  caused  by  a  rupture 
of  an  ectopic  gestation  into  the  broad  ligament,  but  would  have 
been  puzzled  by  the  tarry  appearance  of  the  blood. 

Cornual  Pregnancy. — In  cornual  pregnancy  the  round  liga- 
ment will  be  found  to  run  to  the  outer  side  of  the  mass,  whereas 
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in  tubal  pregnancy  the  round  ligament  runs  to  the  inner  side  of 
the  mass  toward  the  median  line. 

Differential  Diagnosis  at  Full  Time  before  Death  of  Child.— 
The  diagnosis  must  be  made  at  this  time  between  ectopic  gesta- 
tion and  (a)  a  normal  intrauterine  pregnancy  with  a  very  thin 
wall;  (b)  displacement  of  the  pregnant  uterus  by  a  fibrocystic 
or  myomatous  tumor;  (c)  bifid  uterus  with  pregnancy  in  one 
chamber.  I  have  met  with  several  cases  of  thin  uterine  wall  with 
intrauterine  pregnancy  that  felt  as  if  the  pregnancy  must  be  out- 
side of  the  uterus,  but  on  more  careful  examination  I  was  able 
to  satisfy  myself  that  the  condition  was  a  normal  one.  In  cases 
of  displacement  of  the  pregnant  uterus  by  a  myomatous  tumor 
I  have  never  had  any  difficulty  in  making  a  diagnosis. 

I  have  met  with  one  case  of  bifid  uterus  with  pregnancy  in  one 
chamber,  and  the  report  is  as  follows:  Miss  E..  aet.  23.  Had 
menstruated  and  had  a  discharge  of  blood  from  the  uterus. 
Menstruation  then  ceased  and  she  had  seen  nothing  for  two 
months.  There  had  been  no  abdominal  pain  and  there  was  no 
history  of  collapse.  Patient  looked  in  good  health.  I  was  so 
uncertain  as  to  the  diagnosis  of  the  case  that  I  decided  to  use  the 
uterine  sound.  This  passed  in  toward  the  right  a  distance  of 
about  three  inches.  A  tumor  could  be  distinctly  made  out,  to  the 
left  side  of  the  uterus,  as  large  as  a  pregnancy  at  about  three  and 
one-half  months.  I  felt  satisfied  that  the  patient  was  pregnant 
and  decided  that,  as  the  uterus  was  empty,  the  pregnancy  must 
be  an  extrauterine  one.  There  was  milk  in  the  breasts.  Oper- 
ation was  advised  and  the  abdomen  opened  on  November  22,  1900. 
I  found  a  tumor  that  looked  red  and  exactly  like  a  pregnant 
uterus.  The  sound  was  passed  again  and  it  went  in,  as  before, 
toward  the  right  the  same  distance.  On  careful  inspection  the 
case  was  found  to  be  one  of  a  pregnancy  in  one  horn  of  a  uterus 
bicornis  unicollis.  Abdomen  was  closed  and  the  patient  went  on 
to  full  time  and  was  attended  by  my  friend  Dr.  Mcllwraith,  of 
our  city,  who  found  the  septum  present  at  the  time  of  delivery. 

Differential  Diaejnosis  at  Full  Time  after  Death  of  Child.— 
The  diminution  in  size  of  the  abdomen,  the  false  labor,  and  the 
show  that  occurs  are  characteristic  of  this  condition.  The  cer- 
vix is  oftentimes  found  to  be  open,  and  in  my  own  case  (No.  45  in 
table)  the  finger  could  be  readily  passed  up  into  the  uterine 
cavity  and  the  bicornuate  condition  of  the  uterus  could  be  readily 
made  out.  The  diagnosis  must  be  made  at  this  time  between 
(a)  slow-growing  cancer,    (b)  fibrocystic  tumor  of  the  uterus,. 
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and  (c)  tubercular  peritonitis.  In  slow-growing  cancer  the  in- 
crease is  steady,  and  if  there  is  any  great  increase  in  the  growth 
the  temperature  chart  will  show  evidence  of  suppuration,  and 
tins  suppuration  will  be  most  likely  to  accompany  an  extrauterine 
pregnancy.  A  diagnosis  between  extrauterine  pregnancy  at  this 
time  and  a  fibrocyst  of  the  uterus  must  be  a  difficult  one. 

I  know  of  a  case  of  tubercular  peritonitis  with  the  nodules 
floating  about  in  the  encysted  fluid,  simulating  fetal  parts,  mis- 
taken by  an  able  surgeon  for  a  case  of  extrauterine  pregnancy 
after  the  death  of  the  fetus.  It  was  only  after  an  exploratory 
operation  had  been  performed  that  the  diagnosis  was  settled. 

Treatment.  Operation. — Tait's  first  operation  was  per- 
formed in  1883.  Operation  is  now  the  accepted  method  of  pro- 
cedure. It  is  called  for  to  control  the  hemorrhage,  to  remove 
debris  that  may  be  dangerous  to  life,  and  to  overcome  the  septic 
conditions  that  may  present  themselves. 

Some  have  stated  that  the  great  impediment  to  the  adoption  of 
this  treatment  is  the  uncertainty  of  diagnosis.  Tait  laid  down 
the  dictum,  however,  that  when  the  patient  is  found  in  danger 
of  death  from  conditions  within  the  abdomen  which  do  not  seem 
to  be  clearly  of  a  malignant  nature,  but  a  correct  diagnosis  of 
which  is  impossible,  the  abdomen  should  be  opened  and  the 
diagnosis  made  certain  and  thus  successful  treatment  made  pos- 
sible. 

He  concluded  "that  in  the  great  majority  of  cases  of  extra- 
peritoneal hematocele,  even  when  due  to  ectopic  gestation,  the 
disease  may  generally  be  let  alone,  being  rarely  fatal,  and  that  it 
is  to  be  interfered  with  only  when  suppuration  or  extreme  hemor- 
rhage has  occurred.  That,  on  the  contrary,  intraperitoneal  hem- 
atocele is  fatal,  with  almost  uniform  certainty,  that  so  soon  as  it 
is  suspected  the  abdomen  must  be  opened  and  the  hemorrhage 
arrested. ' ' 

I  must  take  exception  to  this  opinion.  I  am  satisfied  that  the 
cases  of  intraperitoneal  hematocele  are  not  uniformly  fatal,  and 
I  have  operated  on  cases  that  I  feel  satisfied  might  have  recovered 
without  operative  interference,  and  have  left  unoperated  on 
other  cases,  that  have  recovered,  that  had  been  collapsed  and  al- 
most moribund  at  a  considerable  distance  of  time  before  I  saw 
them.  The  fact  that  the  patients  had  presented  all  the  symp- 
toms of  intraperitoneal  hemorrhage  showed  that  such  cases  can 
recover  without  operation  and  that  they  need  not  necessarily  be 
cases  of  hemorrhage  into  the  broad  ligament. 
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But  it  seems  to  me  that  such  fine  distinctions  cannot  serve  any 
good  purpose.  If  a  diagnosis  can  be  made  before  rupture— and 
that  it  can  frequently  be  made  is  now  beyond  dispute— the  ab- 
domen should  be  opened,  either  through  the  abdominal  wall  in 
front  or  through  the  vagina  below,  and  the  unruptured  tube 
should  be  removed.  It  is  not  necessary  to  remove  the  ovary  if  it 
is  healthy.  This  will  be  a  very  simple  procedure  and  the  mor- 
tality, in  skilled  hands,  should  be  almost  nil.  "When  rupture  has 
occurred  operation  should  be  undertaken  without  delay.  I  have 
in  one  instance  taken  the  patient  in  my  carriage  at  once  to  the 
hospital  at  1  a.m.  in  order  to  save  delay.  I  have  never  regretted 
rapid  action  in  these  cases,  but  in  two  cases  I  have  regretted  de- 
lay. We  should  not  attempt  to  quiet  our  fears  by  endeavoring  to 
decide  between  tubal  drip  or  weeping,  and  tubal  rupture  into  the 
peritoneal  cavity  or  the  broad  ligament.  If  your  experience  tal- 
lies with  mine  you  will  not  often  find  the  rupture  into  the  broad 
ligament. 

If  you  will  do  me  the  honor  of  carefully  reviewing  my  table, 
you  will  see  that  the  lowest  mortality  accompanies  the  early 
operation.  When  puzzled  over  these  cases  one  should  send  im- 
mediately for  further  advice.  We  should  not  wait  until  the  next 
day.  If  one  consultant  cannot  be  obtained  owing  to  the  lateness 
of  the  hour,  another  should  be  procured.  Waiting  means  in- 
creased risk  to  the  patient  and  increased  difficulties  for  the  oper- 
ator.    An  operation  is  the  only  form  of  treatment  in  such  cases. 

The  terrible  contingencies  that  sometimes  arise  when  the  con- 
dition is  allowed  to  proceed  are  particularly  exemplified  in  Case 
28  of  the  table  I  .Mrs.  J.  i .  In  that  case,  after  opening  the  abdomen 
I  found  the  uterus  pushed  forward ;  it  looked  like  a  uterus  con- 
taining  a  six-weeks  pregnancy.  Adhesions  of  the  omentum  were 
broken  down  and  these  bled  very  freely.  An  enucleation  of  the 
mass  was  then  started.  After  a  time  the  finger  burst  into  it  and 
fluid  escaped.  Then  portion  of  old  clot  came  out.  With  the 
finger  through  the  opening  a  fetus  could  be  distinctly  felt  and 
this  was  exl  racted.  The  placental  adhesion  was  now  reached  and 
blood  gushed  out  immediately.  It  came  so  fast  that,  in  a  moment 
of  desperation,  I  clamped  the  right  uterine  artery  and  then 
clamped  the  left  one,  and  decided  that  it  would  be  necessary  to 
perform  hysterectomy  in  order  to  get  at  the  hemorrhage.  Hem- 
orrhage from  these  adhesions  was  terrible.  The  patient  almost 
died  on  the  table  during  the  operation.  Gauze  was  packed  into 
the  pelvis  after  the  surface,  from  which  the  placenta  had  been  re- 
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moved,  had  been  touched  with  persulphate  of  iron.  The  blood 
seemed  to  come  from  hundreds  of  spots  and  to  well  up  from  them. 
Pressure  was  applied  externally,  rectum  packed  with  gauze, 
vagina  packed  with  gauze,  and  a  firm  bandage  placed  in  situ. 
Notwithstanding  the  fact  that  the  uterus,  tubes,  and  ovaries  had 
been  removed  with  the  mass,  the  bleeding  continued  from  the  sur- 
face of  the  cul-de-sac  of  Douglas  and  the  surrounding  parts,  so 
that  gauze  had  to  be  used  in  the  aforementioned  manner.  The 
patient  lived  for  three  days. 

Such  an  experience  should  be  sufficient  to  warn  us  to  wait,  in 
such  cases,  until  after  the  death  of  the  child  or  until  full  time. 
It  is  very  easy  to  lay  down  this  rule,  but  it  is  not  so  easy  for  us  to 
observe  it.  The  life  or  death  of  the  fetus  is  difficult  to  determine, 
and  many  operators  find  themselves  face  to  face  with  a  live  fetus 
and  an  active  placenta,  owing  to  this  very  difficulty.  They 
would  like  to  draw  back,  but  are  forced  to  go  on. 

When  the  pregnancy  is  advanced  vaginal  section  should  give 
way  to  abdominal  section.  Tait  believed  that  vaginal  section  is 
an  unsatisfactory  method  for  the  purpose  of  saving  the  child. 
There  are  many  cases  recorded  in  which  great  difficulties  were 
met  with  in  getting  the  child  out,  and  only  two  cases  were  known 
to  him  in  which  the  child  had  been  extracted  alive.  His  ex- 
perience is  similar  to  mine  and  was  sufficient  to  deter  him  from 
making  another  attempt  to  deliver  the  fetus  in  this  way.  He 
wrote  that  he  would  never,  under  any  circumstances,  attack  a 
subperitoneal  pregnancy  from  the  vagina.  He  considered  that 
the  child  could  not  be  dragged  out  without  tearing  tissues  in 
which  large  sinuses  have  been  abnormally  developed,  and  through 
structures  unyielding  as  they  are  this  can  only  be  done  with 
much  force  and  with  the  likelihood  of  losing  its  life.  If  large 
vessels  be  torn  it  is  simply  impossible  to  find  them  and  secure  the 
bleeding  points. 

In  one  case,  that  of  Mrs.  J.  (No.  19  in  the  table),  I  operated 
in  this  way.  The  following  is  the  history  of  the  case:  The 
patient  had  been  ill  five  weeks.  Had  missed  a  month  and  then 
had  gone  five  weeks  after  that  and  then  went  six  weeks.  Sudden, 
severe  pain  in  the  abdomen  came  on,  and  when  I  saw  her,  after 
she  had  been  ill  for  five  weeks,  she  was  profoundly  septic.  Uterus 
was  pushed  forward  by  a  mass  as  large  as  an  adult 's  head,  and  I 
was  satisfied  the  case  was  either  one  of  suppurating  hematocele 
from  ectopic  gestation  or  retained  menstrual  fluid  in  an  unde- 
veloped uterine  horn. 
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Name. 


Mrs.  A 


Mrs.W. 


m   Doctor. 


Mrs.  H. 


Mrs.  L. 


J.    F.  W. 

Ross. 


A.  Lynd. 


Hospital 
service. 


Labors. 


No      Last. 


Menses. 


Not 
missed 


Mrs.  M. 


Mrs.  G 


G.  G. 
Rowe. 


C.  R. 
Cuth- 
bert- 
son. 


R.  A. 
Steven- 
son and 
W.  P. 
Caven. 


4  yrs 


3  yrs 


Missed. 


Frequently 
went    2 
weeks 
over. 


10  days 
over. 


3  weeks 
over. 


7  yrs. 


Only     mac 
ried  7 
months. 


None. 


Went  7 
weeks. 


5  days. 


3  weeks. 


Irregular 
hemorrhages. 


Menses  occasionally 
stop  six  weeks 
Dark  chocolate 
color,  fetid,  pro- 
fuse. Commenced 
Dec.  22,  lasted 
till  24th.  Came  on 
December  28,  last 
ed  till  January  4. 

Regular  to  Decem- 
ber, since  then  pro- 
fuse. June  12  went 
ten  days  over.  Se- 
vere pain  some 
weeks  after.  Had 
to  lie  down.  Dis- 
charge copious. 
Unable  to  get  up 
since.    Very  weak 

March    20,   1891,   un- 
well;    went   seven 
weeks,  and   again 
unwell  June  9. 
Taken  with    pain 
like  labor  painsand 
flowing.     Thought 
had  a  miscarriage. 
Collapse.    Hot 
cloths  and  went  to 
bed.  Bleeding  con 
tinued. 

Doctor  thought  she 
had  a  miscarriage 
and  curetted.  July 
18,  menstruated; 
then  went  seven 
weeks,  saw  slight 
show. 


Other  symptoms. 


No  signs  of  preg- 
nancy. Case  sent 
as  one  of  probable 
hematocele  or  pel- 
vic abscess.  My 
diagnosis  was  ei- 
ther rupture  of 
ectopic  into  broad 
ligament  or  ute- 
rine pregnancy 
and  fibroid. 

None 


Thought  she  was 
pregnant.  After 
the  curetting  tem- 
perature went  to 
103°,  pulse  120. 
Temperature  rose 
suddenly.  Violent 
diarrhea.  Perito- 
nitis. 


None 


After  missing  three 
weeks  had  dis- 
charge of  blood 
for  three  weeks. 


No  other  symptoms 
of  pregnancy.  No 
similar  attack  be- 
fore marriage.  Re- 
moved to  hospital 
to  be  more  closely 
watched.  While 
there  sudden  se- 
vere attacks  of 
peritonitis  and  de- 
termined to  ope- 
rate at  once. 

Had  a  miscarriage 
three  years  before. 
Temperature  and 
pulse  normal  until 
five  days  after  first 
attack,  wh'  n  pulse 
was  130.  tempera- 
ture 102°. 
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Physical  examination. 


Operation. 


Remarks. 


Pains  on  lifting,  cough-  After  examination  per  Done  on  second  or  third  day  af 
ing,  sneezing.  Dys-  vaginam,  I  left  the  ter  rupture.  Found  ruptured 
pareunia.  house.  Hastily  called 

back.     Patient    col- 
lapsed. 


Severe.  Could  not  sit 
or  stand.  Came  on 
suddenly  and  simu- 
lated labor  pains. 


Pain  like  labor  pains. 
Collapse. 


Tumor  felt  in  right  in- 
guinal region.  Very 
tender.  Vaginal  ex- 
amination :  Cervix 
up  under  pubes. 
Passed  sound  four 
inches,  went  to  left. 
Uterus  moved  inde- 
pendently of  mass. 


June  30  walked  to 
hospital.  Examina 
tion  found  mass.  To 
return  in  two  days 
Under  chloroform  a 
movable  mass  felt 
dropping  into  cul-de 
sac.  and  hard,  not 
boggy. 


After  seeing  slight 
show,  taken  ill  with 
pain  in  right  groin 
and  across  abdomen, 
not  very  severe. 
Pain  in  head  and 
limbs.  Put  to  bed 
Pain  increased. 

Went  out  week  after ; 
went  to  doctor's 
house.  Pain  recurred 
in  three  days,  se- 
vere; in  bed;  ap- 
peared weak.  Pulse 
90  to  120,  then  up  and 
down.  Poulticed. 

Simulated  labor 

pains.  Doctor  told 
her  she  was  preg- 
nant. 

Five  months  after  mar- 
riage seized  with  sud- 
den pain,  right  side, 
low  down  in  abdo- 
men. Went  to  bed, 
sent  for  doctor.  Cold 
sweat.  In  bed  one 
and  a  half  days.  Up 
and  around  again 
Recurrence  of  pain 
Went  to  bed  again. 

Abdominal  pain,  un- 
comfortable but  not 
severe,  lasted  two 
weeks.  Was  strain- 
ing at  stool  when 
sudden  severe  pain 
seized,  low  down  in 
right  side  lower  ab 
domen.  Crawled  to 
bed,  got  up  a  few 
hours  after,  pain  re 
curred.  Three  at- 
tempts to  walk. 
Pain  came  each  time 


tubal "  pregnancy.      Thought 
probable  hematosalpinx, 

know  was  pregnancy.    Abdo- 
men full  of  clotted  blood. 


Done  about  thirteenth  or  four 
teenth  week.  Mass  found  ap- 
parently in  broad  ligament 
and  not  removable.  Ectopic 
gestation.  Opened  and  wash- 
ed out  sac  and  drained.  Hem 
orrhage  at  intervals  for  near 
ly  six  months  from  drainage 
tube  opening. 


Operated  about  ninth  or  tenth 
week.  Abdomen  filled  with 
liquid,  not  clotted,  blood 
Blood  grumous.  Evidently 
there  several  days. 


Re- 
cov- 
ered 


Re- 
cov- 
ered 


Large  mass  extending 
nearly  to  the  level 
of  umbilicus,  dull 
on  percussion  and 
fluctuating.  Uterus 
three  and  a  half 
inches  in  length, 
empty  and  in  centre 
of  peivis,  pressed  by 
the  mass  back 
against  sacrum. 

Diagnosed  suppurat- 
ing hematocele,  but 
not  sure  whether 
due  to  ectopic  gesta 
tion  or  not. 


Small  mass  felt  on 
right  side  of  abdo- 
men, low  down,  in 
front  of  uterus  and 
apparently  between 
uterus  and  bladder, 
not  movable  or  fluc- 
tuating. Diagnosis 
obscure ;  thought 
might  be  pus  tube. 


Pelvis  filled  with  a 
mass.  Diagnosed 
ruptured  ectopic 
gestation,  com- 

mencing     suppura- 
tion in  the  blood  clot. 


Done  after  five  weeks  of  sup- 
puration Patient  profoundly 
septic.  Washed  out  clots 
from  abdomen  and  removed 
fetal  sac  of  about  twelfth 
week  from  among  intestines 
and  unconnected  with  tube. 
Clots  in  abdomen  had  become 
encysted  by  inflammatory  ad- 
hesions of  intestines  and  had 
then  suppurated. 


Re- 
cov- 
ered, 


Operated  at 
Toronto 
Hospital 
July  6, 
1891. 


Died 


Found  secondary  rupture  of  a 
suppurating  semi-organized 
old  ectopic  gestation  clot. 
Purulent  peritonitis. 


Eighth  to  tenth  week.  Abdo 
men  filled  with  blood,  gru 
mous,  coffee-ground-colored 
and  stinking. 


Re- 
cov- 
ered, 


Re- 
cov- 
ered 
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Name. 


Mrs.  M. 


8  Mrs.  P. 


9  Mrs.  H. 
Sec- 
ond 
opera- 
tion. 


10  Mrs.  R 


■js 


■:'j 


Miss  G. 


Doctor. 


Rowan 
and 
Burgess 


T.  S. 
Wiley. 


T.  Noble 


Hospital 
service. 


J.  T. 

Fother- 
ingham . 


Labors. 


No.    Last, 


5  yrs. 


Menses. 


Not 
missed, 


Regu- 
lar. 


Missed. 


1  month. 
and  un- 
well 6 
weeks   af 
ter. 


2  weeks 
over  time. 


2 ,  weeks 
and  began 
to  lose 
blood. 


Irregular 
hemorrhages. 


First  hemorrhage 
that  morning.  On 
day  before  opera- 
tion husband 
brought  me  com- 
plete decidual  cast 
of  uterine  cavity. 


Other  symptoms. 


Feeling  poorly  for  a 
week. 


Two  weeks  previous- 
ly suddenly  taken 
with  faintness. 
Doctor  found  her 
in  semi-collapsed 
condition;  cold 
perspiration  and 
rapid  pulse.  After- 
ward complained 
of  irritability  of 
rectum;  disten- 
sion. Improved 
and  was  up.  Taken 
ill,  and  doctor 
thought  hysteri- 
cal. Again  im- 
proved, and  then 
another  attack 
when  I  saw  her. 

Tender  on  pressuie. 
Lips  pale.  Hands 
and  feet  felt  chilly. 
Looked  ill. 


No  symptoms  of 
presnancj.  Out 
walking  when  sud- 
denly seized  with 
pain  in  abdomen. 
Felt  faint  and 
could  not  walk. 
Immediately  taken 
to  hospital. 
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Pain. 


Suddenly  taken  with 
severe  pain.  Doctor 
found  her  cold  to  el- 
bows, pulse  thready, 
very  pale,  evidently 
collapsed.  No  pain 
of  any  account  pre- 
viously. 


In  morning  suddenly 
taken  with  pain  in 
abdomen  and  nau- 
seated. Pain  in- 
creased. 


Physical  examination. 


Operation. 


Found  rapid,  thready 
pulse,  knees  drawn 
up,  and  evidently  ex- 
travasation in  peri- 
toneal cavity. 


At  once  concluded  it 
was  ruptured  extra- 
uterine pregnancy. 
Felt  a  mass  of  blood 
clot  in  pelvis. 
Looked  very  ill.  De- 
cided to  wait  couple 
of  days  to  prepare 
her,  but  suddenly 
took  worse,  and  de- 
cided to  operate  im- 
mediately. Com- 
mencing: tympani- 
tes.   Pulse  120. 


Under  anesthetic  felt 
blood  clot  break 
down  under  my  fin- 
ger in  vagina.  Outer 
end  of  tube  felt 
somewhat  enlarged. 


Cold  hands,  depre  ;sed 
pulse,  pale  lips,  all 
Hppearanceof  intra- 
abdominal hemor- 
rhage. Found  tlood 
clot  in  abdomen  on 
examination. 


Could  not  finish  operation  at  first  Died 
attempt,  owing  to  great  col- 
lapse. Could  only  use  etherand 
ethyl  chloride.  Ectopic  ges- 
tation, about  two  weeks'  du- 
ration, in  left  tube.  Tube  com- 
pletely severed  from  uterus. 
Difficultto  reach  bleeaing  spot. 
Tied  in  a  portion  of  cornu  of 
uterus  in  ligature.  Only  re- 
moved left  tube.  Abdomen 
full  of  blood  clot,  scooped  out 
by  handf  uls.  Almost  collapsed 
on  table. 

Peritoneum   opened   and  enor-  Re- 
mous  quantity  of  blood  in  cul-   cov- 
de-sacof  Douglas.    Peeled  out  ered 
ectopic-gestation  sac  of  about 
third         roontb.  Rupture 

through  fimbriated  end  of 
tube.  Tube  end  clamped  with 
forceps  to  stop  hemorrhage 
Fetus  not  found.  Placental 
tissue.  Enlarged  tube,  size  of 
small  orange.  Clots  washed 
out  and  drainage  tube  insert- 
ed.   Tube  tied  with  silk. 


Operated  inside  of  an  hour  after  Re- 
first  seeing  her.    On  opening   cov- 
abdomen   blood    gushed   out.  ered 
Enormous  quantity  unclotted 
blood  free  in    peritoneal  cav- 
ity.   Left  tube  and  ovary  tied 
off.    Right  had  been  previous- 
ly removed,  wished  out,  and 
drained. 

Found  tubal  gestation  ruptured  Died 
into  broad  ligament  on  left 
side,  and  removed.  Also  cyst 
of  ovary  and  dilated  tube  on 
right  side;  peeled  out  dense 
adhesions  and  ligated.  Hem- 
orrhage, morning  after  opera- 
tion, through  drainage  tube 
Dr.  Temple  (in  my  absence) 
after  consultation  opened  and 
found  right  pedicle  ligature 
had  cut  through  and  abdomen 
full  of  blood. 

Ectopic  gestation  in  right  side.  Re 
Placenta   extruding   through   cov- 
rupture  in  tube.    Tied  off  ped-  ered 
iele.    Fetus   about   one    inch 
long.    As  soon  as  peritoneum 
cut    through,  blood    spurted 
out.  Enormous  clots  and  fluid 
blood  removed.    Washed  out 
and  drained.    Left  tube  and 
ovary  not  removed. 


Remarks. 


Operation 
Toronto 
General 
Hospital 
November 
13,  1895. 


On     exami- 
nation     of 
specimen 
large    rent 
found       in 
tube        on 
right   side. 
Through 
rent       pla- 
centa  seen 
half        ex- 
truded. 
Fetus      es 
caped   into 
abdomen. 
Bleeding 
free     until 
pedicle     li- 
gated. 
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18 


13 


Name. 


Mrs.W. 


Mrs.  F. 


:>,C 


Mrs.  L. 


15 


Mrs.  S. 


16 


17 


Mrs.  Y. 


Mrs.  R. 


Doctor. 


J.  A.Am 
yot. 


Hospital 
service. 


T.  F.  Mc 
Mahon. 


J.  W. 
Rowan. 


M      Wal 
lace. 


W.J. 
Fletch- 


18 


Mrs.  W. 


T.  Web- 
ster. 


Labors. 


No.     Last. 


15 
mos. 


Menses. 


Not 
missed. 


Regu- 
lar. 


Missed. 


Irregular 
hemorrhages. 


In  November  went 
two  weeks  over 
time.  December 
25  began  to  flow, 
flow  then  ceased  a 
little  while  in  Jan- 
uary, but  has  been 
flowing  ever  since 
(March  19). 


After  one  month's 
sickness  began  to 
flow  and  continued 
to  flow  four  weeks 


Menstru- 
ated once 
since  con- 
finement 
and     then 
went  5 
weeks. 


2  months, 
and    then 
began     to 
flow. 
Never 
regular 
since  first 
baby. 


3  days  . .. 


Menstruated  in  Jan- 
uary and  Febru 
ary.  Missed 
March  and  April 
In  May  regular, 
but  small  quantity 
and  very  painful, 
and  faint  spells 
when  walking  or 
sitting  quiet. 


On  May  21  unwell 
and  continued  un- 
til June  27.  Well 
for  a  few  days  and 
then  came  on  pro 
fusely.  Operated 
July  30. 


Other  symptoms. 


Pulse  somewhat  im 
proved  by  stimu- 
lants. 


Heart  beat  heavily 
with  least  exertion 
or  excitement. 
Swelling  of  limbs 
and  pains  from 
knees  downward. 
Appetite  poor. 
Frequent  desire  to 
urinate,  and  pain 
on  micturition. 


Tenderness.  When 
sitting  felt  discom- 
fort of  something, 
especially  when 
riding  bicycle. 
Painful  urination. 
Some  pieces  like 
clot  came  away. 
No  breast  symp- 
toms. 
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Pain. 


Two  or  three  days  pre- 
vious to  when  I  saw 
her,  had  severe  pain 
in  abdomen. 


Sudden,  violent  pain  in 
abdomen,  and  faint 
ed.  Quite  well  pre- 
viously. This 
curred  at  3  p.m. 


Physical  examination. 


Operation. 


Pain  came  on  sudden- 
ly and  lasted  two 
hours.  Very  severe. 
Pain  across  back  and 
aching  across  bow 
els.  Could  not  bear 
clothes  to  touch  her 
after  pain  ceased 
Pain  commenced 
with  flow  and  in- 
creased each  day. 
Fainted.  Retching 
during  time  of  pain 
Continued  for  two 
weeks  before  opera- 
tion. 

Intense  pain  about 
four  weeks  previous 
to  operation.  Three 
weeks  previous,  se- 
vere pain,  and  con- 
tinued for  these 
three  weeks.  Pain 
like  discomfort  from 


On  examination  found 
right  tube  small  at 
uterine  end  but  en 
larged  at  outer  end 
and  lying  in  front  of 
uterus.1 


I  saw  patient  at  12:45 
p  m.  Hands  cold 
Pallid,  anxious  ap- 
pearance of  face 
Pulseless  at  wrist. 
Precordial  uneasi- 
ness lying  on  side 
On  turning  on  back 
dulness  in  front  dis- 
appeared, showing 
evidence  of  fluid  in 
peritoneal  cavity 
Feeling  of  fulness  in 
cul-de-sac  of  Doug- 
las, and  blood  clot. 


Found  mass  in    front 
of   uterus    on    right 

side. 


Under  anesthetic 

found  mass  to  left 
side,  and  concluded 
extrauterine  preg- 
nancy. 


Found  mass  down  behind 
uterus  near  fimbriated  end  of 
right  tube.  Drew  up  ectopic 
gestation.  Ligated  and  re 
moved  tube  and  ovary 
Washed  out  and  drained  on 
account  of  oozing. 


Ectopic  gestation,  size  of  large 
apple,  curled  on  left  broad 
ligament.  Ruptured  some 
time  from  tube  Ovary  and 
tube  and  sac  removed.  Sac 
inactive,  but  looked  ready  to 
break  down.    Drained. 

Ectopic  gestation  of  right  tube 
tied  off .  No  adhesions.  Abdo- 
men full  of  tarry  and  unclot 
ted  blood.  Tube  not  ruptured, 
but  blood  could  be  made  to 
ooze  out  by  pressure  on  fim- 
briated end.  Washed  out  and 
drained 

Peritoneal  cavity  full  of  blood 
Washed  out  enormous  clots 
from  behind  uterus.  Tube 
containing  ten  or  twelve  days' 
pregnancy  removed.  Tube 
had  slit  open  near  uterine  cor- 
nu.  Saline  enemata  ordered 
and  legs  and  arms  bandaged. 


Found  large  mass  lying  in  left 
broad  ligament.  Tied  off  left 
tube  and  ovary,  and  removed 
old  ectopic  gestation.  Ex 
tremely  difficult  enucleation. 
Right  tube  and  ovary  some- 
what fixed  and  during  exami 
nation  began  to  bleed,  there 
fore  removed  them  also. 

Removed  tube  and  ovary  on 
right  side.  Pregnancy  well  out 
toward  infundibulum.  Tube 
very  small  over  surface  of 
placenta.  Large  quantity  of 
blood  escaped  from  fimbriated 
end  of  tube  and  old  clot  in 
pelvis. 


Drew  up  ectopic  gestation,  rup- 
tured to  a  slight  extent  on 
under  surface.  Several  .clots 
but  no  blood  in  general  perito- 
neal cavity.  Tied  off  mass. 
Washed  out  and  drained. 


Died 


Re- 
cov- 

ered- 


Re- 
cov- 
ered 


Re- 
cov- 
ered 


Remarks. 


Re- 
cov- 
ered 


Re- 
cov- 
ered 


Re- 
cov- 
ered 


Operation 
Toronto 
General 
Hospital 
July  13, 
1896. 
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19 


30 


21 


Mrs.  J 


Mrs.  R. 


Mrs.  P 


Mrs. 
McC. 


24 


25 


26 


23 


Name. 


Mrs.  S. 


Mrs. 
McT. 


Mrs.  C 


Mrs.  B 


Mrs.  L 


29 


Doctor. 


Vroo- 
man. 


W.J. 

Fletch- 


R.  J. 
Dwyer. 


J.  F.  W 

Ross. 


T.  Mc- 
Keown. 


C.  Mc- 
Kenna. 


38  Hospital 
case. 


J.  F.  W 
Ross. 


A.  Eadie 


Labors. 


No.     Last 


Regu- 
lar. 


Menses. 


Not 
missed. 


Missed. 


1  month. 
Then  went 
5  weeks. 
Again 
went  6 
weeks. 


1  month 
before 
went  2 
weeks 
over  time 

Missed       1 
monthly 
sickness 
by  2 
weeks. 
Then 

came  or 
and  con- 
tinued 2 
weeks. 


Missed  1 
period. 


Irregular 
hemorrhages. 


Came  on  and  lasted 
three  weeks. 


None 


Some. 


Other  symptoms. 


Sudden     attack     of 
faintness  and 
bathed  in  perspira- 
tion.   Very  weak. 


Some  milk  in 
breasts. 


Tenderness  in  neigh- 
borhood left  ovary 
and  tube.  In- 
creased peristaltic 
action  of  bowels 
noticed  through 
skin.  Endeavored 
to  get  up,  but 
fainted  three 
times.  Vomited. 
Putting  of  abdo- 
men. Pulse  not  in- 
creased. Tempera- 
ture elevated  to  99° 


When  doctor  ^saw 
her.  almost  pulse- 
less. 


Second  operation  for 
ectopic  gestation. 
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Pain. 


Sudden,  severe  pain  in 
abdomen. 


Pains  of  an  irregular 
character  in  lower 
abdomen. 


Sudden  attacks  of  pain 
and  fainting. 


Pain  in  spasms,  so  in- 
tense that  it  could 
scarcely  be  con- 
trolled by  morphine. 
Slight  pain  in  left 
breast.  Pain  on  mic- 
turition. 


Physical  examination, 


Very  ill.  Profoundly 
septic  Uterus 
pushed  forward  by 
mass  size  of  adult's 
head.  Opened  cul- 
de-sac  Small  pail 
ful  of  clots  in  three 
stages  of  decompo- 
sition. 

Mass  found  behind  ute- 
rus, filling  cul-de-sac 
of  Douglas,  and  ex 
tending  from  right 
to  left  side. 


While  in  store  sudden- 
ly taken  with  pain 
in  abdomen  and 
fainted. 


Pain  in  pelvis. 


Urethra  on  examina- 
tion showed  no  pus 
or  redness  Cervix 
uteri  had  a  peculiar 
grayish  appearance. 


Operation. 


Broad  ligament  filled  with  mass.  Died 
and  felt  fetus  five  and  a  half 
months.  Packed  cavity  of 
hematocele  with  gauze.  Pulse 
140.  Almost  died  on  table. 
Gave  unfavorable  prognosis. 
Had  to  open  abdomen  to  assist 
in  extraction  of  fet  js. 

After  difficult  manipulation  of  Re- 
fingers  in  cul-de-sac  of  Doug-  cov- 
las.        intestinal       adhesions  ered. 
broken  down  and  blood  clot 
and   ectopic    gestation      sac 
shelled  out.    Tube  and  ovary 
also   removed.    Washed    out 
and  drained. 

Removed   ectopic   gestation  at  Re- 
fimbriated  end  of  tube  on  left  cov- 
side.      Removed     tube      and  ered 
ovary  and  as  much  of  sac,  or 
organized    clot,    as    possible. 
Drained. 

Ectopic  gestation  at  outer  end  Re- 
of  tube  on  left  side,  eighth  or  cov- 
tenth  week;    removed.    Tube   ered 
removed  by  chain  catgut  su- 
ture, but  this  slipped,  then  tied 
with  silk.  Peritoneum  darken- 
ed.   Intestines   covered    with 
blood;    pelvis   full  of   blood. 
Ovary  not  removed,  although 
small      fibroid      nodule      on 
surface.    Clots    washed    out. 
No  drainage. 


Two  or  three  days  af- 
ter abdomen  swollen, 
dulness  on  percus- 
sion on  side  been  ly- 
ing on.  Pervaginam 
could  feel  blood  clot 
break  down. 

Lump  found.  History 
indefinite. 


Shelled  out  ectopic  gestation 
rapidly.  Scooped  out  hand- 
fuls  of  blood  clot.  Intestines 
dark-colored.  Washed  out. 
Drained. 

Ectopic  gestation  on  right  side. 
Tube  and  ovary  removed. 
Left  ovary  cystic  and  removed 
together  with  tube.  Almost 
half  pailful  of  blood  clot 
scooped  out  of  peritoneal  cav- 
ity.   Washed  out  and  drained. 

Oldectopic  gestation  sac  easily 
removed.    No  drainage. 


Removed  ectopic  gestation  of 
right    tube,    also   tube.    Left 

i  ovary  behind.  Left  tube  and 
ovary  adherent  and  diseased 
and  removed. 

i  Ectopi c ge station  of  about  eighth 
week  in  left  tube.  Tube  and 
ovary  removed.  Also  cyst  of 
ovary. 


Died 
third 
day 
af- 
ter. 
Re- 
cov- 
ered 


Re- 
cov- 
ered 


Re- 
cov- 
ered. 


Re- 
cov- 
ered. 


Remarks. 


Operation 
Toronto 
General 
Hospital 
June  27, 
1898. 

Operation 
St.  Nicho- 
las    Hospi- 
tal   July  1. 
1898.       Un- 
ruptured- 

Unrup- 
tured. 
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Name. 


88 


Mrs.  J . 


39 


Dr.  Gray. 


Mrs.  L. 


30 


Mrs.  C 


38 


4'J 


Hospital 
service. 


S.  G 
Parker. 


Mrs.  W. 


Mrs.  S. 


Mrs.  K. 


39 


•,'K 


34 


Mrs.  S. 


Doctor. 


G.Elliott 


G.  Gor- 
don. 


A.  Eadie 


W.F. 
Bryans. 


Labors. 


No.     Last. 


6  yrs. 


Menses. 


Not 
missed, 


Not 
miss- 
ed. 


Not 
miss- 
ed. 


Missed. 


4  months. 


1  period 


1  week  over 
period. 


A  few  days 
past  peri- 
od. 


1  period  . . . 


Irregular 
hemorrhages. 


None  , 


Some  after  missing 
period. 


Other  symptoms. 


Breasts  enlarged 
and  milk  in  them. 
Faintness.  sick- 
ness at  stomach. 
I  thought  she  was 
almost  four 
months  pregnant. 


Three   fainting 
tacks. 


Hemorrhage    about  Nipples  looked  dark, 
two     weeks      pre-     Faintness.  Al- 

viously.  Doctor  most  died  from 
thought  a  miscar-i  this.  Went  from 
riage  and  curet  one  faint  to  an- 
ted, other.  Elevation 
of  temperature  to 
102"  after  currette- 
ment. 


Menstruated 
tinuously 
weeks. 


Some  . 


con- In  few  days  taken 
five  with  sudden  col- 
lapse and  faint- 
ness. Doctor  de- 
cided rupture  had 
taken  place,  but 
she  refused  opera- 
tion until  my  re- 
turn. 
Enlarged  breasts. 
Milk  in  them. 
Symptoms  of  preg- 
nancy. 


Slight  hemorrhage. 


Doctor  found  her  al- 
most pulseless. 
Collapsed.  In  two 
or  three  days,  af- 
ter rallying,  taken 
home. 

Fainted  three  or  four 
times.  Beads  of 
perspiration  on 
forehead.        Pulse 

thin. 
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Pain. 


Physical  examination. 


Uterus  packed  high 
up,  somewhat  en- 
larged. Passed 
sound  two  and  a  half 
inches.  Uterus 
pressed  forward  and 
distinctly  felt  on  out- 
side of  abdomen. 


Irregular  pains. 


No  pain  for  some  time, 
when  it  suddenly 
came  on. 


In  side. 


Cramp-like  pains,  par 
oxysmal. 


Taken  suddenly  with 
pain  while  in  church 
Carried  to  a  house 
and  fainted.  Could 
not  go  home  for 
couple  of  days. 

Taken  ill  at  noon  pre- 
vious day  with  sud- 
den, severe  pain  in 
abdomen. 


Operation. 


Mass  felt  in  pelvis. 


Colostrum     on    right 
side  on  pressure. 


Found  small  mass.  As 
I  was  leaving  town 
advised  them  not  to 
wait  should  severe 
symptoms  arise. 


Mass  on  sideof  uterus. 


Two  weeks  after  when 
I  saw  he)-,  found 
mass  filling  pelvis, 
semi-fluctuant.  Tem- 
perature elevated  to 
102°. 


Uterus  pushed  forward,  looked  Died, 
like  contained  six  weeks  fetus. 
Broke  down  adhesions  of 
omentum,  bled  freely.  When 
mass  burst  into,  fluid  and  por- 
tions of  old  clot  escaped.  Fe- 
tus felt  with  finger  and  with 
placenta  removed.  Blood 
gushed  out  immediately 
placenta  touched.  Uterine 
arteries  clamped  preparatory 
to  hysterectomy.  Portion  of 
left  ovary  left  behind.  Hem- 
orrhage from  adhesion  ter 
ribly  profuse.  Almost  died 
on  table.  Necessary  to  pack 
with  gauze  after  touching 
surface  with  iron.  Pressure 
externally.  Rectum  packed 
and  vagina  partially  packed 

Ectopic  gestation  and  large 
mass  outside  of  tube.  Hole  in 
side  of  tube  quite  large.  Re 
moved  mass.  Bowel  folded  in 
over  site  of  old  clot. 

Sac  firmly  adherent  to  omen- 
tum and  abdominal  wall.  On 
peeling,  frightful  hemorrhage. 
Rapidly  passed  clamps  to  each 
broad  ligament  and  removed 
sac.  Hemorrhage  continued 
from  anterior  abdominal  wall. 
Forceps  applied.  Pus  came 
up  with  blood  at  first.  Left 
tube  removed.  Almost  died 
on  table.  Saline  beneath 
breasts.    Drainage. 

Extrauterine  pregnancy  about 
sixth  week.  Ruptured  tubo- 
abdominal.  No  free  blood  in 
abdominal  cavity,  but  clots 
around  tube  end.  Removed 
No  drainage. 


Remarks. 


Re- 
cov- 
ered 


Re- 
cov- 
ered. 


Operation 
St.  Mi- 
chael's 
Hospital 
Aug.  5,1899. 


Re- 
cov- 
ered. 


Removed  ectopic  gestation 
from  right  broad  ligament 
size  of  cocoanut.  Hemor- 
rhage considerable.  Neces- 
sary to  pack  in  gauze  to  con- 
trol. Subcutaneous  injec- 
tions under  each  breast. 

Omentum  adherent  in  front. 
Pulled  up  and  out  gushed 
quart  or  more  of  blood.  Re- 
moved left  tube  and  ovary. 
Gestation  near  uterine  end  of 
tube.  Gauze  packed  to  con- 
trol oozing. 

Abdominal  cavity  full  of  blood, 
fluid  and  clots.  Point  of  hem- 
orrhage difficult  to  find.  Re- 
moved tubo  ovarian  cyst  on 
one  side.  Blood  oozing  drop 
by  drop  from  small  spot  where 
tube  enters  uterine  wall.  Con- 
gested appearance  of  vessels 
indicated  very  early  ectopic 
gestation,  interstitial  and  of  a 
few  days'  duration.  Salines 
injected,  arms  and  legs  ban- 
daged, foot  of  table  elevated 
everything  to  sustain  life; 
almost  collapsed  on  table. 


Re- 
cov- 
ered. 


Re- 
cov- 
ered 


Died 
same 
af- 
ter 
uoon 
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36 


37 


38 


:;'.! 


to 


Name. 


Mrs.  L 


Mrs.  A 


Mrs.  P 


12 


IS 


14 


Mrs.  R 


Mrs. 
J.  L. 


Mrs.  B 


Mrs.  L, 


Mrs.  E. 


Doctor. 


N.  H 
Merritt. 


R.  C. 
Griffith. 


A.  Eadie. 


Labors 


Menses. 


No.     Last 


W.J. 

Fletch- 


30  A.  Eadie 


W.  R. 

Walters 


T.  Noble 


Mrs.  T 


Mrs   R 


A.  Eadie 


G.  H. 
Carveth 


F.  Haw- 
son. 


Not 
missed,      ^ssed. 


1  period  . . 


A  year  ago 
missed  4 
months. 


Not 
miss- 
ed. 


Only     mar 
ried  7 
weeks. 


Not 
miss- 
ed. 


Regu- 
lar. 


Irregular 
hemorrhages. 


Then  slight  flow. 


Other  symptoms. 


Not  as  much  as  usual 
in  November. 
Then  came  on,  and 
then  again  when  I 
saw  her  in  Decem- 
ber. 


Some. 


Menses  came  on  and 
lasted  four  days 
longer  than  usual 
Again  one  week 
after,  only  part  of 
day. 

Began  to  flow 


1  period  . . 


3  months 
ago  miss- 
ed 10  days. 


In  August  menstru- 
ated; in  Septem- 
ber but  very,  very 
little;  October 

very  slightly. 
Some  pieces  of 
decidua  had  come 
a  way. 


Some. 


Elevation  of  tem- 
perature after  sec- 
ond attack.  102°. 
Pale  lips,  quite  pal- 
lid when  I  saw  her 
at  night 

Poor  health  for  some 
time.  Some  years 
previous  had  at- 
tack of  inflamma- 
tion. Jolting  in 
going  to  hospital 
brought  on  inflam- 
mation. Sore  and 
distended.  Eleva- 
tion of  tempera- 
ture 

Hernia  on  left  side. . 


Began  to  bleed  and 
continued  four 
weeks  Doctor 

says  he  saw  pla- 
centa and  that  she 
had  a  miscarriage. 


Operated  previously 
for  same  condi- 
tion. 


No  symptoms  of 
pregnancy.  Bath- 
ed in  cold  perspira- 
tion during  attack. 


Thought  she  was 
pregnant.  Con- 
siderably dis- 
tended. 

No  symptoms  of 
pregnancy  or  ec- 
topic gestation. 


Taken  ill  night  pre- 
vious with  sudden, 
severe  faintiDg 
spell  while  lying  in 
bed.  Breasts 
looked  like  preg- 
nancy. 


No  breast  symp- 
toms. Very  weak 
and  prostrated. 
Managed  to  drag 
herself  upstairs 
and  lie  down. 

Three  months  ago 
had  sickness  at 
stomach,  pain. 
Previously  operat- 
ed on  twelve  years 
before  for  ovarian 
tumor. 
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Severe  pain.  While 
away  was  given  hy- 
podermatic morphia. 
Went  home  and  had 
another  attack. 


Three  attacks  of  se 
vere  abdominal  pain 
at  intervals. 


Indefinite  pains. 


Physical  examination. 


Operation. 


Mass,  evidently  cystic, 
in  pelvis. 


One  slight  attack  of 
pain  when  evacuat 
ing  bowels.  Three 
weeks  after,  severe 
attack  of  pain  while 
lying  in  bed. 

Severe  pain  in  abdo 
men. 


Sudden,  severe  pain  in 
abdomen  while  walk- 
ing on  street.  Man- 
aged to  crawl  into 
store. 


Mass  behind  uterus, 
and  satisfied  blood 
clot  poured  out  by 
ruptured  ectopic 
gestation. 


Found  small  nodule 
first  examination. 
Advised  waiting  two 
weeks.  Then  found 
enlarged  to  double 
size. 

Boggy-feeling  mass  in 
pelvis. 


Mass   behind    and    to 
left  side  of  uterus. 


Thought  there  was  an 
internal  hemor- 

rhage. 


Peculiar  coloring  of 
skin  and  collapsed 
look.  Felt  blood 
clots  breaking  down 
Mass  chiefly  to  left 
side. 


Removed  gestation  sac,  four  to  Re- 
six    weeks'     duration,    tubo-  cov- 
abdominal.    Large  amount  of  ered. 
clot  removed. 


Found    adherent    mass    behind  Re- 
uterus,  large  amount  of   old  cov- 
suppurating  clot.     Ruptured  ered. 
ectopic  gestation  about  a  year 
ago    and    suppurated.    Very 
severe    hemorrhage,  but   fin- 
ally checked.         Drained 
through  vaginal  opening. 


Large  blood  clot  behind  uterus  Re- 
Gestation  sac  in  tube  setting  cov- 
up  to  left  on  top  of  clot,  about  ered. 
twelfth     week.     Hemorrhage' 
in    tube     beyond     producing 
hematosalpinx.    This    leaked 
into     peritoneal     cavity      in 
small  quantities,  owing  to  ad 
hesions.    Removed  tube    and 
contents.    Drained. 

Removed  hematoma  of  right  Re- 
ovary,  also  ectopic  gestation  cov 
of  right  tube  size  of  end  of  ered. 
little  finger,  unruptured. 


Ectopic  gestation  end  of  right 
tube,  abdominal.  Removed 
Cleaned  out  clots. 


A  week  before  had 
sudden,  severe  pain, 
Cold:  perspiration 
Had'another  attack 


Remarks. 


Unrup 
tured. 


Re- 
cov- 
ered. 


Re- 
cov- 
ered 


Re- 
cov- 
ered 


Re- 
cov- 
ered 


Mass  down  behind 
uterus,  pushing  it 
forward. 


Removed  ectopic  gestation  of 
left  tube,  tubo-abdominal 
Also  large  mass  of  blood  clot 
Washed  out  with  salt  solution 
Drainage  tube. 

Small  ectopic  gestation,  from 
ten  days'  to  two  weeks' dura- 
tion, in  left  tube.  Removed 
with  ovary.  Abdomen  full  of 
blood.    Washed  out. 

Abdominal  cavity  full  of  blood. 
Ectopic  gestation  sac  under 
folds  of  omentum  and  run- 
ning up  to  surrounded  Fallo- 
pian tube.  Removed  this  and 
while  doing  so  tore  off  tube. 
Removed  tube  and  ovary. 
Fresh  blood  poured  out.  also 
gestation  sac  in  left  side  about 
three  and  a  half  months  Por- 
tion of  left  ovary  left.  Washed 
out  and  drained.  Saline  in- 
jected each  breast.  Arms 
and  legs  bandaged. 

On  opening  abdomen  a  stream 
of  blood,  thickness  of  finger, 
spurted  in  air.  Full  of  blood,  i  ered 
Ectopic  gestation  of  four  or 
five  weeks  in  right  tube,  re- 
moved with  tube. 

Tubal  ectopic  gestation  with 
rupture  into  peritoneal  cavity. 
Flakes  of  organized  clot  cov- 
ered intestinal  wall.  Re- 
moved sac. 


Re- 
cov- 


Re- 
cov- 
ered 
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Cornual  Pregnancy 


Name. 

u 

< 

30 

Doctor. 

Labors. 

Menses, 

Irregular 
hemorrhages. 

> 

No. 

Last. 

Not 
missed. 

Missed. 

Other  symptoms. 

■1" 

Mrs.  H. 

Dr.  Mc- 
Dermott. 

2 

One  miscarriage. 
Menstruated  July 
1. 1886,  became  ill. 
Pain  September  26, 
1886.  Lost  quan- 
tity of  blood  one 
week.  Then  ceased 
end  of  September. 

End  of  September  a 

swelling,     size    of 
large  orange,  to  be 
felt  in  right    iliac 
region.    Doctor  in 
constant      attend- 
ance  for   bearing- 
down     pains.      In 
bed    two   months. 
Large   with    child 
when  she   got  up. 
Legs  swelled.   Felt 
life    in    left   side. 
Breasts  large  and 
hot.    Felt  life   be- 
fore        Christmas 
and  again  in  April. 

Opened  the  posterior  cul-de-sac  through  the  vagina  and  re- 
moved a  small  pailful  of  clots.  These  clots  were  in  different 
stages  of  decomposition.  It  was  found  to  be  impossible  to  de- 
liver the  fetus,  and,  as  a  consequence,  I  was  forced  to  open  the 
abdomen.  After  the  abdomen  was  opened  I  was  able  to  remove 
the  fetus,  about  five  and  one-half  months,  and  hastily  close  the 
opening  and  pack  the  cavity  of  the  hematocele  with  gauze.  The 
pulse  had  now  reached  140.  The  patient  did  not  stand  operation 
well.  Gave  a  very  unfavorable  prognosis  and  left  for  home. 
She  died  within  a  week.  There  was  not  much  hope  of  recovery 
in  this  case,  owing  to  the  profoundly  septic  condition  of  the  pa- 
tient, and  she  died  from  this  prolonged  sepsis  and  not  as  the  re- 
sult of  operation. 

I  mention  this  case  to  show  that  even  after  operation  has  been 
done  through  the  vagina  it  may  be  impossible  to  deliver  the  fetus 
safely  in  this  way. 

At  Full  Time.— Tait  thought  it  advisable  not  to  operate  before 
the  child  is  likely  to  be  viable,  provided  the  delay  necessary  does 
not  jeopardize  the  mother;  and,  further,  that  after  the  death  of 
the  fetus  operation  should  be  done  without  delay.  I  think  that 
this  is  very  sound  advice. 

Any  attempt  to  destroy  the  fetus  by  medicines  or  the  electric 
current  is  to  be  condemned.  Many  instances  in  which  this  has 
been  attempted  have  resulted  fatally.  After  the  death  of  the 
child  growth  of  the  placenta  may  continue.  I  had  one  such  case 
in  which  the  woman  bled  through  the  drainage  tube  for  a  period 
of  two  months  after  operation.     The  fetus  was  removed,  but  it 
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with  Rupture. 


Pain. 


Physical  examination 


Operation. 


April  15.  1887,  severe 
pains  came  on.  Sent 
for  doctor.  Pains 
ceased  and  did  not 
return,  but  instead  a 
soreness  of  stomach. 
Previously  been  ill 
off  and  on  for  two  or 
three  weeks.  Doctor 
expected  delivery  of 
child. 


Discharge  of  blood 
from  vasina  under 
examination,  with 
clots  and  debris  like 
placenta  or  decidua. 
Constant  pain.  Ex- 
ternal palpation 
gave  fetal  parts. 
Found  uterus  bicor- 
nis  unicollis. 


Preperitoneal    fat   very   abun-  Re- 
dant.       Opened     peritoneum  cov- 
and     stopped     all     bleeding  ered, 
points.      Firm   adhesions   to- 
ward   pubes     in    front,    bled 
freely.    On     pressing   above, 
fluid   gushed   out      Sac   wall 
ruptured.      Liquor   amnii    in 
abdominal  cavity.    Fetus  full 
time  removed.    Fastened  sac 
to    abdominal    wall.       Cord 
drawn   out.    Drained   cavity. 
Placenta  untouched. 


Remarks. 


was  not  considered  advisable  to  remove  the  placenta.  "Whether 
this  bleeding  occurs  as  a  consequence  of  growth  of  the  placenta, 
or  of  a  single  detachment  of  portions  of  the  placenta,  it  is  diffi- 
cult to  say.  A  piece  of  placenta  retained  in  utero  produces  fre- 
quently grave  hemorrhage  for  two  or  three  months  after  mis- 
carriage, and  yet  the  placenta  does  not  increase  in  size  or  grow. 
and  when  removed  it  looks  organized,  but  not  putrid,  and  does 
not  give  rise  to  the  idea  that  it  is  active.  I  presume  the  same 
condition  may  exist  within  the  abdomen  after  what  corresponds 
to  a  partial  miscarriage  is  effected  by  means  of  operative  inter- 
ference and  the  fetus  has  been  removed.  One  thing  is  certain, 
that  surgical  interference  in  the  fourth  and  succeeding  months, 
when  the  fetus  is  alive,  is  extremely  dangerous,  and  surgical  in- 
terference in  the  fourth,  fifth,  sixth,  and  seventh  months  is  more 
dangerous  than  it  is  toward  the  end  of  gestation ;  and  that  sur- 
gical interference  at  any  time  before  the  death  of  the  child  is 
much  more  dangerous  than  it  is  after  the  death  of  the  child. 

Full  Time  after  Death  of  Child.  —  There  is  danger  to  any  wo- 
man who  carries  an  encysted  fetus.  Abscess  may  form  at  any 
time  and  the  fetal  parts  may  be  extruded  through  the  vagina, 
through  the  rectum,  or  through  the  bladder.  But  such  a  con- 
dition need  not  be  incompatible  with  a  long  and  useful  life,  pro- 
vided that  no  abscess  forms. 

I  saw  a  lithopedion  removed  by  Prof.  Billroth,  when  I  was  a 
student  in  Vienna,  that  had  been  carried  in  the  abdominal  cavity 
for  a  number  of  years.  The  patient  died  as  a  result  of  the  oper- 
ation.    She  had  not  been  sreatlv  inconvenienced  bv  her  condition 
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and  I  have  always  felt  that  it  would  have  been  better  to  have  let 
her  alone. 

Treatment  of  Placenta. — In  the  case  on  which  I  operated  the 
placenta  was  left  in  situ.  The  opening  into  the  wall  of  the  sac 
was  fastened  to  the  abdominal  opening'  and  a  Ferguson's  specu- 
lum was  passed  in  to  act  as  a  drainage  tube.  Symptoms  of  sepsis 
developed  and  irrigation  of  the  sac  was  carried  out  at  frequent 
intervals.  The  placenta  came  away  piecemeal.  The  sac  finally 
closed  and  the  patient  made  a  good  recovery,  though  the  con- 
valescence Was  trdinlis. 

Tait  considered  that  the  umbilical  cord  should  be  divided  close 
to  its  placental  origin,  that  the  placenta  should  be  emptied,  as 
far  as  possible,  of  blood,  and  that  after  washinu  and  cleaning  the 
sac  it  should  be  hermetically  sealed  by  closing  the  opening  into  it 
with  stitches :  and.  further,  that  if  symptoms  of  septicemia  arise 
the  sac  should  be  reopened  and  drained.  He  had.  however, 
treated  three  cases  in  a  manner  similar  to  that  adopted  by  myself. 
They  all  survived,  but  only  after  going  through  a  process  of  of- 
fensive suppuration  that  lasted  for  months  and  that  nearly  killed 
them  all.  Theoretically,  the  method  of  closing  the  sac  ought  to 
give  good  results,  but  in  practice  I  am  afraid  subsequent  sup- 
puration will  be  found  to  occur. 

And  now.  gentlemen,  allow  me  to  thank  you  for  your  patient 
hearing.  This  evening's  address  has  given  you  the  result  of  part 
of  my  lifework.  Records  have  been  carefully  kept  for  this  pur- 
pose and  I  cannot,  in  my  lifetime,  reduplicate  them.  Lawsou 
Tait.  my  brilliant  and  much-admired  master,  has  already  passed 
into  the  great  beyond,  but  not  before  he  had  instilled  into  me. 
and  into  others  who  had  the  benefit  of  his  teaching,  the  habit  of 
keeping  accurate  records  of  cases  requiring  abdominal  operations. 
To  this  habit  you  owe  the  presentation  of  these  eases  and  the  les- 
sons to  be  drawn  from  them. 

I  feel  that  I  have  been  greatly  honored  by  your  Association  and 
will  always  carry  with  me  a  pleasant  recollection  of  its  session  in 
1902. 

481  Sherbourne  street. 
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ON  THE  ETIOLOGY,  HISTOLOGY,  AND  USUAL  COURSE  OF 
ECTOPIC  GESTATION.1 


SAMUEL   WYLLIS   BANDLER,    M.D., 
Adjunct  Gynecologist  to  the  Beth  Israel  Hospital,  New  York. 


I  With  illustrations.) 


Of  the  cases  examined  in  series  sections,  these  three  are  taken 
as  types  representing  the  important  forms  and  stages. 

I.       THE    COLUMNAR   TYPE   OF    TUBAL   GESTATION. 

The  following  specimen  (Fig.  27)  presents  an  oval  body, 
measuring  one-third  of  a  centimetre  in  its  greatest  diameter, 
situated  on  the  mucous  folds  of  a  tube  removed  because  of  the 


Coagiilinn 

of  ovum 
—  Tubal 
mucosa 

~  Tube 
wall 


Fig.  27. — Very  young  ovum  situated  on  the  tip  of  the  folds  of  the  tubal  mucosa 
in  a  case  of  ectopic  gestation  accompanied  by  an  old  intraperitoneal  hemorrhage. 

diagnosis  of  ectopic  gestation   (on  operation  the  abdomen  con- 
tained clotted  blood).     The  tube  was  stained  in  toto,  embedded 
in  celloidin,  and  cut  in  series  sections.     Fifty  slides  from  the 
Continued  from  p.  818,  June  Journal. 
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middle  area  of  the  tube  contain  sections  of  this  oval-shaped  struc- 
ture (Fig.  27a).  A  section  through  its  greatest  diameter  shows 
it  to  be  composed  of  two  unequal  halves :  a  smaller  half  consisting 
of  a  blood  coagulum,  and  a  larger  half  composed  of  closely 
grouped  cells,  of  protoplasmatic  cells  and  masses  containing  one 
or  more  nuclei,  and  of  villi.  Villi  are  also  found,  but  sparsely, 
about  the  coagulum  (Fig.  28). 

Sections  through  the  smaller  diameters  show  the  coagulum 
diminishing  in  size  and  extent,  with  an  actual  and  relative  in- 
crease in  the  extent  and  area  composed  of  closely  grouped  cells 


Fig.  -~<i.  Ovum  of  Fig.  -~.  showing  division  into  two  halves  and  an  intimate 
connection  with  the  tubal  mucosa  on  the  right.  (Section  through  the  greatest 
diameter.) 

and  villi,  furnishing,  then,  a  centre  composed  of  cells  and  a 
periphery  in  which  are  villi  (Fig.  29). 

The  more  external  sections  are  continually  smaller  (Fig.  30), 
and  the  central  cell  area  diminishes  in  size,  so  that  the  small  and 
most  external  sections  present  only  villi  (Fig.  31).  In  all  the 
sections  the  villi  are  in  the  periphery  of  the  centrally  situated 
closely  grouped  cells.  . 

By  reconstruction,  then,  we  obtain  a  solid,  oval-shaped  body 
possessing  a  covering  composed  of  protoplasmatic  cells  and  villi. 
Within  this  covering  are  closely  grouped  cells,  and  in  the  in- 
terior, although  eccentrically  situated,  is  the  coagulum.      \Ve  are 
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dealing  with  an  ovum  in  which  the  amnion,  umbilical  vesicle, 
and  the  central  cavity  are  obliterated  by  blood,  while  the  tro- 
phoblast  and  villi  are  preserved.     This  ovum,  as  we  may  view  it, 


Fig.  2S.-  -Another  section  through  8&um  of  Fig.  27.  showing  in  one  half  tro- 
phoblast  cells,  villi,  and  very  dark  syncytial  masses. 

is  adherent  on  one  side  to  folds  of  mucosa  which  evidence  a 
proliferation  of  their  epithelial  covering.  On  the  epithelial 
covering,  and  between  the  folds,  are  rows  of  round,  structure- 


M  <g§* 


Fig.   29. — A  more  peripheral  section,   showing  trophoblast  cells  and  villi  and 
very  little  of  the  blood  coagulum. 

less  bodies  densely  grouped,  and  the  same  are  found  at  numer- 
ous points  covering  the  ovum,  except  at  the  end  opposite  to  the 
coagulum.     In  other  words,  on  and  between  the  mucosa  folds  in 
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contact  with  the  ovum  is  seen  a  plasmatic  substance  distinctly 
excreted  by  the  epithelium,  and  in  it  are  also  red  blood  cells  and 
leucocyte  nuclei. 

The  tube  wall  facing  the  other  end  of  the  ovuni  presents 
mucosa  folds,  whose  epithelium  is  interrupted  at  various  points, 
while  at  other  points  are  proliferations  of  epithelium  and  round 
cells.  The  stroma  of  many  of  the  folds  is  absent,  while  others 
possess  dilated  capillaries  and  vessels,  and  still  others  are  filled 
with  blood  extravasations.  The  tube  wall  itself  is  covered  with 
epithelium,  and  in  the  wall  are  extravasations  of  blood,  and 
dilated  arteries  and  veins.  At  no  point  in  the  tube  wall  or  in 
tin  mucosa  is  there  any  decidual  change  or  any  condition  repre- 
senting an  entrance  of  trophoblast  cells  or  of  villi.  The  ovum 
is  surrounded  by  a  plasmatic  substance  which  I  have  observed 
on  uterine  and  cervical  polyps  covered  with  epithelium  and  in 


Fig.   30. — A  still  more  peripheral  section,  showing  only  villi. 

active  growth.  It  is  not  a  deposit  from  the  blood,  as  such,  but 
one  actively  secreted  or  produced.  This  same  element  is  found 
on  the  mucosa  folds  in  immediate  contact  with  the  ovum.  The 
adhesion  of  the  ovum  at  these  points  is  a  firm  one.  It  is  well 
preserved  and  therefore  in  active  contact  with  some  nutrition- 
producing  tissue.  The  shape  and  character  of  the  oval  body, 
together  with  its  other  characteristics,  prove  it  beyond  doubt  to 
be  an  ovum.  If  not  entirely  surrounded  by  the  tips  of  the 
mucosa  folds,  it  was  probably  situated  among  them  near  the 
1  lib*-  wall,  but  not  on  or  in  the  Avail. 

The  other  end.  with  the  numerous  trophoblast  cells,  plasmodial 
elements,  and  villi,  was-probably  surrounded,  too,  by  mucosa  folds, 
and  here,  too,  an  intervillous  space,  containing  blood  coming  from 
the  capillaries  of  the  mucosa,  was  probably  present.  Although  we 
shall  see  that  this  end  was  infiltrated  by  maternal  blood,  I  cannot 
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forbear,  in  This  connection,  to  mention  the  possibility  that  the 
ovum  obtained  nutrition  from  the  epithelium  of  the  mucosa  at 
the  point  of  adhesion,  which  represents  to  me  the  reflexa  or 
capsularis  composed  of  tubal  folds. 

(In  the  placenta?  of  many  animals  it  is  found  that  the  blood 
extravasated  from  the  uterine  vessels  is  made  use  of  by  the  fetus, 
in  that  the  degenerating  products  of  the  extravasated  blood  cells, 
are  taken  up  and  absorbed  by  the  ectoderm  cells.  According  to 
Strahl,  in  Galago.  a  Madagascar  lemuride,  numerous  extravasa- 
tions are  found  in  the  uterine  mucous  membrane,  and  their 
products  lie  in  the  connective  tissue  in  the  form  of  larger  and 
smaller  yellow  granules.  The  epithelia  of  the  glands  near  this 
extravasated  blood  are  more  or  less  filled  with  granules  re- 
sembling these.  He  considers  them  to  be  rests  of  the  blood  cells 
which  are  taken  up  by  the  gland  epithelium  and  made  use  of  by 


Fig.  31. — Most   peripheral  section,  showing  a  villus  only. 

the  latter  in  furnishing  an  iron-containing  secretion.  The  gland 
epithelia  here  perform  a  function  which  in  other  placentae  is  per- 
formed by  the  fetal  ectoderm.  In  Galago  fetal  villi  are  always 
in  contact  with  the  uterine  epithelium  and  obtain  nourishment 
from  it.  Between  the  uterine  epithelium  and  the  epithelium  of 
the  villi  are  seen  strands  which  represent  the  uterine  milk  taken 
up  by  the  villi.  Thus  the  fetus  gains  the  greatest  portion  of  its 
nourishment  through  the  chorionic  epithelium.) 

The  main  cell  body  is  composed  of  cells,  without  distinct  cell 
boundaries,  containing  nuclei  of  varying  form  and  staining 
darkly.  At  various  points  are  found  paler  cells  with  a  distinct 
nuclear  membrane  which  unite  in  groups  of  three  or  more.  More 
external,  in  the  region  of  the  villi,  the  cells  are  more  distinct  and 
the  nuclear  membrane  is  more  clear  and  nucleoli  can  be  distinctly 
seen  (Fig.  32).  The  more  external  these  cells  are  found  the 
larger  and  the  more  swollen  and  the  paler  do  they  become,  and  a 
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homogeneous  intercellular  substance  is  present.  In  the  centre 
of  those  sections  where  the  cells  are  so  densely  grouped  (Fig.  29) 
are  minute,  darkly-staining  granules  whose  identity  at  first  was 
not  distinct.  In  the  more  peripheral  areas,  however,  their  char- 
acter is  evident ;  for  they  are  only  found  where  red  blood  cells  are 
present  and  they  are  therefore  leucocyte  nuclei.  The  nearer  we 
approach  the  circumference  the  more  do  we  find  blood  in  the  in- 
terstices between  the  cells,  at  first  as  isolated  cells  or  groups,  and 
later  in  larger  spaces  containing  red  blood  cells.  AYherever  blood 
in  small  amount  is  present,  the  cell  nuclei  become  dark  and 
change  their  form,  becoming  long  spindle-shaped,  arranged  in 
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Fig.  32. — An  area  from  Fig.  28.  showing  trophoblast  cells,  their  transition  to 
the  chorionic  epithelium  in  the  upper  part,  and  to  syncytial  groups  in  the  lower 
part. 

single  strands  or  in  longer  parallel  groups.  "Where,  however, 
blood  in  larger  amounts  is  present,  protoplasmatic  masses  contain- 
ing numerous  round  or  spindle  nuclei  may  be  observed.  Near  the 
circumference  the  number  and  extent  of  -the  round  protoplas- 
matic groups  and  the  number  of  the  darker  or  longer  spindle- 
shaped  nuclei  increase,  and  the  latter  seem  to  invade  the  sections 
described  from  the  exterior  toward  the  interior.  In  the  ex- 
terior of  the  sections  are  villi  covered  with  a  double  layer  of 
thin  syncytium  with  flat  nuclei.  The  centre  is  composed  of  em- 
bryonal connective  tissue  staining  blue  and  containing  branching 
cells  (Fig.  32) .  Other  villi,  some  of  which  are  quite  long,  have  a 
centre  composed  of  round  nuclei  with  nucleoli  which  are  very 


BANDLER  :    ECTOPIC    GESTATION. 


49 


closely  grouped,  and  transitions  from  these  cells  to  syncytium  may 
be  distinctly  observed,  as  in  Fig.  32.  These  villi,  as  well  as  the 
others,  are  found  only  in  the  external  area  or  near  the  coagulum. 
Knobs  of  syncytium  and  so-called  syncytial  giant  cells  are  pres- 
ent about  these  villi,  connected  by  a  pedicle  or  lying  apart.  In 
the  central  areas  no  connective  tissue  can  be  observed.  In  the  ex- 
ternal layers,  however,  as  said  before,  it  is  evident  in  the  form  of 
a  structureless  substance  between  the  cells,  giving  these  areas  a 
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Fig.  33. — Section  of  tube,  showing  normal  mucosa  in  the  lower  and  left  area, 
while  above  and  to  the  right  is  the  area  of  attachment  of  the  ovum,  giving  a 
typical  picture  of  the  tube  after  tubal  abortion. 

pale  appearance  (Fig.  32).     It  is  not  present  in  the  younger  villi 
and  is  only  evident  in  the  fully  formed  ones. 


II.       THE    INTERCOLUMNAR    TYPE    OF    TUBAL    GESTATION. 

A  further  stage  of  development  of  a  tubal  ovum  is  well  rep- 
resented in  Fig.  33.  The  examination,  in  series  sections,  of  this 
specimen,  known  clinically  as  tubal  abortion,  divulges  numerous 
interesting  features.  One  half  of  the  circumference  of  the  tube 
lumen  is  of  a  normal  character;  the  other  half  is  in  a  torn,  in- 
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filtrated  condition  which  involves  not  only  the  mucosa  folds  but 
also  the  submucosa  up  to  the  muscularis.  Close  examination 
evidences  the  fact  that  the  ovum  was  situated  on  the  tube  wall, 
compressing  and  destroying  the  mucosa   folds  at  the  situation 
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Fig.  34. — Portion  of  serotinal  area  of  Fig. 
and  cell  groups  and  the  darker  syncytial  cells. 


showing  pale  trophoblast  cells 


known  as  the  serotina.  On  either  side  of  this  point  the  mucosa 
folds  were  evidently  united  about  the  ovum,  forming  a  pseudo- 
reflexa.     The  capillaries  and  large  vessels  at  the  serotinal  point 


Fig.   '.'An.     Typical  area    in   Fig.   34.  commonly  mistaken  for  decidua.   showing 
pale  trophoblast  cells  and  dark  syncytial  cells. 

are  filled  with  blood  (Fig.  33),  and  many  evidence  larger  or 
smaller  injuries  and  invasions  of  the  wall.  At  the  serotinal  por- 
tion and  for  some  distance  on  either  side  is  observed  in  the  sub- 
mucosa a  tissue  resembling  at  first  sight  decidua. 
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On  close  examination  we  find  oval,  very  closely  grouped  cells, 
consisting  mainly  of  nuclei  and  possessing  each  a  nucleolus  (Fig. 
34).  They  are  extremely  closely  grouped  and  between  them  are 
found  no  capillaries  or  spaces.  This  tissue  rests  not  only  on  the 
free  surface  of  the  tube  wall,  but  invades  it  at  many  points  to  a 
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Fig.  35. — Section  through  tube  wall  at  serotinal  area,  showing  the  paler  char- 
acter of  the  advanced  trophoblast  cells  and  the  darker  character  of  the  densely 
grouped  trophoblast  cells  near  the  ovum.  Typical  field  formerly  mistaken  for 
decidua,  but  differentiated  by  the  dark  spindle-shaped  syncytial  cells.  This  draw- 
ing shows  that  in  tubal  abortion  the  "rests"  are  of  the  same  nature  as  in  uterine 
abortion. 


considerable  depth  (Fig.  35).  The  invasion  of  the  tube  wall  is 
not  an  even  one,  for  at  some  points  it.  forms  a  continuous  deep 
layer  like  the  decidua,  at  other  points  it  enters  the  submucous 
tissue  in  irregular  branches  and  projections,  and  at  other  points, 
through  lateral  infiltration,  is  separated  from  the  free  surface  of 
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the  tube  wall  by  a  considerable  space  of  normal  submucous  tis- 
sue. 

These  cells  are  found  about  the  smaller  and  the  larger  vessels, 
invading  and  infiltrating  their  muscular  walls  up  to  and  into  the 
lumen  of  the  vessel. 

The  character,  arrangement,  and  structure  of  these  cell  masses 
leave  no  doubt  that  they  are  trophoblast  cells,  In  addition  they 
may  be  identified  by  the  fact  that  at  almost  all  points,  especially 
those  points  near  the  inner  surface  of  the  tube,  they  are  ac- 
companied by  isolated,  long,  spindle-shaped  protoplasmatic  cells, 
by  groups  of  polynuclear  protoplasmatic  masses,  and  by  long, 
often  parallel  bands  of  the  same  character  (Figs.  34a  and  35a). 
These  are  the  syncytial  cells,  absolutely  identical  with  the  same 


Fig.  35a. — Another  area  from  Fig.  35.  showing  the  "advance  guard""  of  infil- 
trating trophoblast  and  syncytial  cells. 

elements  observed  in  all  the  previous  specimens,  especially  those 
seen  in  the  first  tubal  ovum.    < 

These  cells  may  be  further  identified  as  trophoblast  cells  by 
the  fact  that  they  are  found,  at  the  tip  of  some  adherent  villi. 
extending  directly  into  the  tube  wall.  These  trophoblast  cells 
enter  into  the  submucosa  and  muscularis,  forming  the  tissue 
which  so  many  investigators  have  called  decidua.  These  com- 
plexes of  trophoblast  and  syncytial  cells,  especially  the  groups 
found  at  the  tips  of  the  villi,  are  not  yet  filled  out  with  meso- 
derm, but  are  to  form  future  villi. 

At  no  point  do  the  connective-tissue  cells  of  the  tubal  folds  or 
of  the  submucosa  evidence  any  change  resembling,  in  the  slightest 
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degree,  thosi  changes  occurring  in  the  uterim   mucosa  which  re- 
sult in  the  formation  of  decidua  cells. 

At  no  poi.nl  do  the  epithelial  cells  of  the  mucosa  evidence  any 
changi  of  a  so-called  syncytial  character. 

III.       THE    CENTRIFUGAL    TYPE    OF    TUBAL    GESTATION. 

Figure  36  represents  a  tubal  gestation,  containing  a  fetus,  in 
the  sixth  or  seventh  week.  The  tube  wall  is  preserved  in  its  entire 
circumference,  with  the  exception  of  two  minute  areas  where  the 
chorionic  villi  have  actively  perforated  it.     Projecting  into  the 
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Fig.   36. — Tubal   gestation   with   fetus   attached   by   umbilical   cord,   showing  a 
perforation  by  the  growing  villi  closed  by  a  thrombus. 


dilated  lumen  of  the  tube,  and  almost  touching  the  mucous  lining, 
is  the  outer  covering  of  the  fetal  sac,  the  capsularis.  One  half  of 
the  circumference  of  the  tube  is  invaded,  infiltrated,  and 
stretched  by  the  other  half  of  the  fetal  sac  wall,  that  is,  the  pla- 
centa. On  both  sides,  at  the  junction  between  the  infiltrated  tube 
wall  and  the  preserved  but  decidedly  stretched  tube  wall  which 
surrounds  that  half  of  the  fetal  sac  which  projects  into  the  tube 
lumen,  the  mucosa  of  the  latter  passes  over  upon  the  fetal  sac 
and  can  be  followed  upon  it  as  a  covering  of  the  latter  for  a 
certain  distance.     The  summit  of  the  sac  is  covered  by  a  tissue 
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composed  of  fibrin,  trophoblast  cells,  leucocytes,  etc.  The  ovum 
possesses,  then,  a  capsularis  composed  in  part  of  fetal  folds  and 
submucosa.  This  capsularis  is,  strictly  speaking,  no  reflexa.  It 
must  be  called  a  pseudo-reflexa  or  capsularis. 

The  area  of  the  tube  circumference  entirely  filled  by  villi  is 
the  true  placental  site,  and  here  is  found  a  real  intervillous  space 
bounded  on  all  sides  by  the  point  of  union  of  the  tube  wall  with 
the  base  of  the  capsularis.  The  remainder  of  the  circumference 
of  the  fetal  sac  evidences  villi,  but  the  space  between  the  cap- 
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Pig.  36a. — Tubal  ovum  with  perfectly  developed  capsularis.  Tube  wall  passes 
on  both  sides  over  into  the  capsularis.  Major  portion  of  placenta  is  at  the  lower 
border,  where  tubal  tissue  is  eroded  and  perforated  by  the  villi.  This  area  is  the 
Intervillous  space.  Between  the  tube  lumen  and  the  central  cavity  of  the  ovum 
is  the  capsularis  filled  with  blood  and  blood  crystals. 


sularis  and  the  inner  lining  of  the  sac  is  mainly  filled  with  blood 
and  blood  crystals.  At  the  real  placental  site  almost  no  rem- 
nants of  the  tube  wall  can  be  found.  At  this  half  of  the  tube 
wall  there  are  nothing  but  villi,  trophoblast  cells,  syncytial  cells, 
and  a  sea  of  maternal  blood  (Fig.  36a). 

The  process  involved  in  this  invasion  of  the  tube  wall  and  the 
process  involved  in  the  formation  of  the  villi  can,  in  each 
section,  be  extremely  well  judged  on  either  side  at  the  point  of 
junction  of  the  capsularis  with  the  tube  wall  (Fig.  37).     Here. 
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on  either  side,  there  extend  into  the  gradually  thinning  tissue 
of  the  tube  villi,  cell  groups,  and  syncytial  cells  which  invade  the 
muscularis  in  what  may  be  called  a  concentric  path.  We  ob- 
serve, at  the  tips  of  fully  formed  villi,  the  typical  trophoblast 
cell  groups.  We  see  them  extending  into  and  between  the 
muscular  fibres,  changing  into  and  accompanied  by  syncytial 
cells  and  masses  of  every  kind  and  form  yet  described  (Fig.  38). 
At  no  point  is  there  tht  slightest  evidence  of  any  decidua  or  of 
any  decidual  reaction.     The  trophoblast  cells  invade  the  vessels 
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Fig.  37. — Area  XX  of  Fig.  36  magnified,  showing  the  reflexa  or  capsularis  and 
the  infiltration  and  invasion  of  the  tube  wall  by  the  trophoblast  and  villi. 

of  the  tube  wall,  and  the  villi  themselves  enter  the  tube  wall 
and.  with  the  trophoblast  groups  at  their  tips,  enter  the  vessel 
lumina. 

At  the  main  placental  site  are  found  trophoblast  cells  with 
the  clearest  and  most  distinct  change  into  various  forms  of  inde- 
pendent syncytial  groups  and  into  the  syncytial  covering  of  the 
villi  (Fig.  39).  They  are  likewise  seen  to  pass  over  gradually 
into  the  layer  of  Langhans,  which  at  all  points  resembles  the 
svncvtial  layer  to  such  an  extent  that  it  might  be  said  that  the 
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covering  of  the  villi  consists  of  a  double  layer  of  syncytial  cells 
Fig.  •'i'.'  i.  The  villi  have  actively  perforated  the  tube  wall  indi- 
vidually and  in  groups,  so  that  the  intervillous  space  communi- 
cated with  the  abdominal  cavity  at  these  points. 

This  stage  is  the  exact  macroscopir  and  microscopic  counter- 
part of  the  stage  seen  in  Fig.  19. 

If  no  interruption  take  place,  the  capsularis  unites  with  the 
mucosa  of  the  enveloping  tube  wall  in  the  same  ivay  that  this 
process  is  exemplified  in  the  uterus. 

The  various  steps  in  the  succeeding  months  of  development  of 
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Fig.  38. — Area  of  advancing  trophoblast  cells  of  Fig.  37.  showing  transition  of 
trophoblast  cells  to  syncytial  groups  and  to  the  syncytial  covering  of  the  villi. 


a  tubal  gestation  may,  so  far  as  the  development  of  the  placenta, 
the  fetal  sac,  and  the  fetus  is  concerned,  be  considered  as 
identical  with  the  same  processes  in  the  uterus;  for  over  ninety 
cases  of  full-term  ectopic  gestation  with  viable  fetus  are  re- 
corded. 

The  various  steps  in  the  development  of  the  tubal  placenta, 
depending  as  they  do  mainly  on  the  cells  of  the  ovum  itself,  the 
trophoblast  cells,  are  the  same  as  in  the  uterus.  The  differ- 
ence  is  mainly  in  the  different  character  of  the  base  or  tropho- 
spongia.     AVe  may  draw  the  following  conclusions: 
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(1)  In  tubal  gestation  no  decidua  or  trophospongia  develops. 
The  mucous  lining  of  the  uterus  is  really  a  lymph  tissue;  the  sub- 
mucosa  of  the  tube  is  not. 

(2)  Fetal  cells,  in  tubal  gestation,  may  at  any  time  enter  the 
maternal  circulation. 

(3)  As  regards  the  trophoblast,  the  syncytium,  the  villi,  the 
formation  of  blood  by  the  trophoblast  cells,  and  all  other  par- 
ticulars, the  processes  depending  on  and  originating  in  the  ovum 
are  the  same  in  both  uterus  and  tube. 

Certain  investigators  have  described  ova  embedded  in  the  tube 
wall,  where  a  eapsularia  was  present  containing  muscle  fibres 
passing  out  from  the  tube  Avail  into  the  base  of  the  capsularis. 
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Fig.  39. — Drawing  from  serotinal  area  of  Fig.  36a,  showing  trophoblast  cells- 
going  over  into  isolated  syncytial  cells  and  into  syncytial  masses. 

The  ovum  was  found  entirely  under  the  entire  thickness  of  the- 
tube  wall,  lying  on  the  vessels  of  the  ligamentum  latum — the  so- 
called  pseudo-intraligamentous  form. 

CONCLUSIONS. 

In  the  tube,  the  embedding  of  the  ovum  and  the  development 
of  the  placenta,  then,  is  found  to  follow  three  fairly  distinct 
forms:  (1)  the  columnar,  (2)  the  inter  columnar,  (3)  the  centri- 
fugal. 

1.  In  the  columnar  type  of  development  (Fig.  27)  the  ovum  is 
surrounded  by  mucosa  folds  only.  Here  an  invasion  of  the  capil- 
laries of  the  tubal  mucosa  occurs.  Such  a  columnar  situation 
makes  abortion  easy  and  of  little  danger.  Very  soon  after  the 
entrance  of  the  ovum  tubal  bleeding  may  result;  the  ovum  dies. 
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and  further  hemorrhage  expels  it.  The  tube  may  return  to  a 
normal  state  without  any  evidence  of  the  previous  condition,  or 
else  a  hematosalpinx  may  be  formed  if  the  abdominal  end  of  the 
tube  is  closed.  The  ovum  may,  theoretically,  develop  to  a  much 
further  degree  and  press  the  folds  against  the  tubal  wall.  If  de- 
velopment continues  the  villi  may  extend  into  it.  and  the  con- 
nection of  the  ovum  and  the  villi  with  the  surrounding  tissue  is 
a  loose  one,  as  in  the  case  of  Abel  and  of  Wyder  and  in  the 
specimen  Fig.  27. 

2.  In  the  intercolumnar  form  (Fig.  33)  the  ovum  may  rest  on 
the  wall  of  the  tube.  Any  tubal  fold  beneath  it  will  be  com- 
pressed, but  epithelium  may  be  present  in  a  depression.  Other 
folds  may  form  a  capsularis,  which  consists  then  of  mucosa  alone ; 
if  such  a  capsularis  be  firm  an  intervillous  space  may  develop. 
The  villi  at  the  placental  site  enter  into  the  wall ;  here  a  hemor- 
rhage may  result  through  this  invasion  of  the  wall  and  of  the  ves- 
sels and  through  an  invasion  of  the  capsularis  by  fetal  cells ;  or. 
since  the  capsularis  does  not  undergo  decidual  change  and  is 
therefore  less  yielding,  the  capsularis  may  rupture.  If  it  be 
torn,  or  if  it  be  not  closely  adherent,  the  intervillous  space  is 
opened.  Abortion,  complete  or  incomplete— usually  incomplete 
—is  the  general  rule;  but  rupture  might  occur.  If  the  abdominal 
end  be  closed  a  hematosalpinx  or  a  tubal  mole  may  represent  the 
final  outcome. 

3.  In  the  centrifugal  form  (Fig.  36a)  the  ovum  sinks  into  the 
wall  of  the  tube  and  an  invasion  of  the  wall  and  vessels  by  the 
villi  may  take  place  even  up  to  the  serosa.  The  capsularis  is 
formed  by  muscularis  and  mucosa.  It  may  rupture  at  its  sum- 
mit. The  invasion  of  the  vessels  entering  the  intervillous  space 
may  cause  hemorrhage.  The  villi  which  extend  up  to  the  serosa 
may  cause  bleeding,  though  their  penetration  is  so  gradual  that 
these  points  are  usually  covered  with  thrombi.  Finally  a  rupture 
may  take  place  at  the  placental  site  through  multiple  perfor- 
ations producing  an  arrosion.  The  ovum  practically  eats  up  the 
wall.  Even  though  the  tubal  diameter  be  large  enough  to  give 
sufficient  room,  this  occurs.  It  is  not  the  result  of  pressure,  as 
may  be  seen  in  gestation  at  the  fimbrian  end,  where  rupture  also 
can  result.  Villi  which  perforate  the  serosa  may  cause  a  very 
decided  hemorrhage  into  the  peritoneal  cavity.  When  no  rupture 
has  occurred  and  the  abdominal  end  of  the  tube  is  closed. 
only  the  microscope  may  divulge  the  source  of  such  an  in- 
traperitoneal  bleeding.     Such   minute   perforations   may   canst- 
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collapse  through  hemorrhage,  even  though  the  opening  be  no 
larger  than  the  head  of  a  pin.  Even  after  the  death  of  the  ovum 
the  villi  can  grow,  and  an  active  tubal  mole  is  found  with  con- 
tinued bleeding.  If  they  do  not  grow,  hemorrhage  continues, 
since  no  contraction  can  take  place,  as  is  the  case  in  the  uterus. 
The  centrifugal  form  furnishes  the  majority  of  tubal  ruptures. 
But  the  vast  majority  of  these  so-called  tubal  ruptures  are  either 
erosions  or  due  to  erosion  by  the  perforating  villi. 

THE    USUAL    COURSE    OF   ECTOPIC    GESTATION. 

The  theory  that  the  tube  ruptures  because  the  ovum  is  too  big 
is,  as  a  rule,  wrong  for  cases  in  the  first  three  months.  The 
various  interruptions  of  ectopic  gestation  are  all  the  result  of 
hemorrhages  primarily  minute.  The  usual  ending,  clinically,  of 
the  gestation  begins  with  bleeding  in  the  tube.  The  invasion  of 
the  vessels  of  the  mucosa  and  the  tube  wall  and  the  invasion  of 
the  serosa  furnish  the  causes  for  hemorrhage.  The  death  of  the 
fetus,  as  in  the  case  of  the  uterus,  brings  about  changes  which 
result  in  bleeding.  The  primary  cause  is  a  lack  of  decidua.  In 
a  mucosa  previously  affected,  when  many  large  vessels  are 
changed  by  the  fetal  cells  and  invaded  by  villi,  an  increase  in 
tension  through  contraction  of  the  tube  walls  furnishes  an  easy 
explanation  of  this  hemorrhage.  In  the  uterus  the  vessels  are 
firmly  embedded  in  the  thick  decidua  and  take  a  twisted  course ; 
in  the  tube  the  vessels  are  straight  and  embedded  in  loose  con- 
nective or  fetal  tissue.  Bleeding  on  the  part  of  the  capsule  is 
possible  and  of  frequent  occurrence,  since  it  does  not  undergo 
decidual  change  and  may  be  invaded  by  fetal  cells.  The  con- 
traction of  the  muscle  fibres  on  either  side  of  the  capsularis  ren- 
ders the  rupture  of  this  pseudo-reflexa  easy  because  of  the  ab- 
sence of  decidual  changes,  and  the  point  of  rupture  is  usually  at 
the  summit  of  the  capsularis.  If  the  capsularis  be  composed  of 
tubal  folds  the  intervillous  space  is  easily  involved.  If  the  cap- 
sularis be  composed  of  muscularis  and  mucosa  a  decided  bleeding 
may  result  if  only  the  summit  of  the  capsularis  be  torn. 

Rupture  of  the  tube  almost  always  takes  place  at  the  placental 
site,  which  is  the  seat  of  old  and  new  hemorrhages.  The  hemor- 
rhage and  loosening  of  the  ovum  which  represent  the  clinical  end- 
ing of  these  cases  is  not  the  first  bleeding,  for  older  ones  are 
usually  present.  The  various  processes  depend  upon  the  ovum, 
the  condition  of  the  tube  before  pregnancy,  the  character  of  the 
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union  of  the  ovum  with  the  tube,  the  place  of  union,  and  trauma. 
The  reaction  of  the  tube  is  limited  to  the  area  of  the  ovum ;  and 
in  this  we  find  the  main  difference  between  tubal  and  uterine 
gestation.  The  uterus  undergoes  early  independent  growth,  the 
tube  does  not.  With  the  development  of  the  ovum  the  uterus 
grows  hand  in  hand,  while  in  the  tube  the  ovum  makes  room  for 
itself  and  obtains  its  nourishment  by  the  invasion  of  the  tube 
walls.  It  may  stretch  the  circumference  of  the  tube  so  that  its 
Avail,  as  in  the  case  of  Abel,  may  be  reduced  to  a  layer  of  con- 
nective tissue  so  thin  that  rupture  may  result  at  any  point. 

Ampullar  cases  usually  end  in  abortion,  generally  with  hem- 
atocele. There  is  no  obstruction,  unless  decided  adhesions  are 
present,  and  the  blood  is  generally  poured  out  quickly  into  the 
pelvic  peritoneum  or  into  the  sac  of  Douglas.  Such  an  abortion 
may  be  complete  or  incomplete.  Rupture  in  this  situation  oc- 
curs, but  very  rarely.  The  majority  of  tubal  gestations  are 
situated  in  the  isthmus  tubae  nearer  the  uterine  end.  In  those 
cases  we  have  (1)  abortion  without  rupture,  complete  or  incom- 
plete, with  bleeding  from  the  abdominal  end  of  the  tube.  Gen- 
erally a  hematocele  is  found  at  the  abdominal  end.  The  tubes 
are  often  so  curved  that  it  is  difficult  for  the  blood  to  make  its 
way  to  the  fimbria?,  and  the  oozing  is  of  a  slow  character.  The 
blood  extends  rarely  more  than  a  very  short  distance  toward  the 
uterine  end,  because  of  the  numerous  short  curves  present  here. 
2  We  may  have  single  or  multiple  microscopic  perforations  of 
the  tube  wall  by  villi,  causing  even  decided  hemorrhage  without 
apparent  cause.  (3)  We  may  have  macroscopic  perforations  or 
•"erosions"  of  the  tube  wall,  covered  or  not  covered  by  thrombi, 
and  causing  great  hemorrhage.  (4)  We  may  have  abortion  with 
rupture  either  into  the  free  abdominal  cavity  with  no  hematocele 
at  the  abdominal  end  of  the  tube,  or  with  partial  encapsulation, 
in  which  event  there  may  be  hematocele  at  the  abdominal  end  if 
the  tube  is  open.  (5)  We  may  have  an  intraligamentous  tear 
with  hematocele  at  the  abdominal  end.  In  these  latter  cases  the 
placental  site  is  always  on  the  inferior  surface  of  the  tube  and 
the  ovum  lias  descended  centrifugally  to  the  vessels  of  the  lig- 
amentum  latum.  These  are  by  far  the  most  difficult  eases  surgi- 
cally, and  may  require  hysterectomy  to  remove  the  mass  in  toto. 

Case  I.  (Fig.  27).— Twenty-eight  years  of  age,  married  thir- 
teen years.  One  labor  eleven  years  ago.  Divorced  ten  years 
ago,  and  operated  vaginally  at  Mt.  Sinai  for  pelvic  abscess,  since 
which  time  periodical   attacks  of  pain  on  the  right  side  everv 
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three  months.  Married  again  twenty  months  ago.  One  year  ago, 
pain,  fainting  spells.  Three  months  before  admission,  pain.  Two 
months  before,  only  stains  instead  of  menstruation.  One  week 
before,  severe  cramps,  fainting  spells,  following  a  metror- 
rhagia of  several  weeks.  Operation  showed  plenty  of  old  blood  in 
the  pelvic  cavity.  Tube  distended,  clot  at  fimbrian  end.  Other 
tube  normal.  Microscope,  columnar  type,  with  evidences  of  a 
previous  old  ectopic  gestation. 

Case  II.  (Fig.  33).  — Twenty-seven  years  old;  four  children. 
last  nine  months  ago.  Nursing.  Four  weeks  of  abdominal 
cramps  and  uterine  hemorrhage.  Well  for  one  week  and  then 
symptoms  returned  up  to  admission,  on  which  day  she  fainted 
three  times  on  account  of  pain. 

Operation. —  Much  blood;  right  tube  distended  and  clot  at 
fimbrian  end.  Ovarian  cyst.  Incomplete  tubal  abortion.  In- 
tercolumnar  type,  villi  and  cells  of  Langhans  and  syncytium  in 
the  wall.  Reflexa  consisted  probably  of  folds  involving  one  half 
the  circumference  of  the  tube.  The  other  half  of  the  lumen 
normal. 

Case  III.  (Fig.  36).  — Old  blood  clots  in  the  abdominal  cavity 
showed  the  cause  of  the  increasing  attacks  of  pain  with  intervals 
of  relief  to  be  due  to  bleedings  from  perforations  of  the  tube 
Avail  which  were  closed  at  times  by  the  formation  of  thrombi. 

Case  IV.— Patient  31?  years  old;  two  children,  last  three  years 
ago.  Skipped  two  menstrual  periods.  Two  weeks  later  ex- 
amined because  of  abdominal  pain.  Examination  showed  left- 
sided  tumor,  elastic,  with  pulsating  vessels  on  the  left  side  of  the 
vagina.  Uterus  enlarged.  Next  day  signs  of  hemorrhage,  pale, 
pulse  120. 

Operation  showed  much  blood,  dark  clots  and  bleeding  from 
the  tubal  end.  Incomplete  tubal  abortion,  placental  mole,  slight 
involvement  of  the  wall.     No  Graafian  follicle  in  the  ovary. 

Case  V.— Twenty-five  years  old;  three  children,  last  fifteen 
months  ago.  Three  months  ago  first  menstruation  (probably 
nursing).  Two  months  ago  skipped  menstrual  period.  For 
four  weeks  metrorrhagia  and  cramps  lasting  fifteen  to  twenty 
minutes  and  recurring  as  often  as  three  to  four  times  a  day. 

Operation. — Vaginal  celiotomy.  Little  free  blood.  Micro- 
scope. Ovum,  disintegrated  by  blood  and  surrounded  by  villi 
and  tubal  folds,  found  in  the  tube.  Folds  also  present  in  the 
wall  at  many  points.  Organized  clot  adherent  at  one  point. 
Intercolumnar  and  partly  centrifugal,  for  muscularis  and  mucosa 
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extend  on  either  side  partly  over  the  mole.     Organized  tuhal 
mole.     No  fresh  bleeding. 

Case  VI.  —  Thirty-seven  years  old;  married  eighteen  years;  six 
children,  last  three  years  ago.  Last  menstruation  four  months 
ago.  Operated  because  of  abdominal  pains.  No  blood  in  the 
peritoneum.  Tube  and  ovary  free.  Continued  bleeding  into 
the  tube,  which  was  full  of  fresh  blood.  Probably  would  have 
broken  through  the  closed  abdominal  end.  Incomplete  tubal  abor- 
tion of  the  type  of  hematosalpinx.  Placental  mole.  Decided  in- 
volvement of  tubal  wall.  Large  vessel  in  the  periphery  going 
over  gradually  into  the  intervillous  space. 

These  cases  point  to  the  decided  danger  from  continued  bleed- 
ings involved  in  tubal  abortion.  The  general  view  is  that  tubal 
rupture  gives  much  more  pronounced  symptoms  and  a  much 
more  decided  hemorrhage  than  tubal  abortion.  When  we  con- 
sider that  incomplete  abortion  means  that  villi  are  left  in  the 
tubal  wall  and  that  so-called  complete  tubal  abortion  means  the 
retention  of  trophoblast  cells,  we  may  readily  understand  that- 
bleeding  may  continue  for  an  indefinitely  long  period.  It  is  a 
fact,  however,  that  even  complete  abortion  may  cause  decided 
symptoms.  Mandl  reports  two  cases  from  the  clinic  of  Schauta, 
accompanied  by  pronounced  collapse  and  decided  hemorrhage. 
In  the  first  ease  no  villi  were  found  in  the  tube  wall  (see 
Fig.  33).  In  the  second  case,  although  villi  were  found  in  the 
blood  clot  in  the  tube,  none  were  found  in  the  tube  wall.  Like 
cases  of  tubal  abortion,  with  symptoms  as  severe  as  are  frequently 
the  rule  with  tubal  rupture,  have  been  reported  by  Klein.  Zedel, 
Piering,  and  others.  It  seems  to  me  these  histological  and  clini- 
cal evidences  are  of  sufficient  weight  to  destroy  the  view,  prevail- 
ing in  many  minds,  that  tubal  rupture  should  be  treated  by  ex- 
tirpation of  the  tube  and  that  tubal  abortion  demands  only  con- 
servative treatment.  The  proportion  of  tubal  abortion  to  tubal 
rupture  is  probably  8  or  10  to  1.  In  this  connection  it  is  quite 
sufficient  to  mention  the  dangers  arising  from  hematocele.  The 
injury  to  the  peritoneum,  the  adhesions  which  take  place,  and 
above  all  the  by  no  means  infrequent  occurrence  of  subsequent 
purulent  degeneration  of  such  an  accumulation  of  blood,  are  only 
some  of  the  injurious  results  avoided  by  prompt  removal. 

The  possibilities  are' represented  by  the  processes  of  abortion, 
microscopic  perforation,  macroscopic  perforation,  rupture,  hema- 
tosalpinx, and  tubal  mole.  In  99  cases  of  interrupted  tubal 
gestation  in  the  clinic  of  Schauta,  a  hematocele  was  found  60 
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times— 55  after  abortion.  5  times  after  rupture.  If  the  bleeding- 
be  very  slow,  the  blood  forms  a  capsule  (due  to  peritoneal  ad- 
hesions) into  which  the  subsequent  hemorrhages  enter,  the  so- 
called  secondary  hematocele.  If  adhesions  are  present  at  the 
abdominal  end  of  the  tube  they  may  form  a  portion  of  the  cap- 
sule. The  resulting  hematocele  after  rapid  bleeding  furnishes 
the  primary  or  diffuse  form.  The  secondary  hematocele  occurs 
much  more  frequently  than  the  primary.  In  the  60  hematoceles 
found  among  99  cases  in  the  clinic  of  Schauta,  only  4  were  dif- 
fuse. Of  the  abortions  found  in  the  same  clinic,  75  were  incom- 
plete and  6  were  complete. 


THYROID  EXTRACT  IN  PAINFUL  MENSTRUATION,  ETC. 


J.    COPLIN    STINSON,    M.D., 
San  Francisco.  Cal. 


Thyroid  extract  is  a  comparatively  new  remedy.  It  has  been 
used  in  myxedema,  cretinism,  psoriasis,  goitre,  exophthalmic 
goitre,  obesity,  chronic  melancholia,  fractures,  fibroid  tumors  of 
the  uterus,  menorrhagia.  amenorrhea  as  a  part  of  obesity,  hemor- 
rhages dependent  upon  flexions  and  versions,  keloid,  chlorosis, 
gout,  rickets,  diabetes,  acromegaly,  deafness  of  the  myxedema- 
tous, sclerosis  of  the  middle  ear,  as  a  galactagogue,  and  in  recur- 
rent cancer  of  the  breast.  The  writer  has  been  studying  clini- 
cally the  action  and  uses  of  thyroid  since  it  was  introduced  to  the 
profession,  and  in  this  paper  takes  up  the  action  of  this  animal 
extract  in  dysmenorrhea  and  ovarian  neuralgia,  etc.  The  diffi- 
culty in  curing  these  cases  depends  upon  the  fact  that  their  im- 
pressions of  pain  become  more  and  more  marked  as  time  goes  on, 
and  nothing  so  much  increases  their  susceptibility  as  the  use  of 
opiates.  The  abuse  of  opium,  other  narcotics,  anodynes,  and 
stimulants  is  widespread:  and  furthermore  these  drugs,  after 
routine  use,  induce  conditions  of  the  nervous  and  other  systems 
that  are  more  difficult  to  cure  than  the  original  disease.  Having 
determined  the  conditions  of  the  uterus,  ovaries,  etc.,  in  all  cases 
wherein  an  examination  is  justifiable,  the  treatment  is  commenced. 
For  the  pain  many  remedies  have  been  used— e.g.,  Pulsatilla, 
cimieifuga.  salicylates,  guaiacum,  mercuric  bichloride,  potassium 
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iodide,  viburnum  prunifolium,  caulophyllum,  viburnum  opulis, 
bromides,  gelsemium,  cannabis  indica,  nitroglycerin,  antipyrin, 
apiol,  opium,  etc.  Opium  in  some  form  is  most  frequently  used. 
No  remedy  is  more  abused  nor  should  be  prescribed  less  fre- 
quently, as  more  harm  than  good  has  been  done  by  its  admin- 
istration. It  is  very  easy  to  get  into  the  habit  of  using  it,  and 
only  in  very  extreme  cases  should  it  be  used,  and  then  it  should 
preferably  be  given  in  the  form  of  a  suppository.  Of  course  all 
cases  of  dysmenorrhea  are  somewhat  relieved  by  rest,  recumbent 
posture,  hot  applications  to  the  lower  abdomen,  and  hot  douches, 
but  there  are  many  patients  who  cannot  afford  to  lay  up  for  sev- 
eral days  each  month.  In  thyroid  we  have  a  remedy  of  much 
value  in  these  eases.  It  supplies  material  to  the  system  which 
influences  metabolism,  is  carried  in  the  plasma  to  the  tissues  and 
organs,  and  has  a  specific  action  upon  the  vasculo-motor  nervous 
mechanism  of  the  uterus  and  ovaries.  Reaching  these  organs,  it 
takes  part  in  the  process  of  metabolism,  becomes  loosely  incor- 
porated with  the  anatomical  elements  of  the  parts,  and  in  passing 
through  them  takes  part  in  their  activity,  modifies  their  action, 
and  lessens  the  blood  supply  to  the  pelvic  viscera.  As  the  sensi- 
bility to  uterine  and  ovarian  pains  is  readily  diminished  by  thy- 
roid extract,  it  is  thus  a  uterine  and  ovarian  anodyne  and  seda- 
tive, as  it  arrests  the  afferent  impressions  at  their  formation. 
It  belongs  to  that  class  of  nervous  depressants  that  paralyze  the 
medulla  before  consciousness  is  destroyed— i.e.,  the  same  class 
group  as  aconite.  It  is  an  indirect  anodyne,  as  it  does  not  act 
immediately  through  the  brain,  but  attacks  the  pathological  cause 
of  the  pain  in  the  uterus,  upon  which  it  then  acts  as  a  specific 
anodyne.  Thyroid,  possessing  a  powerful  and  peculiar  action 
like  this,  can  fully  deserve  the  name  of  a  uterine  and  ovarian 
alterative  anodyne  and  sedative. 

Marked  systemic  effects  are  produced  by  medium  doses  of  thy- 
roid. The  nervous  and  vascular  systems  are  considerably  af- 
fected, the  pulse  rate  is  increased,  arterial  tension  lessened,  the 
cerebrum  is  somewhat  stimulated,  loss  of  weight  shows  increased 
tissue  waste,  and  the  normal  functions  of  the  skin,  uterus,  and 
presumably  other  organs  of  the  body  are  re-established. 

In  April,  1901,  the  writer  was  treating  a  patient  for  painful 
menstruation.  For 'years  she  had  suffered  severely  with  pain  at 
each  period,  during  which  time  she  had  to  cease  her  work,  go  to 
bed,  apply  hot  applications,  and  use  internally  hot  drinks,  house- 
hold remedies,  whiskey,  paregoric,  opium  in  several  other  forms, 
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and  many  other  remedies  without  much  relief.  Examination  of 
her  pelvis  and  abdomen  showed  the  uterus  and  ovaries  in  normal 
position  and  good  condition.  I  prescribed  for  her  suppositories 
of  belladonna  and  opium,  and  gave  in  addition  internally  bella- 
donna, chloral  hydrate,  viburnum,  and  paregoric.  These  af- 
forded her  some  relief.  I  also  several  times  at  my  office  dilated 
the  cervix  uteri,  using  metal  dilators.  These  produced  consid- 
erable pain,  but  relieved  the  severe  menstrual  pains  somewhat. 
A  few  months  later,  on  account  of  considerable  obesity,  I  put 
her  on  a  diet,  exercise,  and  extract  of  thyroid  internally.  She 
had  been  using  the  thyroid  for  several  weeks  when  her  menstru- 
ation came  on.  She  continued  the  thyroid  during  this  time,  and 
she  afterward  reported  to  me  that  she  had  gone  through  her 
period  without  any  pain  at  all,  whereas  at  all  other  times  she 
had  suffered  severely.  She  reduced  her  weight  twelve  pounds 
by  using  the  thyroid,  and  she  has  since  then  been  relieved  at  each 
period  of  dysmenorrhea  by  the  administration  of  thyroidin,  one 
grain  in  capsule  three  times  a  day,  given  for  two  days  before  men- 
struation, and  increased  to  two  grains  three  times  a  day  during 
menstruation.  (Formula  of  thyroidin:  dried  extract  sheep's  thy- 
roid, one  part  represents  six  parts  fresh  gland;  whitish  powder.) 
She  was  and  is  thus  completely  relieved  of  pain  without  produc- 
ing any  disagreeable  symptoms ;  furthermore,  the  thyroid  appears 
to  act  also  as  a  general  tonic,  increasing  muscular  and  nervous 
energy.  Since  this  ease  the  writer  has  repeatedly  used  thyroidin 
in  painful  menstruation  with  most  pleasant  results,  affording 
nearly  perfect  relief  in  over  eighty  per  cent  of  cases.  Thus  it  is 
evident  that  thyroid  extract  is  efficacious ;  administered  as  above 
described,  does  not  produce  thyroidism,  as  the  drug  is  not  taken 
long  enough  at  a  time  to  produce  untoward  symptoms.  During 
the  intervals  constitutional  and  local  treatment  may  be  required. 
This  implies  correction  of  all  defective  hygienic  conditions, 
greatest  care  in  diet,  bathing,  dress,  exercise,  and  mental  exertion, 
and  regulation  of  the  bowels.  Moderate  sexual  intercourse  has 
a  favorable  influence.  Pregnancy  and  childbirth  often  cure  the 
disease.  Reduced  iron  one-half  grain,  arsenic  one-sixtieth  grain, 
strychnia  one-sixtieth  grain,  gentian  one-quarter  grain,  and 
cascara  one-half  grain,  in  pill  or  capsule,  taken  three  times  daily 
or  more  frequently,  is  of  value  in  the  anemic.  The  general 
nutrition  should  be  improved  by  malt  extract  and  a  full  diet. 
All  excitement,  both  local  and  general,  as  well  as  excessive  sexual 
intercourse,  dancing,  and  the  prolonged  use  of  the  sewing  ma- 
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chine,  should  be  avoided.  All  pathological  lesions  of  the  uterus, 
adnexa,  and  vicinity  should  he  remedied  by  proper  medical  and 
surgical  treatment.  Any  disturbances  of  digestion  and  excre- 
tions should  receive  appropriate  diet  and  treatment.  If  during 
the  interval  there  is  pain  (neuralgic)  in  the  uterus  or  adnexa,  I 
find  that  thyroidin,  one  to  two  grains,  administered  twice  or 
thrice  a  day.  acts  splendidly  in  relieving  pain  without  producing 
any  untoward  symptoms.  Cases  not  relieved  by  thyroid  or  other 
medical  treatment  should  be  subjected  to  surgical  operation,  i.e., 
thorough  dilatation  of  the  cervix  uteri  and  whatever  other  addi- 
tional operations   are  required. 
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FURTHER    NOTES    ON    THE    USES    OF    THE    WAX-TIPPED 

CATHETER  IN  THE  DIAGNOSIS  OF  STONE  IN  THE 

KIDNEY    OR    URETER, 

AS    WELL   AS    THE    IMPORTANCE    OF    RETROGRADE    CATHETERIZATION    WITH    THE 
WAX-TIPPED   BOUGIE   IN    SOME   CASES. 


HOWARD   A.    KELLY,    M.D., 
Baltimore,   Md. 


(With   two   illustrations.) 


I  had  almost  come  to  the  conclusion  about  a  year  ago1  that  the 

introduction  of  the  ^t-ray  was  destined  to  render  unnecessary 

any  further  use  of  my  wax-tipped  catheters  in  the  diagnosis  of 

renal  and  ureteral  calculi.     I  now  find,  however,  that  this  is  not 

'American  Journal  of  Obstetrics.  October,  1901,  p.  441. 
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the  case,  and  under  various  important  conditions  the  scratch- 
marks  on  wax-tipped  catheters  or  bougies  may  still  afford  pre- 
cious information  which  on  the  one  hand  either  is  not  given  by 
means  of  the  X-ray  plates,  or,  on  the  other  hand,  is  confirmatory 
in  cases  in  which  the  X-ray  diagnosis  is  doubtful.  Moreover, 
when  stones  are  lodged  in  the  posterior  pelvic  half  of  the  ureter 
the  bougie  may  correct  an  erroneous  inference  from  the  photo- 
graphic plate. 

In  the  case  of  an  X-ray  photograph  taken  about  one  year  and  a 
half  ago  at  the  Johns  Hopkins  Hospital,  the  stone  appeared  close 
to  the  brim  of  the  pelvis,  while  the  examination  with  the  renal 
catheter  showed  that  it  was  quite  low  down  on  the  floor  of  the 
pelvis.  At  the  operation  I  opened  the  peritoneal  cavity  and  dis- 
covered the  stone  just  back  of  the  right  broad  ligament,  embedded 
in  a  mass  of  adhesions ;  unable  to  extract  it  without  great  hazard 
by  the  abdominal  route.  I  displaced  it  by  thrusting  it  forward 
until  it  could  be  felt  through  the  vault  of  the  vagina,  where  an 
incision  was  made  into  the  ureter  and  the  stone  extracted.  The 
wound  closed  of  itself  in  the  course  of  several  weeks  and  the 
patient  went  home  well.  She  died  some  months  later  of  an  acute 
intestinal  obstruction  clue  to  adhesions  of  the  ileum  around  the 
site  of  the  inflammatory  focus.  The  wax-tipped  catheter,  upon 
being  introduced  into  the  left  side,  showed  no  scratch-marks,  but 
on  the  right  side,  almost  immediately  upon  entering  the  ureter, 
the  wax-tipped  catheter  was  engaged  in  a  partial  obstruction  and 
was  pushed  on  to  the  kidney  with  some  difficulty  throughout. 
On  withdrawal  of  the  stylet  fifteen  cubic  centimetres  of  urine 
collected  in  thirty-five  seconds,  sixty  cubic  centimetres  in  from 
seven  to  ten  minutes.  Pressure  over  kidney,  and  particularly 
straining  by  patient,  caused  the  urine  to  shoot  out  of  the  catheter 
in  a  continuous  stream.  On  withdrawal  of  the  catheter  it  en- 
gaged until  within  twelve  and  one-half  centimetres  of  the  ex- 
ternal orifice  and  one  side  of  the  wax  tip  showed  several  deep 
gouges. 

Another  class  of  cases  in  which  the  X-ray  diagnosis  is  often 
made  with  difficulty,  but  which  are  easily  accessible  to  the  wax- 
tipped  bougie,  is  that  of  stout  people  where  the  entire  thickness 
of  the  abdomen  over  the  regions  to  be  photographed  is  over  nine 
inches.  In  such  cases  the  shadow-throwing  power  of  the  ray  is 
impaired  by  the  distance  of  the  tube  as  well  as  by  the  distance  of 
the  plate  from  the  stone,  and  the  danger  from  its  use  is  enhanced 
by  the  closer  proximity  to  the  body,  the  patient  being  more  liable- 
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to  be  burned.  I  had  an  interesting  case  of  this  kind  in  associa- 
tion with  Dr.  Halsted  (loc.  cit,  Case  8).  The  patient,  a  very 
stout  woman,  had  a  calculus  in  the  left  kidney,  as  revealed  by 
scratch-marks  on  my  wax-tipped  bougie.  Dr.  Halsted  made  an 
incision  in  the  side,  exposing  the  kidney,  and  opened  its  pelvis 
through  the  dorsum;  being  unable  to  discover  the  calculus,  he 
freely  incised  it  from  end  to  end,  and  was  still  unable  to  find  the 
stone.  As  I  was  at  the  hospital  at  the  time  he  was  operating,  he 
requested  my  services  in  consultation.  Feeling  sure  of  the  diag- 
nosis based  on  the  scratch-marks,  and  at  the  same  time  satisfied 
that  the  calculus  could  not  still  be  lodged  in  the  kidney  after  so 
thorough  an  investigation,  I  heated  the  wax  mass,  dipped  the  tip 
of  the  catheter  into  it.  and  then  carried  the  catheter  with  its 


Fig.  1. 


Fig.  2. 


coated,  polished,  easy-to-be-scratched  surface  down  the  ureter  in 
a  retrograde  direction  from  the  pelvis  of  the  kidney  to  the  blad- 
der. Upon  withdrawal  of  the  catheter  scratch-marks  were  plain- 
ly found  again,  and  upon  a  careful  vaginal  examination  the  eal- 
culus  was  felt  through  the  left  vaginal  vault,  lodged  in  the  ureter 
in  front  of  the  broad  ligament.  At  Dr.  Halsted 's  request  I  then 
made  a  longitudinal  incision  through  the  vagina  and  through  th*1 
ureter  and  removed  the  calculus.  The  linear  wound  was  drained, 
but  soon  closed  spontaneously,  and  she  left  the  hospital  com- 
pletely recover"*  1. 

A  further  case,  showing  still  better  the  value  of  the  wax-tipped 
bougie,  was  a  patient.  59  years  of  age,  with  severe  renal  crises. 
When  she  first  came  to  me  I  passed  in  the  wax-tipped  catheter 
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and  secured  at  once  the  distinct  wax-marks  or  gouges  as  shown 
in  Fig.  1.  An  X-ray  examination  was  then  made  for  confirma- 
tory diagnosis,  but,  owing  to  the  stoutness  of  the  patient  and  the 
character  of  the  stone  (uric  acid  and  urates),  no  satisfactory 
shadow  was  obtained ;  the  utmost  that  could  be  said  was  that,  in 
view  of  having  secured  the  scratch-marks,  there  was  a  spot  in  the 
region  of  the  pelvis  of  the  kidney  which  might  be  viewed  with 
suspicion.  In  order,  then,  to  render  assurance  doubly  sure, 
I  passed  up  another  wax-tipped  bougie  with  the  result  as  shown 
in  Fig.  2. 

At  the  operation  the  kidney  was  opened  and  its  pelvis  thor- 
oughly explored,  but  no  stone  could  be  found.  Four  weeks  later, 
during  the  convalescence,  however,  after  a  series  of  attacks  of 
pain  following  the  direction  of  the  ureter,  a  stone  was  found  be- 
tween the  lips  of  the  labia  majora  just  outside  of  the  urethra. 
Since  that  time,  now  two  months  ago,  the  patient  has  been  en- 
tirely free  from  pain  and  has  recovered  from  her  right  side 
pyelonephrosis. 

I  would  further  record  a  case  of  right  renal  crises  which  I  ex- 
amined by  the  wax-tipped  catheter,  passing  the  instrument  up 
both  ureters  and  finding  no  scratch-marks.  I  injected  the  right 
kidney  through  the  catheter,  over-distending  it,  and  this  brought 
on  a  typical  attack  of  the  characteristic  pain,  demonstrating  be- 
yond doubt  that  the  pains  felt  in  the  side  were  due  to  renal  crisis. 
An  X-ray  picture  showed,  to  our  astonishment,  the  right  side 
free,  but  a  small  calculus  in  the  left  ureter  down  in  the  bony 
pelvis.  I  at  once  made  a  vaginal  examination  and  found  a 
phlebolith,  about  five  millimetres  in  diameter,  in  the  left  vaginal 
vault. 

To  recapitulate  briefly,  the  wax-tipped  bougie  as  a  means  of 
diagnosing  stone  in  the  urinary  tract  still  has  a  field  for  itself, 
under  the  following  conditions : 

(a)  The  scratch-marks  afford  a  valuable  confirmation  of  the 
findings  of  the  X-ray  plates. 

(b)  The  wax-tipped  catheter  serves  to  distinguish  phleboliths 
about  the  vault  of  the  vagina  and  in  the  pelvic  veins  from 
ureteral  calculi. 

(c)  In  the  cases  of  stout  women,  where  the  X-ray  findings  are 
unsatisfactory  and  the  repeated  use  of  the  X-ray  is  dangerous. 

(d)  In  cases  of  uric  acid  and  uratic  calculi,  where  the  X-ray 
shadow  is  faint,  leaving  doubt  as  to  the  diagnosis. 

(e)  In  extemporized  hurried  investigations  when  the  X-ray 
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apparatus  is  not  conveniently  accessible,  and  more  especially  in 
retrograde  catheterization  from  the  pelvis  of  the  kidney  down- 
ward in  the  course  of  a  renal  operation,  to  determine  whether 
there  are  any  calculi  lodged  in  the  ureter. 

(f)  In  fibrous  or  old  inflammatory  thickenings  about  the  renal 
pelvis,  which  give  a  shadow  on  the  photographic  plate  exactly 
like  a  stone.  An  instance  of  this  kind  has  occurred  in  the  prac- 
tice of  Dr.  Doudas.  of  Nashville.  Tenn. 


THE  MEDICAL  SIDE  OF  GYNECOLOGY.1 


EDWARD    W.    JENKS.    M.D., 
Detroit,   Mich. 


I  have  been  prompted  to  write  a  brief  paper  on  the  subject 
announced,  and  dealing  only  with  generalities,  by  the  remark 
made  to  me  by  one  of  our  distinguished  Fellows,  that  "'there  is 
no  such  a  thing  as  medical  gynecology. ' ' 

We  all  know  that  since  the  organization  of  this  Society  the 
methods  of  the  gynecologist  have  changed,  great  advances  in 
surgery  have  been  made,  new  surgical  operations  have  been  de- 
vised, and  the  mortality  succeeding  surgical  procedures  greatly 
diminished.  The  general  surgeon  has  invaded  the  field  of  the 
gynecologist,  while  the  gynecologic  surgeon,  in  turn,  not  infre- 
quently operates  upon  anything  operable,  be  the  patient  male  or 
female. 

The  many  prolonged  lives  consequent  upon  the  evolution  of 
gynecologic  surgery  is  a  matter  for  congratulation  and  deserving 
of  the  highest  commendation,  nqt  alone  by  the  entire  medical 
profession,  but  by  altruists  also.  The  brilliant  achievements  of 
accomplished  abdominal  and  gynecologic  surgeons  have  had  an 
additional  effect  in  bringing  into  existence  many  surgical  and 
gy 1 1 ecological  neophytes  who  attempt  the  kind  of  professional 
work  that  only  masters  are  equipped  for.  Often  these  men  ac- 
quire an  excellent  surgical  technique,  but  wholly  ignore  valuable 
and  ancient  landmarks ;  they  are  men  to  whom  prognosis  is  a  lost 
art  and  diagnosis  is  only  determined  after  a  use  of  the  knife.     A 

'Read  at  the  mepting  of  the  American  Gynecological  Society  in  At- 
lantic City,  1902 
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few  years  ago  mutilation  of  women  by  surgeons  of  this  class  in 
every  hamlet  and  country  crossroads  was  of  common  occurrence. 
The  eclat  of  surgical  operations  put  conservatism  in  the  back- 
ground :  recoveries  from  operation  were  counted  as  cures,  but 
the  many  neurasthenic,  insane,  and  utterly  miserable  women, 
needlessly  or  too  much  operated  upon,  even  yet  continue  to  afford 
abundance  of  evidence  that  recovery  and  cure  are  not  synony- 
mous terms.  The  results  of  such  gynecologic  surgery  in  full 
swing  a  decade  ago  are  still  apparent,  as  there  seems  to  have 
grown  up.  in  consequence,  what  may  be  termed  a  new  school  of 
gynecologists,  who  look  upon  the  literature  of  the  past  as  rubbish, 
all  of  its  pathology  faulty,  and  its  teachings  pernicious.  To 
them  libraries  are  no  longer  of  value,  and  only  recent  publica- 
tions of  surgical  exploits,  damp  from  the  printer's  ink,  are 
worthy  of  consideration.  Materia  medica  comes  in  for  more  than 
its  share  of  ridicule  by  this  newest  school,  they  seeming  to  forget 
that  a  thorough  knowledge  of  the  treatment  of  diseases  of  women, 
which  implies  a  certain  degree  of  familiarity  with  materia 
medica.  is  an  essential  prerequisite  for  the  thoroughly  equipped 
gynecologist. 

The  distinction  of  making  many  surgical  operations  often 
brings  reputation,  and  pecuniary  compensation  out  of  all  pro- 
portion to  the  rewards  of  patient  labor  in  the  field  of  pathology 
and  therapeutics.  For  these  reasons  it  is  not  wholly  surprising 
that  medical  gynecology  has  failed  to  be  an  attraction  to  many, 
for  genius  has  exhibited  its  triumphs  more  frequently  in  surgi- 
cal gynecology. 

It  is  true  that  in  the  past,  in  private  practice  and  in  the 
medical  wards  of  our  hospitals,  many  gynecologic  cases  have  been 
treated  by  medicines  only,  and  have  died,  that  if  met  with  at  the 
present  time  would  be  treated  and  cured  by  surgical  means.  It 
is  also  true  that  many  gynecologic  operations  are  successfully 
made  by  general  surgeons,  but  that  does  not  make  them  accom- 
plished gynecologists. 

It  may  be  of  some  interest,  as  bearing  upon  this  point,  to  note 
that  one  of  our  Fellows  has  had  made  for  him  quite  recently  an 
investigation  of  the  results  of  a  year's  work  of  surgical  gynecol- 
ogy in  nine  large  hospitals,  and  that  the  mortality  of  the  cases 
in  the  hands  of  general  surgeons  was  6  per  cent,  while  in  the 
hands  of  gynecologists  it  was  3.8  per  cent. 

There  is  a  medical  side  to  gynecology  which  cannot  be  ignored, 
for  a  special  training,  together  with  a  thorough  knowledge  of 
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general  medicine,  are  essential  prerequisites  for  the  making  of 
the  ideal  gynecologist.  At  least  one-half  of  the  women  seeking 
for  advice  and  relief  for  disorders,  peculiar  to  their  sex  are  suffer- 
ing from  some  deranged  condition  of  the  eliminative  organs,  as 
shown  by  constipation  or  defective  elimination  of  solids  in  the 
urine.  Even  where  there  are  lesions  in  the  pelvic  organs,  no  re- 
lief from  distressing  symptoms  can  be  secured  until  underlying 
constitutional  causes  of  pain  and  general  poor  health  are  first 
ascertained  and  removed.  The  rheumatic  and  gouty  diatheses 
are  responsible  for  many  of  the  uncomfortable  and  distressing 
symptoms,  with  or  without  pathological  changes  within  the 
pelvis,  for  which  the  aid  of  the  gynecologist  is  sought.  There 
are  many  derangements  of  the  system  which  closely  resemble 
diseases  of  the  pelvic  organs.  For  instance,  pain  in  the  back, 
the  commonest  complaint  of  women,  may  be  due  to  coccygodynia, 
or  myalgia,  or  chronic  malarial  toxemia,  or  other  constitutional 
causes ;  pain  in  the  abdomen,  sometimes  attributed  to  the  ovaries, 
may  be  due  to  habitual  constipation  or  to  an  atonic  condition  of 
the  large  intestine. 

We  recognize  the  fact  that  chronic  constipation,  with  the  con- 
sequent pressure  upon  the  left  ovary,  is  one  of  the  most  frequent 
conditions  giving  rise  to  ovarian  pain  with  many  reflex  symp- 
toms, such  as  sympathetic  sciatica,  so  closely  resembling  ovarian 
disease  as  sometimes  to  be  thus  designated. 

Upon  another  point  it  has  recently  been  aptly  said :  "No  gyne- 
cologist of  experience  is  likely  to  undervalue  the  retroactive  effect 
of  the  nervous  and  mental  symptoms  upon  the  one  hand  with  the 
pelvic  organs  upon  the  other;  but  such  a  man  will  always  realize 
the  rarity  with  which  neurasthenia,  or  similar  affections  of  pelvic 
organs,  are  disassociated  from  distinct  pelvic  symptoms."1 

Hepatic  disorders  may  frequently  be  mistaken  for  uterine, 
while  the  reverse  holds  true.  Other  constitutional  diseases  com- 
ing under  the  care  of  the  gynecologist  because  the  subjects  are 
women,  with  symptoms  indicating  some  pathological  changes  in 
the  pelvic  organs,  require  no  surgical  interference,  but  medicinal 
treatment  only.  Other  conditions  frequently  arise  where  a  clear 
and  definite  acquaintance  with  the  diseases  of  the  chest  and  a 
practical  knowledge  of  auscultation  and  percussion  are  essential 
to  a  complete  diagnosis.  •  Many  of  the  disorders  of  menstruation 
can  be  best  treated  medicinally— and  that  they  are  common  no 
one  can  gainsay. . 

2Dr.  Edward  Reynolds. 
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It  is  not  my  purpose  in  this  paper  to  attempt  to  specify  diseases 
or  conditions  for  which  medical  treatment  rather  than  surgical 
promises  the  best  results. 

I  am  convinced  that  some  of  the  medical  schools  are  somewhat 
responsible  for  the  neglect  of  medical  gynecology.  Surgical 
technique  is  taught  in  all  its  refinements,  but  symptomatology, 
differential  diagnosis,  and  the  treatment  of  diseases  of  women 
amenable  to  medicinal  remedies  cannot  receive  adequate  atten- 
tion in  the  brief  time  devoted  to  them,  if  one  can  judge  by  re- 
sults. I  have  myself  known  of  several  ordinary  practitioners 
of  medicine,  tiring  of  the  routine  of  general  practice,  to  spend  a 
few  weeks  taking  a  post-graduate  course  of  instruction  and  then 
announce  themselves  as  gynecologists.  They  had  the  best  of 
teachers,  from  whom  they  acquired  a  knowledge  of  technique  and 
surgical  operations  they  did  not  before  possess,  but  otherwise 
seemed  to  have  acquired  no  new  knowledge.  The  treatment  of 
disease  by  other  means  than  surgical  seemed  to  possess  no  attrac- 
tion for  them  and  was  of  minor  importance.  The  glamor  of 
gynecologic  surgery  had  obscured  the  commonplace,  but  equally 
important,  study  of  gynecologic  medicine. 

The  experience  of  all  gynecologists  who  are  not  interested 
solely  in  operating  will  bear  out  the  assertion  that  the  first  es- 
sential qualification  to  successful  practice  in  this  specialty  is  a 
wide  and  extensive  knowledge  of  disease,  but  more  especially 
chronic  constitutional  disorders. 

It  is  true  that  gynecology  is,  in  part,  surgical,  and  without 
surgery  it  would  be  relegated  to  the  position  it  occupied  three- 
fourths  of  a  century  ago.  Surgical  procedures  are  in  many  ways 
more  satisfactory  than  other  methods  of  treating  disease,  by 
reason  of  the  brilliancy  of  execution  and  the  more  speedy  cer- 
tainty of  results— to  say  nothing  of  higher  remuneration.  But 
in  all  candor  may  it  not  be  asked,  "Are  not  surgical  matters 
being  cultivated  to  the  exclusion  of  medical?"  Pathology, 
symptomatology,  diagnosis,  prognosis,  together  with  clear  and 
definite  ideas  of  the  physiological  action,  range  of  application, 
and  the  expected  results  of  medicinal  remedies  prescribed,  are 
as  essential  to  the  gynecologist  as  is  dexterity  in  surgical  oper- 
ations. 

Mill,  in  an  address  to  the  University  of  St.  Andrew  some  years 
ago,  said :  "  It  is  the  utmost  limit  of  human  acquirement  to  com- 
bine a  minute  knowledge  of  one  or  a  few  things  with  a  general 
knowledge  of  many."     This  general  knowledge  of  medicine  and 
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surgery,  and  the  application  of  it  in  his  special  work,  makes  the 
accomplished  and  skilful  gynecologist. 

"The  future  of  gynecology,"  very  aptly  says  Dr.  Reynolds 
in  his  recent  address  to  the  Maine  Medical  Association,  "lies  in 
the  careful,  thorough,  and  scientific  study  of  every  agency  which 
hears  upon  the  pelvic  organs  of  women,  and  of  all  the  agencies 
which  may  be  employed  for  the  relief  of  pelvic  disease,  medicinal, 
hygienic,  and  psychological,  as  well  as  the  merely  surgical." 

There  are.  for  obvious  reasons,  those  whose  entire  time  is  ab- 
sorbed by  operative  work,  and  who,  by  reason  of  their  surgical 
skill,  add  to  the  glory  of  gynecologic  surgery;  of  such  men  it  is 
unbecoming  to  say  a  word  in  derogation,  but  everything  that  is 
possible  in  commendation.  The  aim  of  this  brief  and  imperfect 
paper  is  not  to  criticise,  but  it  is  a  plea  for  the  medical  side  of 
gynecology  and  that  it  be  not  relegated  to  obscurity  in  our  zeal 
to  advance  gynecologic  surgery.  I  wish  also  to  enter  my  protest 
against  so  many  calling  themselves  gynecologists  who  plough  only 
in  one  furrow  of  the  field  of  gynecology,  while  the  field  itself  is 
only  a  part  of  the  great  domain  of  medicine  and  surgery. 

It  seems  to  me  proper  in  this  connection  to  say  a  few  words 
concerning  the-  function  of  this  Society  in  equalizing,  if  it  may 
be  so  termed,  the  practice  of  gynecology.  The  transactions  of 
this  Society  are  not  for  its  Fellows  only;  its  utterances  are 
authoritative,  for  within  its  fellowship,  from  its  organization  to 
the  present  time,  American  gynecology  has  had  its  best  repre- 
sentatives. Their  influence  is  educational  and  far-reaching  in 
moulding  the  thoughts  and  influencing  the  actions  of  very  many 
in  the  profession  Avho  aspire  to  perfect  themselves  in  practical 
gynecology. 

As  pertinent  to  my  theme,  I  conclude  by  quoting  from  the  ad- 
dress of  one  of  our  honored  Presidents,  who  during  his  lifetime 
was  distinguished  alike  for  his  skill  as  an  operator  and  the  pro- 
fundity of  his  knowledge  in  every  department  of  medicine : 

"This  Society,  as  the  name  in  its  broadest  sense  implies,  com- 
prehends all  that  pertains  to  obstetrics  and  the  diseases  peculiar 
to  women,  and  hence  have  to  deal  with  the  most  complex  struc- 
tures and  functions  manifested  in  the  universe.  It  follows, 
therefore,  that,  while  a  thorough  knowledge  of  the  special  subject 
is  an  absolute  necessity,  a  certain  familiarity  with  all  collateral 
branches  of  medicine  and  surgery  is  highly  essential  to  the  ac- 
complishment of  the  ends  and  aims  of  all  who  claim  fellowship 
here.     If  a  man  devotes  his  whole  time  to  the  practice  of  one 
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branch  of  medicine  or  surgery,  he  should  not  expect  to  be  ex- 
cused if  he  lacks  a  general  knowledge  of  all  the  great  principles 
of  the  science  of  medicine.     On  the  contrary,  the  one  is  required 
as  ;i  basis  for  the  other."1 
S4  Lafayette  avenue. 
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(With  three  illustrations.) 


The  specimen  herewith  exhibited  was  recently  presented  to 
the  writer  by  Dr.  James  A.  Campbell,  accompanied  by  the  fol- 
lowing history:  "The  mother  of  this  monster,  Mrs.  R.,  about 
40  years  old,  a  healthy,  robust  Russian  weighing  about  250 
pounds;  her  anatomy  was  normal;  Xlllpara  (five  miscarriages, 
six  full-term  children,  two  monstrosities).  Her  husband  is  a 
strong,  healthy,  hard-working  Russian,  a  metal-roofer  by  trade. 

"The  mother  reports  that  the  previous  (twelfth)  birth  was 
also  a  monster,  like  a  snake,  in  no  respect  resembling  the  genus 
homo  :  was  premature,  occurring  at  the  fifth  month. 

"This,  her  thirteenth  pregnancy,  was  at  full  term.  Labor 
occurred  on  March  10,  1901,  and  was  normal  in  so  far  that  it 
went  through  the  regular  stages,  but  the  midwife  in  attendance 
was  unable  to  deliver.  On  my  arrival  the  os  was  found  dilated 
and  a  hard  body  with  a  cavity  in  the  centre  presenting,  the  na- 
ture of  which  I  was  unable  to  determine,  but  supposed  I  was  deal- 
ing with  the  cranial  cavity.  The  sac  was  filled  with  cerebro- 
spinal fiuid.  By  judicious  traction  on  the  sac  delivery  was  soon 
accomplished.  At  no  time  was  any  brain  tissue  found  in  the 
liquor  amnii. 

' '  I  have  examined  all  the  monstrosities  in  the  various  museums 
in  Paris,  Dublin,  London,  etc.,  but  have  never  seen  anything  like 
this,  which  I  think  is  unique." 

This  specimen  is  remarkable  chiefly  from  the  absence  of  the 

Alexander  J.  C.  Skene.  Presidential  Address,  1887. 
-Presented  to  the  New  York  Academy  of  Medicine,  Section  on  Obstet- 
rics and  Gynecology,  March  27,  1902. 
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whole  of  the  right  half  of  the  trunk  and  upper  and  lower  ex- 
tremities, and  in  the  peculiar  curvature  of  the  trunk,  by  which 
the  left  lower  extremity  occupies  the  place  of  the  right  shoulder 
(Figs.  1  and  2).  This  process  of  non-development  on  the  right 
and  attachment  of  the  left  side  must  have  taken  place  very  early 
in  fetal  life  and  prior  to  the  fourth  week  of  gestation. 

The  head  presents  the  usual   features  common  to   anenceph- 
alics :  absence  of  calvarium.  cerebrum,  cerebellum,  and  medulla, 


Pig.  1. — Anterior  view. 


and  represented  only  by  a  fibrous  sac.  the  contents  of  which  have 
not  been  determined. 

The  face,  the  nose,  eyes,  mouth,  and  base  of  the  skull  are  those 
of  a  well-developed  child,  and  teeth  can  be  felt  and  seen  through 
tin-  gums  of  the  upper  jaw  (Fig.  1). 

A  depressed  nipple  occupies  the  site  of  the  left  breast,  and  a 
similar  depression  is  seen  on  the  lower  part  of  the  neck  of  the 
opposite  side. 

The  anal  opening  is  represented  by  a  shallow  dimple  at  the 
posterior  pari   of  the  rima.     On  the  inner  side  of  the  thigh  a 
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cutaneous  "tab"  marks  a  rudimentary,  unformed  scrotum  and 
determines  the  sex. 

The  extremities  are  those  of  a  well-formed,  fully-developed 
Ictus,  as  shown  by  the  following  measurements:  Trunk,  axilla 
to  groin,  7.5  centimetres.  Upper  extremity— arm  (length)  8, 
forearm  6.5  centimetres;  (circumference)  biceps  10,  forearm  10 
centimetres.  Lower  extremity  (groin  to  external  condyle)  15.5 
centimetres:  (circumference)  thigh  15,  calf  9  centimetres. 

The  X-ray  plate  taken  by  Dr.  W.  J.  Morton  is  the  result  of 


Fig.  2. — Posterior  view. 


exposing  the  specimen  to  a  moderately  soft  tube,  for  sixty 
seconds  by  the  stop-watch,  at  a  distance  of  twenty-two  inches. 
They  reveal  most  distinctly  the  humerus  articulating  with  the 
scapula ;  the  clavicle  in  its  normal  position ;  the  ulna  and  radius 
and  all  the  bones  of  the  hand  and  fingers  complete.  The  femur 
articulates  with  the  cotyloid  cavity:  the  ilium,  ischium,  and 
pubis  still  ununited.  The  tibia  and  fibula  and  the  carpal, 
mete  carpal,  and  phalangeal  bones  for  each  of  the  seven  toes  are 
quite  distinct  (Fig.  3). 
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On  the  left  (lower  i  side  the  ribs  present,  though  distorted  by 
the  abnormal  bending  of  that  side  of  the  trunk. 

The  base  of  the  skull  is  well  formed,  the  vertebrae  bent  into  a 
sickle  shape  with  its  convexity  toward  the  left. 

The  trunk  presents  but  one  opening,  the  umbilicus,  one-half 
inch  in  diameter  (Fig.  1).  On  introducing  my  little  finger  the 
heart  can  be  made  out  in  its  normal  position  and  of  usual  size — 
apparently  the  only  occupant  of  the  single  cavity,  there  being  no 
septum  to  distinguish  thoracic  from  peritoneal  cavity,  nor  are 
there  any  evidences  of  liver,  intestinal  tract,  or  lungs.     Under 


Fig.  3. — Radiograph. 

these  circumstances  it  was  impossible  for  this  fetus  to  live  after 
the  cord  was  severed. 

From  an  etiologic  standpoint  the  recent  statistics  of  Georghiu 
bearing  on  the  question  of  infection  of  the  parents  and  mal- 
t'nrniation  of  the  progeny  are  of  profound  interest.1  ''He  found 
that  there  was  scarcely  an  infant  showing  arrest,  of  development 
or  a  malformation  which  did  not  possess  a  mother  or  father,  or 
both,  suffering  from  some  infectious  condition,  such  as  typhoid 
fever,   tuberculosis,    scarlet    fever,   syphilis,    measles,    etc.     The 

'L'Obstetrique,  1900,  v..  p.  63;  American  Year  Book  of  Medicine,  1901. 
p.  310. 
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more  intense  the  infection  the  more  probable  was  it  that  the  in- 
fant would  show  malformations.  Multiple  malformations  gen- 
erally pointed  to  a  very  marked  maternal  infection.  The  in- 
fants were  generally  born  slightly  prematurely  and  below  weight. 
There  was  rarely  a  history  of  traumatism  or  of  maternal  im- 
pression, and  in  only  one  instance  was  there  consanguinity. 
Georghiu  thinks  that  there  is  undoubtedly  a  relation  of  canse  and 
effect  between  the  infection  and  the  .malformations,  but  there 
are  other  circumstances  which  intervene."  . 

Summarizing,  we  have  a  single  monster,  characterized : 

1.  By  defect:  (a)  absence  of  calvarium  and  brain  (anenceph- 
alus)  ;  (o)  absence  of  right  half  of  the  body  and  extremities; 
ihemisus)  ;  (e)  absence  of  lungs,  liver,  intestinal  tract,  and  gen- 
ital organs  (heart  in  normal  position)  ;  (d)  absence  of  dia- 
phragm; thoracic  and  peritoneal  cavities  one  sac. 

2.  By  abnormal  position :  left  hip  occupies  the  site  of  right 
shoulder. 

3.  By  numerical  excess:  seven  toes  (polydactyl). 

4.  By  deformity :  talipes  equino-varus. 
60  West  Fifty-sixth  street. 
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When  we  bear  in  mind  the  fact  that  in  many  instances  the 
diagnosis  between  true  and  false  pregnancy  is  by  no  means  easy, 
and  think  of  the  frequency  with  which  the  symptoms  of  gesta- 
tion are  either  simulated  or  obscured  by  disease,  not  to  mention 
the  possibility  of  the  condition  being  deliberately  and  wilfully 
feigned,  it  should  not  be  necessary  to  insist  upon  the  necessity 
of  greater  caution  than  is  sometimes  shown  by  medical  men  in 
answering  the  simple  query,  "Am  I  pregnant  or  not?''  Upon 
our  reply  to  that  apparently  innocent  question  may  obviously 

nRead  at  the  annual  meeting  of  the  Medical  and  Chirurgical  Faculty 
of  Maryland,  held  in  Baltimore.  April  22-24,  1902. 
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depend  the  good  name  of  a  young  woman,  the  happiness  of  a 
wife,  iir  the  reputation  of  a  physician.  Indeed,  there  is  perhaps 
no  complaint  which,  when  misunderstood  and  mismanaged,  may 
give  rise  to  greater  trouble  to  practitioner  as  well  as  patient  than 
pseudo-pregnancy,  and  none  in  the  diagnosis  of  which  mistakes 
are  more  commonly  made.  I  think  I  am  justified,  therefore,  in 
saying  that  the  subject  is  deserving  of  more  than  passing  atten- 
tion or  merely  theoretical  interest.  In  the  pre-aseptic  days,  be- 
fore the  present  perfected  technique  in  abdominal  surgery  had 
been  evolved,  and  when  operations  within  the  peritoneal  cavity 
were  attended  with  such  danger,  the  differential  diagnosis  of  preg- 
nancy was  a  matter  of  supreme  practical  moment.  The  surgeon 
who  opened  the  peritoneum  in  search  of  a  supposed  tumor,  only 
to  find  a  physiological  tumor — the  pregnant  uterus — had  oft- 
times  made  a  serious  and  costly  error.  At  the  present  day,  when 
exploratory  celiotomy  has  become  a  comparatively  safe  procedure 
and  is  so  often  employed  as  a  diagnostic  resource,  this  phase  of  the 
subject  has  far  less  practical  significance.  Conversely,  however, 
the  differentiation  of  the  various  intra-abdominal  and  intra- 
pelvic  conditions  which  may  present  a  more  or  less  complete 
mimicry  of  pregnancy  is  still  of  very  considerable  importance, 
involving,  as  it  does,  either  an  entire  omission  or  an  indefinite 
postponement  of  treatment  when  the  indications  for  remedial 
measures  may  be  imperative. 

In  view  of  these  facts,  and  of  the  scant  attention  accorded  the 
subject  in  the  obstetrical  and  gynecological  text  books,  I  have 
thought  that  it  would  not  be  unprofitable  to  bring  this  topic  be- 
fore the  Faculty.  If,  in  doing  so,  I  should  succeed  in  eliciting 
some  discussion  of  pseudo-pregnancy,  and  above  all  in  giving 
never  so  little  additional  emphasis  to  the  importance  of  being  less 
hasty  in  diagnosticating  pregnancy  where  in  most  cases  its  non- 
existence  can  be  easily  established,  my  purpose  will  have  been  ac- 
complished. 

Th.'  frequent  occurrence  of  pseudocyesis  as  a  climacteric  con- 
dition has  been  pointed  out,  especially  by  those  engaged  in  dis- 
pensa  ry  and  hospital  practice.  This  fact  may  have  led  some  who 
have  given  little  or  no  attention  to  the  subject  to  associate  it 
almost  exclusively  with  that  period  of  a  woman's  life.  Such  an 
impression  is  altogether  erroneous.  Pseudo-pregnancy  may  oc- 
cur at  any  period  from  puberty  up  to  and  beyond  the  menopause. 
I  need  only  refer  to   the   varied   forms   of   disease  by  which 
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pregnancy  may  be  counterfeited,  some  of  them  occurring  in  youth 
as  well  as  in  old  age.  Any  morbid  condition  which  causes  an 
enlargement  of  the  intraperitoneal  cavity,  such  as  ascites  and 
visceral  tumors,  and  especially  solid  and  cystic  growths  of  the 
uterus  and  the  ovaries,  may  give  rise  to  difficulties  in  diagnosis. 
Less  frequently,  physometra,  or  gaseous  distension  of  the  uterus, 
hematometra,  the  so-called  "phantom  tumor,"  and  molar  preg- 
nancy may  be  encountered.  In  some  of  these  conditions— such, 
for  instance,  as  hematometra,  myxomatous  mole,  and  intramural 
fibroid  tumors  of  the  uterus— not  alone  the  symptoms  but  many 
of  the  signs  of  normal  gestation  may  be  present  in  such  array 
that  the  most  careful  observations  and  the  most  thorough  diag- 
nostic skill  are  required  to  arrive  at  a  correct  conclusion. 

Of  the  differential  diagnosis  of  these  conditions  it  is  not  my 
purpose  now  to  speak,  particularly  since  it  must  be  said  that  they 
are  relatively  infrequent,  and  that  the  largest  number  of  cases 
of  false  pregnancy  are  found  in  women,  approaching  or  beyond 
the  menopause,  in  whom  there  is  no  gross  lesion  of  the  intra- 
pelvic  organs,  and  since  also  it  must  be  acknowledged  that  it  is  in 
just  such  cases  that  the  proper  diagnosis  can  most  easily  be  made. 
The  two  cases  about  which  I  shall  speak  belonged  to  this  class. 
One  of  them  was  Mrs.  C,  residing  in  the  southern  section  of  the 
city,  w7ho  called  me  from  the  house  of  a  neighbor  and  made  a 
statement  substantially  as  follows:  She  was  35  years  old;  had 
been  married  about  ten  years,  but  had  no  children.  Her  pre- 
vious personal  history  was  good  and  she  had  enjoyed  excellent 
health.  She  was  pregnant;  of  that  she  was  sure.  She  not  only 
felt  that  she  was  pregnant  herself,  but  a  physician  had  told  her 
about  three  months  previously  that  she  was  in  the  seventh  month 
of  gestation.  She  desired  to  consult  me  because  she  had  been 
suffering  greatly  with  gastric  disturbance,  had  little  or  no  appe- 
tite, could  not  sleep  at  night,  was  extremely  nervous,  and,  be- 
sides, the  movements  of  the  child  caused  her  a  great  deal  of  dis- 
comfort. Moreover,  the  time  of  her  expected  confinement  had 
already  passed  and  that  had  begun  to  create  no  little  anxiety. 
She  simply  wanted  to  know  what  was  wrong,  if  anything,  and  in 
what  way  relief  could  be  obtained.  In  reply  to  questions  from 
me  she  said  that  she  had  menstruated  regularly  up  to  ten  months 
before,  at  which  time  the  menses  became  very  scanty,  and  that 
they  had  finally  disappeared  entirely.  At  about  the  same  time 
she  began  to  suffer  from  nausea,  her  breasts  became  larger  and 
were  painful,  her  appetite  was  capricious,  and  her  nervous  sys- 
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tern  markedly  deranged.  Several  months  after  the  beginning  of 
the  symptoms  enumerated  (she  could  not  say  definitely  just 
when)  she  began  to  notice  the  movements  of  the  child,  which  had 
gradually  become  stronger,  until  at  that  time  they  were  ex- 
tremely vigorous  and  persistent.  About  this  time,  also,  her  ab- 
domen commenced  to  enlarge  and  had  continued  to  increase  in 
size  somewhat  rapidly.  Her  friends  had  noticed  the  marked 
change  which  she  had  undergone,  and  of  course  agreed  with  her 
physician  and  herself  that  she  was  pregnant  and  joined  in  the  de- 
lightful anticipation  of  her  approaching  maternity.  I  was  told 
by  a  mutual  friend  and  neighbor  that  unusual  preparations  had 
been  made  for  the  anxiously-awaited  event  and  that  baby  clothes 
in  great  abundance  had  already  been  completed. 

Such  were  the  circumstances  and  such  the  condition  of  the  wo- 
man at  the  time  of  my  call.  I  told  her  it  would  not  be  possible 
for  me  to  advise  her  intelligently  without  first  making  an  ex- 
amination, to  which  she  readily  consented.  Her  abdomen  was 
bared  from  symphysis  to  sternum  and  hastily  explored.  It  was 
quite  as  large  as  that  of  a  woman  at  the  end  of  pregnancy,  but 
was  not  tense.  The  enlargement  lacked  the  definiteness  of  out- 
line, the  prominent  ovoid  shape  which  we  are  accustomed  to  ob- 
serve in  advanced  gestation,  but  was  more  generally  distributed 
and  more  uniform.  The  umbilicus  was  not  prominent,  but  re- 
tracted ;  there  was  little  or  no  pigmentation  of  the  linea  alba,  and 
no  evidence  of  the  so-called  linea?  albicantes  or  stria?  gravidarum. 
Percussion  gave  a  note  that  was  flat  in  the  lower  portion  of  the 
abdomen  and  semi-resonant  above.  On  grasping  and  lifting  the 
abdominal  Avail  between  my  hands,  very  great  thickening  was 
made  out  and  much  of  the  swelling  disappeared.  Auscultation 
did  not  disclose  fetal  heart  sounds,  but  did  reveal  marked  gur- 
gling due  to  imprisoned  intestinal  gas.  On  making  a  vaginal  ex- 
amination my  reserved  diagnosis  was  abundantly  confirmed. 
The  vagina]  walls  were  not  discolored,  were  not  unusually  moist, 
thickened,  or  redundant,  and,  above  all.  the  cervix  was  long, 
conical,  and  hard.  On  pushing  the  cervix  backward  in  the  di- 
rection of  the  posterior  vaginal  fornix  and  lifting  it  up  on  my 
forefinger,  while  the  outstretched  fingers  of  the  other  hand  were 
as  far  as  possible  pushed  beneath  the  roll  of  fat  and  held  firmly 
against  the  lower  abdominal  wall,  I  was  able  to  palpate  the  body 
of  the  uterus,  which  was  apparently  undersized.  I  promptly 
told  Mrs.  ('.  thai  she  was  not  pregnant,  but  she  evidently  did  not 
believe  me;  so  I  suggested  that,  in  order  to  make  "assurance 
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doubly  sure,"  I  would  call  again  the  next  day.  bring  my  in- 
struments, and  give  her  an  even  more  thorough  examination.  To 
this  also  she  agreed.  However,  I  received  a  terse  note  from  her 
the  next  morning  in  which  she  said  that  it  would  not  be  necess;iry 
for  me  to  call  again.  Strange  to  say,  this  lady  was  visited  shortly 
afterward  by  a  prominent  physician,  who  also  eliminated  preg- 
nancy, but  advised  her  to  go  at  once  to  a  hospital  to  be  operated 
upon  for  an  ovarian  cyst.  She  followed  his  advice,  was  very 
properly  and  wisely  examined  under  anesthesia  at  the  hospital, 
when  it  was  discovered  that  the  so-called  cyst  had  "silently  stolen 
away."  The  diagnosis  was  eventually  made  of  a  premature 
menopause,  ;i  great  excess  of  abdominal  and  omental  fat,  and 
dystrypsia  associated  with  a  great  deal  of  gaseous  distension  of 
the  bowels. 

The  case  of  Mrs.  E..  living  on  Eutaw  street,  was  somewhat 
similar.  She  was  also  sterile,  about  32  years  of  age.  and  had 
menstruated  regularly  up  to  nine  months  before.  At  that  time 
she  stopped  menstruating  began  to  suffer  from  nausea,  noted 
enlargement  and  tenderness  of  the  breasts,  followed  some  months 
later  by  great  increase  in  size  and  what  she  assumed  to  be  fetal 
movements.  She  had  convinced  herself  and  her  husband  that  she 
was  pregnant,  and.  after  waiting  for  the  expiration  of  her  time, 
actually  believed  labor  to  be  coming  on  and  sent  for  a  monthly 
nurse.  Labor,  however,  did  not  progress  to  her  satisfaction,  and, 
after  several  days  of  anxious  waiting,  she  sent  for  me.  I  did 
not  examine  her  abdomen,  but  found  the  vaginal  indications  of  a 
non-gravid  uterus  sufficiently  definite  to  warrant  a  positive  con- 
clusion. The  vagina  was  pale;  the  cervix  was  small,  conical,  and 
firm:  and  while  the  uterus  was  not  clearly  palpable,  it  was 
evidently  nut  enlarged.  I  communicated  the  very  unpleasant 
information  to  her.  but  her  young  husband  had  been  so  anxiously 
and  so  cheerfully  awaiting  the  advent  of  an  heir  that,  after  my 
departure,  she  concluded  she  would  not  undeceive  him;  so,  with 
the  assistance  of  the  nurse,  and  in  his  absence,  she  procured  a 
young  baby,  which  he  found  on  his  return  snugly  ensconced  by 
her  side,  and  which  has  since,  so  far  as  I  know,  successfully  filled 
the  role  of  the  genuine  article— the  real  prince. 

It  is  remarkable  with  what  exactness  the  symptoms  of  preg- 
nancy may  be  counterfeited  in  many  of  these  cases.  Occurring, 
as  they  so  often  do,  in  women  who  are  approaching  either  a  pre- 
mature or  a  normal  menopause,  who  are  very  desirous  of  having 
offspring,  and  who  perhaps  have  familiarized  their  minds  with 
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everything  relating  to  the  subject,  it  is  not  surprising  that  the 
unwary  physician  is  made  to  share  in  the  opinion  so  confidently 
expressed  by  the  deluded  woman.  In  this  way  it  is  that  we  may 
have  not  only  the  various  nervous  and  sympathetic  disturbances 
supposed  to  indicate  pregnancy,  but  also  such  symptoms  and 
signs  as  morning  sickness,  enlargement  of  the  breasts  and  areolar 
papilla?,  and  even  the  secretion  of  a  lactescent  fluid.  If  at  the 
same  time  the  abdomen  becomes  gradually  increased  in  bulk, 
whether  from  an  excessive  deposit  of  fat  in  its  walls  and  in  the 
omentum,  from  intestinal  distension  caused  by  fetal  accumula- 
tions and  by  flatus,  or  from  any  of  the  various  diseased  condi- 
tions to  which  I  have  referred,  the  position  of  the  practitioner 
may  become  an  eminently  delicate  and  undesirable  one.  For  the 
same  reasons,  also,  it  can  truthfully  be  said  that  spurious  preg- 
nancy is  often  psychical  as  well  as  physical  in  its  origin. 

I  have  already  adverted  to  the  great  difficulties  which  may  be 
experienced  in  differentiating  various  disorders  from  true  preg- 
nancy, especially  early  pregnancy,  even  when  the  most  thorough 
physical  exploration  is  made  by  the  most  skilful  hands.  The 
class  of  cases  of  which  the  two  given  may  be  taken  as  examples 
is  not  so  difficult  of  recognition,  and  embarrassments  only  occur 
either  when  no  examination  is  made  at  all  or  when  perhaps  an 
incomplete  survey  of  the  breasts  and  abdomen  is  all  that  is  at- 
tempted. The  breast  signs  and  the  auscultatory  abdominal  signs 
should  not,  in  my  humble  judgment,  be  depended  upon  by  the 
average  practitioner,  since  the  sources  of  error  are  so  numerous. 
The  most  generally  valuable  and  reliable  diagnostic  test,  it  seems 
to  me,  is  that  afforded  by  a  properly  conducted  vaginal  and 
vagino-abdominal  examination,  telling  us,  as  it  does,  the  position, 
shape,  size,  and  consistence  of  the  cervix,  giving  us  valuable  in- 
formation in  regard  to  the  color  and  character  of  the  vaginal 
walls,  and  enabling  us  in  most  instances  to  map  out  with  greater 
or  less  definiteness  the  body  of  the  uterus. 

I  have  therefore  selected  my  two  cases  designedly,  belonging, 
as  they  do,  to  that  variety  of  pseudo-pregnancy  most  frequently 
met  with,  in  which  the  psychical  element  plays  a  conspicuous 
part,  in  which  the  physician  would  do  well  always  to  be  on  his 
guard,  and  in  which,  above  all,  the  results  of  simple  diagnostic 
methods  are  so  convincing  and  satisfactory.  To  epitomize  my 
remarks,  then,  or  rather  to  reduce  them  to  their  ultimate  analy- 
sis, would  be  to  say  that  my  experience  leads  me  to  believe  that  a 
closer  study  should  be  made  of  the  vaginal  indications  of  true  and 
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false  pregnancy,  that  a  greater  reliance  should  be  placed  upon 
such  indications,  and  that  a  more  frequent  resort  should  be  had 
to  the  vaginal  and  vagino-abdominal  method  of  examination  in 
cases  where  there  is  the  slightest  reason  for  the  entertainment  of 
a  doubt. 

412  Cathedral  street. 


CORRESPONDENCE. 


A  NOTE  ON  THE  OPERATION  FOR  CYSTOCELE 

DESCRIBED  IX  AMERICAN  JOURNAL  OF  OBSTETRICS,  JUNE,   1902. 


To  The  Editor  of  The  American  Journal  op  Obstetrics.,  etc. 


Sir: — A  further  experience  with  my  operation  for  cystocele, 
described  in  your  last  number,  demonstrates  two  great  advan- 
tages not  referred  to  in  the  original  description.  A  restoration 
of  the  muscle  of  the  urogenital  trigonum  (Waldeyer),  the 
homologue  of  the  compressor  urethral  in  the  male,  cures  the  dis- 
tressing incontinence  of  urine  with  which  so  many  middle-aged 
women  are  tormented.  Further,  the  repair  of  the  injury  to  all 
four  of  the  vaginal  sulci  makes  a  much  more  perfect  restoration 
of  the  vaginal  introitus  than  can  be  secured  in  any  other  way. 
In  the  average  case  the  oval  denudation  of  Martin  between  the 
triangular  denudations  in  the  anterior  vaginal  wall  may  be 
omitted.  Very  respectfully, 

B.  C.  Hirst. 

TRANSACTIONS  OP  THE 
AMERICAN  GYNECOLOGICAL  SOCIETY. 


First  Day — Morning  Session. 

The  Society  convened  in  the  ballroom  of  Hotel  Rudolph  under 
the  presidency  of  Dr.  Seth  C.  Gordon,  of  Portland,  Maine. 

An  address  of  welcome  was  delivered  by  Dr.  Philander  A. 
Harris,  of  Paterson,  N.  J.,  which  was  responded  to  by  the  Presi- 
dent. 

Dr.  Thomas  A.  Ashby,  of  Baltimore,  Md.,  reported  a 

CASE  OF   WANDERING   SPLEEN  PACKED  IN  THE  PELVIS,   COMPLICATED 
BY    TYPHOID   FEVER;    SPLENECTOMY,    WITH    RECOVERY. 

The  author  directed  attention  to  the  anatomy  and  function  of 
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the  spleen,  and  said  its  size  was  influenced  by  bodily  nutrition. 
the  organ  being  large  in  the  well-nourished  and  small  in  the 

1 fly-fed  individuals.     In  1887  MeCann  reported  19  eases  of 

splenectomy  with  13  recoveries.  These  eases  were  reported  by  18 
different  surgeons.  Sixteen  were  observed  in  women  and  3  in 
men.  In  properly  selected  eases  he  thought  there  was  no  doubt 
that  the  spleen  could  be  removed  with  as  gcod  results  as  those 
which  followed  the  removal  of  the  uterus,  the  ovaries,  or  the 
kidney. 

The  chief  interest  in  the  case  detailed  by  the  essayist  was  from 
th«'  standpoint  of  diagnosis.  The  patient,  a  young  woman,  had 
lived  all  her  life  in  a  malarial  section  of  country  and  had  had 
repeated  attacks  of  malarial  fever.  She  had  contracted  a  mal- 
arial spleen  which,  from  its  increased  size  and  weight,  had  ex- 
erted such  traction  upon  the  splenic  ligaments  as  to  permit  the 
spleen  to  wander  down  into  the  pelvis,  where  it  became  imparted 
behind  the  uterus  and  filled  the  pelvic  basin.  How  long  it  had 
remained  in  this  position  there  was  no  way  of  determining.  In 
the  meantime  she  became  infected  with  the  typhoid  organism  and 
developed  typhoid  fever.  In  the  initial  stage  of  the  disease  her 
temperature  took  a  high  range  and  pelvic  pains  were  soon  felt. 
I  I"i-  family  physician,  being  called  in  at  once,  palpated  the  ab- 
domen and.  finding  a  large  mass  in  the  pelvis  well  above  the  brim, 
with  marked  tenderness  and  high  temperature,  concluded  that  he 
had  a  large  inflammatory  tumor  to  deal  with.  At  this  time  there 
were  no  typical  symptoms,  and  there  were  no  typhoid  cases  in  her 
family  or  neighborhood.  He  at  once  brought  her  to  the  hospital 
fin-  treatment.  At  the  time  of  Dr.  Ashby's  first  examination 
the  physical  signs  were  markedly  those  of  an  inflammatory  mass 
in  the  pelvis.  There  was  pain  on  pressure,  a  doughy  sensation 
tn  the  touch,  and  the  skin  over  the  region  of  the  tumor  was  so 
vrt\  and  shiny  that  the  surface  indications  were  those  of  a  sup- 
purating mass  ready  to  break  through  the  skin.  When  anesthe- 
tized the  following  morning,  the  physical  signs  had  markedly 
changed,  and  his  diagnosis,  before  opening  the  abdomen,  was 
that  of  an  ovarian  cyst  or  myomatous  tumor.  He  determined  to 
make  an  incision  to  find  out  the  true  character  of  the  growth,  and 
to  remove  The  same.  As  soon  as  the  incision  was  made  the  spleen 
was  discovered  and  its  removal  at  once  decided  upon.  The  en- 
larged  size  of  the  organ,  lengtn  and  weakness  of  its  ligaments, 
made  an  attempt  at  its  restoration  and  attachment  to  its  normal 
position  a  matter  of  physical  impossibility.  The  only  safe  course 
was  in  remove  the  organ,  and  this  was  done  without  the  least 
difficulty,  as  its  pedicle  was  not  larger  than  one's  little  finger  at 
the  point  of  its  attachment  under  the  diaphragm.  It  was  ligated 
in  sections  and  the  stump  well  covered  with  peritoneum. 

'Idle  subsequent    1  ieh;i  vi'of  of  the  patient  's  t  emperatUfe  eould  UOt 

be  accounted  for  until  a  typical  typhoid  reaction  was  obtained 
some  six  or  seven  days  after  the  operation.  From  that  time  on 
the  typhoid  condition  was  regarded  as  the  primary  disease  and 
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was  treated  accordingly.  The  abdominal  section  presented  no 
features  to  occasion  the  least  alarm.  She  ran  the  regular  course 
of  the  fever  and  her  convalescence  was  uneventful.  Her  health 
since  her  recovery  has  been  much  better  than  prior  to  the  attack 
of  typhoid  fever. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  stated  that  he  had  re- 
ported a  case  in  the  Annals  of  Surgery  some  two  years  ago 
similar  to  the  one  narrated  by  the  essayist,  the  only  difference 
being,  so  far  as  he  could  judge,  that  there  was  no  history  of 
typhoid  fever  following  the  operation.  The  patient,  a  woman, 
was  admitted  to  the  hospital  about  eight  years  ago.  At  that  time 
he  discovered  that  she  had  a  mass  in  the  pelvis  which  felt  like  a 
soft  myoma,  with  symptoms  of  menorrhagia.  She  had  a  cystic 
ovary.  An  operation  was  done,  without  the  least  thought  of  the 
spleen  being  displaced.  It  was  found  and  left,  as  he  thought  it 
best  at  that  time  not  to  remove  the  spleen,  because  there  were  no 
symptoms  in  the  history  of  the  case  directing  his  attention  to  that 
organ,  and  he  thought  a  splenectomy  would  complicate  the  re- 
covery. A  large  cyst  of  the  ovary  was  removed:  the  patient  re- 
covered  from  the  operation  and  from  the  menorrhagia.  About 
five  years  later  she  was  readmitted  with  symptoms  of  peritonitis, 
and  a  large  tumor  filling  the  left  half  of  the  abdomen,  but  not 
extending  quite  as  high  as  the  ribs,  there  being  more  of  the  mass 
in  the  pelvis  than  under  the  ribs.  He  realized  then  that  the  wo- 
man had  a  large  growth  of  the  spleen.     Splenectomy  was  done. 

With  reference  to  splenectomy,  he  thought  there  was  no  longer 
any  danger  from  hemorrhage  in  properly  selected  cases.  This 
had  deterred  many  men  from  performing  the  operation.  In 
his  own  case  the  recovery  was  uneventful.  Patient  had  none  of 
the  so-called  symptoms  of  voracious  appetite,  and  she  had  re- 
mained in  a  normal  condition  ever  since. 

Dr.  William  T.  Howard,  of  Baltimore.  Md.,  said  that  the  paper 
of  Dr.  Ashby  proved  beyond  cavil  or  question  that  splenectomy 
was  a  dangerous  operation.  Of  9,361  gynecological  cases  at  the 
Johns  Hopkins  Hospital,  splenectomy  had  been  done  three  times 
successfully  by  Dr.  Kelly.  In  each  of  the  cases,  according  to  the 
report,  which  may  be  found  in  a  recent  number  of  The  Ameri- 
can Journal  of  Obstetrics  and  Diseases  op  Women,  an  incor- 
rect diagnosis  was  made.  In  one  case  the  spleen  was  mistaken 
for  a  cyst  of  the  kidney;  in  the  other  two  cases  it  was  mistaken 
for  an  ovarian  cystoma.  He  thought  the  diagnosis  could  have 
been  made  with  care  in  all  of  these  cases.  As  to  dislocation  of 
the  spleen,  it  did  not  follow  that  because  this  organ  was  dis- 
placed splenectomy  was  indicated.  He  held  that  it  was  not 
called  for  in  many  cases.  He  said  that  Dr.  William  Osier  speaks, 
in  the  fourth  edition  of  his  "Practice  of  Medicine,"  of  two  cases 
in  which  the  spleen  was  dislocated,  and  that  his  colleague,  Dr. 
Halsted.  had  pushed  the  organ  back  into  its  normal  position  and 
had  kept  it  there  by  bandages  and  gauze  packing  until  adhesions 
had  formed,  and  the  organ  had  remained  in  its  normal  position 
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for  eighteen  months  afterward,  in  these  two  cases,  so  that  it  did 
not  by  any  means  follow  that  because  a  spleen  was  dislocated  it 
should  be  removed.  He  was  inclined  to  think  that  there  was  too 
great  a  tendency  in  modern  times  to  resort  to  unnecessary 
operations. 

Dr.  A.  Lapthorn  Smith,  of  Montreal,  reported  a  case  of 
splenectomy,  the  operation  having  been  done  last  summer.  He 
said  there  was  no  possibility  of  an  error  in  diagnosis  in  this  case, 
because  the  spleen  was  so  large  that  it  could  be  lifted  up  and 
stood  on  itself  much  like  an  enormous  mushroom.  He  could  feel 
the  sharp  edge  of  it.  The  woman  was  watched  carefully  for  over 
a  year.  The  condition  of  her  blood  had  improved,  but  her  life 
was  rendered  miserable  by  the  size  of  the  tumor,  and  he  thought 
he  would  risk  performing  an  operation.  Splenectomy  was  done, 
which  proved  to  be  exceedingly  easy.  He  was  almost  certain  the 
woman  would  recover.  He  took  every  precaution  with  the  stump ; 
he  tied  it  in  two  halves ;  sewed  up  the  edge  with  running  catgut ; 
he  clamped  it  with  pressure  clamps,  so  that  he  was  almost  sure 
there  would  be  no  hemorrhage — yet  during  the  following  night 
hemorrhage  occurred  and  the  woman  died  at  5  o'clock  the  next 
morning.  He  opened  the  abdomen  and  found  about  twelve 
ounces  of  blood  in  the  abdominal  cavity.  He  did  not  feel  dis- 
couraged by  the  fatal  results  in  this  case,  and  in  a  similar  one  he 
would  again  resort  to  splenectomy. 

Dr.  R.  Stansbury  Sutton,  of  Pittsburg,  thought  in  suitable 
cases,  where  the  spleen  was  not  very  much  enlarged  and  wander- 
ing,  it  would  be  a  good  idea  to  open  the  abdomen,  seize  the  spleen 
and  rub  it  well  with  a  piece  of  plain  sterilized  gauze,  push  it 
back  into  place,  stitch  it,  and  trust  to  the  inflammation  excited 
by  the  rubbing  to  conduce  to  the  formation  of  adhesions  there; 
and  probably  it  might  have  a  good  effect  by  establishing  a  sort 
of  collateral  circulation  or  an  additional  circulation  similar  to 
that  which  we  were  able  to  get  by  uniting  the  omentum  to  the 
abdominal  wall  in  cases  of  abdominal  dropsy  due  to  disease  of 
the  liver.  This  was  merely  a  suggestion  that  had  occurred  to 
him.  Certainly,  he  would  try  this  in  preference  to  removing  a 
small  or  slightly  enlarged  spleen. 

Dr.  A.  Palmer  Dudley,  of  New  York,  had  seen  three  cases  of 
enlarged  spleen,  two  of  the  spleens  having  been  removed  by  him- 
self  and  the  other  by  a  fellow-practitioner.  One  was  the  case  of 
a  boy  from  whom  he  removed  the  spleen,  which  was  really  the 
result  of  leukemia,  as  he  afterward  learned,  and  lost  the  case. 
His  second  case  recovered,  it  being  one  of  prolapsed  spleen,  the 
organ  lying  behind  the  uterus.  The  third  case  was  supposed  to 
be  one  of  enlarged  cystic  tumor,  either  of  the  pelvis  or  of  the 
pancreas.  In  this  case  a. blood  test  was  taken  and  leukemia  was 
not  found  to  be  present.  He  made  a  diagnosis  of  sarcoma  of  the 
spleen.  The  right  edge  of  it  rested  on  the  right  iliac  fossa;  it 
filled  the  pelvic  cavity  and  extended  quite  up  to  the  diaphragm. 
In  order  that  he  might  not  make  a  mistake,  he  invited  a  colleague 
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to  examine  the  case,  and  he  had  a  blood  test  made  for  his  con- 
sultants. An  exploratory  incision  was  advised  and  made,  going 
down  nearly  to  the  median  line,  which  confirmed  the  diagnosis  of 
an  enlarged  spleen,  supposed  to  be  sarcomatous.  The  growth 
was  so  large  and  the  adhesions  so  extensive  about  it  that  he 
thought  he  would  sacrifice  the  patient's  life  in  removing  it. 
While  the  abdomen  was  open  he  thought  he  would  introduce  his 
hand  and  forearm  around  the  spleen  and  remove  some  of  the 
splenic  contents,  providing  it  were  cystic,  and  have  it  examined. 
So  he  took  a  hypodermatic  needle  which  is  used  in  cases  of  spinal 
anesthesia,  and  withdrew  about  half  an  ounce  of  the  contents  of 
the  spleen,  sent  it  to  the  Post-Graduate  Laboratory  for  exami- 
nation, and  a  diagnosis  was  made  of  sarcoma  of  the  spleen.  He 
sewed  up  the  abdomen,  expecting  that  the  patient  would  die. 
She  removed  to  Pennsylvania  shortly  afterward;  had  recovered 
from  the  exploratory  incision,  and,  much  to  his  surprise,  he 
asked  her  brother  about  two  months  ago  how  long  the  woman 
lived,  and  he  replied.  "She  is  perfectly  well,  and  is  visiting  over 
at  my  house  in  New  York  City." 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  had  learned  a 
valuable  lesson  in  operating  upon  a  leukemic  patient  with  a 
twelve-pound  spleen.  The  spleen  was  in  its  normal  position.  The 
woman  died  on  the  table.  Since  that  time  he  had  done  two 
splenectomies,  one  for  malarial  hypertrophy  and  the  other  for 
marked  idiopathic  hypertrophy.  As  regards  the  necessity  for 
an  examination  of  the  blood  previous  to  operation,  he  learned 
the  importance  of  this  in  his  first  case,  in  which  he  did  not  have 
a  blood  examination  made,  but  operated,  and  the  case  terminated 
fatally.  As  to  what  had  been  said  by  Dr.  Sutton  with  reference 
to  the  possibility  of  fixation  of  the  spleen,  he  thought  it  was  a 
questionable  procedure.  The  Germans  had  done  what  is  called 
splenopexy,  which  consisted  in  incising  the  peritoneum  and  mak- 
ing a  sort  of  sac.  putting  the  spleen  into  it  and  inserting  a  few 
sutures  on  the  edges  of  the  incision  to  hold  the  organ  in  place. 
This  held  the  spleen  out  of  position;  it  modified  the  circulation 
of  the  blood  to  such  an  extent  as  to  cause  trouble  in  the  spleen 
in  the  future. 

Dr.  Joseph  E.  Janvrix,  of  New  York,  recalled  a  case  that 
came  under  his  observation  some  three  years  ago  which  he 
thought  was  attributable  entirely  to  malaria.  The  spleen  weighed 
between  seven  and  eight  pounds.  He  had  no  difficulty  in  remov- 
ing the  organ.  The  patient  suffered  from  malarial  symptoms 
and  nothing  else,  except  from  the  extreme  size  of  the  spleen, 
which  caused  more  or  less  discomfort.  He  thought  there  was  not 
over  one  ounce  of  blood  lost  during  the  operation.  There  was 
apparently  no  shock.  The  patient  seemed  comfortable  after  be- 
ing placed  in  bed;  but  at  about  1  o'clock  the  following  morning 
he  was  hastily  summoned  and  found  the  patient  in  a  very  weak, 
prostrated  condition,  and  within  one  hour  she  died.  What  she 
died  from  he  did  not  know,  and  never  did  know.   In  opening  the 
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abdomen  after  death  he  found  that  everything  was  perfect  in 
the  abdominal  cavity  as  he  had  left  it.  He  attributed  death  to 
what  is  sometimes  called  secondary  or  surgical  shock. 

Dr.  A.shby,  in  closing  the  discussion,  said  that  the  physical 
signs  in  his  case  were  those  of  a  marked  cystic  or  soft  tumor. 
and.  with  the  high  temperature  which  the  woman  had  for  some 
davs.  lie  was  satisfied  that  there  was  some  inflammatory  condi- 
tion within  the  pelvis  and  therefore  made  an  exploratory  oper- 
ation. After  opening  the  abdomen  he  found  the  condition  of  the 
spleen  he  had  described,  with  the  long  pedicle,  and  the  question 
of  restoring  the  organ  to  its  former  condition  was  a  matter  of 
physical  impossibility,  and  the  only  thing  to  do  was  to  remove 
the  organ,  which  was  done. 

Dr.  Edward  W.  Jenks.  of  Detroit.  Mich.,  read  a  paper  on 

THE    MEDICAL    SIDE    OF    GYNECOLOGY.1 

Dr.  Howard  Reynolds,  of  Boston,  said  that  he  who  consid- 
ered the  whole  woman  as  well  as  the  case,  the  constitutional  con- 
dition as  well  as  the  lesion,  was  likely  in  the  end  to  be  the  most 
successful  man. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  said  that 
the  Society  had  had  several  papers  on  the  medical  side  of  gyne- 
cology since  its  organization,  and  it  took  a  brave  man.  in  the 
presence  of  so  many  surgeons  possessing  so  much  surgical  skill 
and  ambition,  to  say  a  word  on  the  side  of  medical  gynecology. 
Dr.  Barker,  in  his  inaugural  address  to  the  Society,  spoke  of 
medical  gynecology,  while  Dr.  Thomas,  in  his  presidential  ad- 
dress before  the  Society,  took  the  opposite  view.  Dr.  Skene  had 
even  written  a  book  on  the  subject  of  medical  gynecology.  He 
thought  it  was  true  that,  as  operators,  very  frequently  the  medi- 
cal points  in  connection  with  cases  were  neglected  to  the  injury 
of  the  patients.  The  gynecologist  was  startled  once  in  a  while 
by  hearing  that  a  patient  died  on  the  table,  and  hearing  the 
operator  say  afterward  that  proper  care  was  not  taken  in  deter- 
mining whether  the  patient  had  a  weak  heart  or  not,  or  in  mak- 
ing himself  acquainted  with  the  fact  as  to  whether  or  not  a 
weak  heart  existed.  Similar  complaints  were  made  relative  to 
tlie  kidneys,  their  condition  not  having  been  ascertained  previous 
to  operation,  lie  urged  that  greater  attention  be  paid  to  the 
medical  side  of  surgical  cases.    ' 

Dr.  George  J.  Engelmann,  of  Boston,  regretted  that  there 
were  noi  more  papers  read  bearing  on  the  medical  side  of  gyne- 
cology. Some  twenty  years  ago  he  was  severely  criticised  at  a 
meeting  of  the  St.  Louis  Medical  Society  for  saying  that  the 
future  of  gynecology  was  in  the  knife.  Unfortunately^  the  knife 
had  been  used  so  much  that  other  phases  had  been  neglected. 
He  thoughl  the  results. of  surgical  work  were  by  no  means  al- 
ways to  he  considered  successful  for  the  patient,  and  no  matter 
how  unattractive  other  phases  of  gynecology  were,  gynecologists 

'See  original  article,  p.  70. 
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would  have  to  devote  more  attention  to  them  in  the  future  than 
they  had  in  the  past. 

LACERATIONS  OF  THE  CERVIX  UTERI  AND  PELVIC  FLOOR. 

Dr.  W.  L.  Burrage,  of  Boston,  Mass..  read  a  paper  on  this 
subject  in  which  he  made  an  eloquent  plea  for  their  more  care- 
ful study,  their  diagnosis  and  treatment.  He  said  the  glamor  of 
successful  abdominal  surgery  had  left  the  less  dangerous  and 
less  showy  plastic  surgery  in  the  background. 

He  urged  the  members  of  the  Society  to  stand  by  the  prin- 
ciples enunciated  by  Emmet  and  to  devote  their  energies  to 
perfecting  details  of  operative  technique,  rather  than  to  invent 
or  advocate  operations  which  involved  principles  diametrically 
opposite  to  those  of  Emmet. 

Dr.  Walter  P.  Manton,  of  Detroit,  Mich.,  thought  the  ma- 
jority of  cases  of  laceration  of  the  cervix  that  came  to  the  gyne- 
cologist were  in  such  a  condition  that  an  amputation  of  the  cer- 
vix was  almost  necessary.  If  the  cicatricial  tissue  was  the  cause 
of  the  reflex  or  local  trouble,  the  gynecologist  should  not  only 
cut  out  a  wedge-shaped  piece  from  the  angles  of  the  wound,  but 
he  should  trace  the  ramifications  of  the  cicatrix  with  the  scissors. 
In  order  to  do  this  successfully,  one,  in  a  proportion  of  cases, 
almost  found  it  necessary  to  amputate  the  cervix. 

Of  the  reflex  phenomena  resulting  from  cervical  lacerations, 
he  had  had  abundant  opportunities  for  observation.  He  had 
operated  on  many  women  who  had  been  brought  to  the  verge  of 
insanity  as  the  result  of  chronic  lacerated  cervices;  he  had  oper- 
ated on  a  large  number  of  insane  women  who  had  been  ma- 
terially helped  toward  mental  recovery,  if  not  entirely  restored, 
and  he  did  not  think  he  exaggerated  the  importance  of  this  con- 
dition. He  had  found,  in  a  number  of  cases  of  laceration  of  the 
pelvic  floor,  very  little  laceration  of  the  perineum,  and  it  had 
always  seemed  to  him  that  the  most  important  function  of  an 
operation  was  to  bring  together  the  separated  or  lacerated  fibres 
of  the  levator  ani  muscle.  This  had  more  to  do  with  a  successful 
result  than  the  mere  union  of  a  tear  of  the  perineum. 

Dr.  Herman  J.  Boldt,  of  New  York,  said  the  essayist  had 
called  attention  to  the  repair  of  lacerated  cervices  by  means  of 
trachelorrhaphy  in  preference  to  amputation  of  the  cervix.  He 
thought  there  were  a  great  many  instances  where  trachelor- 
rhaphy was  not  applicable:  that  the  gynecologist  in  such  cases 
had  better  resort  to  cervical  amputation,  particularly  in  those 
instances  where  there  were  stellate  lacerations,  where  there  were 
large  em-vices  with  highly  inflamed  uteri  in  connection  with 
them. 

Dr.  Hunter  Robb,  of  Cleveland,  Ohio,  agreed  in  the  main 
with  the  essayist.  He  could  not  agree,  however,  with  the  inter- 
mediate repair  operations  recommended  by  Dr.  Dickinson  for 
either  complete  or  incomplete  tear  of  the  pelvic  floor,  of  the 
perineum,  or  of  the  cervix.   He  had  under  observation  a  number 
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of  cases  and  it  was  his  experience  that  when  operation  was  done- 
mi  mediately  after  labor,  particularly  in  cases  of  laceration  of 
the  perineum  or  of  the  pelvic  floor,  the  chances  of  infection 
were  much  less  than  when  the  gynecologist  waited  for  the  inter- 
mediate stage.  If  one  waited  for  the  intermediate  stage,  bac- 
terial decomposition  had  abundant  opportunity  to  take  place 
and  cause  the  tissues  to  break  down.  If  stitches  were  passed  in 
the  intermediate  stage,  the  tissues  would  be  found  to  be  ex- 
tremely friable,  and  the  chance  of  infection  would  be  much 
greater  than  when  the  repair  was  done  immediately.  The  dan- 
ger of  infection  was  much  greater  in  the  intermediate  stage 
than  in  the  early  or  late  repair  of  the  cervix  or  perineum. 

Dr.  Philander  A.  Harris,  of  Paterson.  N.  J.,  indorsed  the 
position  taken  by  the  essayist,  and  he  was  glad  to  know  that  he 
objected  to  doing  amputation  of  the  cervix.  He  had  a  case 
under  observation  at  the  present  time  which  he  had  tried  to  get 
better  by  other  means,  in  which  the  item  of  painful  menstrua- 
tion seemed  to  have  followed  amputation  of  the  cervix.  The 
removal  of  badly  diseased  tubes  afforded  no  relief,  and  a  serious 
dysmenorrhea  had  followed  cervical  amputation.  Another  case 
which  he  had  in  mind  presented  also  a  serious  train  of  symp- 
toms which  had  not  been  relieved  by  good  men  who  had  had  the 
case  under  their  care,  so  that  he  thought  amputation  of  the 
cervix,  as  it  was  practised  a  few  years  ago,  was  a  good  thing  to 
avoid  to  a  considerable  extent  in  the  future,  unless  there  were 
special  reasons  or  indications  for  its  performance.  A  mere 
laceration  of  the  cervix,  no  matter  if  the  rents  were  multiple, 
was  no  indication  for  lopping  off  a  considerable  part  of  the 
cervix  and  producing  so  much  mutilation. 

Dr.  I.  S.  Stone,  of  Washington.  D.  C.  spoke  of  cancer  in 
cases  of  laceration  of  the  cervix,  saying  that  the  essayist  had 
only  mentioned  it  as  a  possibility,  but  it  had  seemed  to  him  a 
very  important  matter.  The  other  day  it  was  brought  to  his 
mind  by  a  well-educated  woman,  who  had  referred  to  the  neglect 
of  a  very  excellent  practitioner  in  not  immediately  repairing  a 
Laceration  of  the  cervix  for  the  purpose  of  preventing  cancer. 
The  woman  referred  to  was  a  physician,  who  had  said  that  a 
practitioner  had  l>een  derelict  in  not  having  repaired  a  lacerated 
cervix  immediately  after  its  occurrence,  in  order  to  prevent 
cancel-  from  taking  place,  and  from  which  the  patient  was  now 
dying.  He  was  not  aware  that  the  pathology  of  cancer  had  been 
so  well  established  that  one  could  say  any  man  was  derelict  in 
the  performance  of  his  duly  for  not  making  an  immediate  re- 
pair of  a  lacerated  cervix.  However,  in  looking  over  his  experi- 
ence he  was  able  to  say.  thai  many  cases  of  carcinoma  began  in 
the  sulcus  or  little  tear  in  the  cervix.  He  would  be  very  glad 
to  have  an  expression  from  those  present  on  this  subject. 

Dr.  William- T.  Howard,  of  Baltimore,  did  not  think  it  was 
necessary  to  operale  for  the  repair  of  all  lacerations  of  the  cer- 
vix.   He  mentioned  the  case  of  a  negress  who  was  sent  to  him  a 
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number  of  years  ago,  she  having  been  delivered  of  a  hydro- 
cephalic child.  The  cervix  was  lacerated;  the  entire  vaginal  in- 
sertion was  torn  off  completely,  a  space  not  larger  than  his 
forefinger  left,  so  that  it  was  easy  to  see  the  viscera  behind  the 
uterus.  The  whole  vaginal  roof  was  covered  over  by  granula- 
tions. The  woman  was  in  no  condition  to  be  operated  upon.  He 
kept  her  in  the  hospital  under  antiseptic  treatment,  built  up  her 
general  health,  until  the  vaginal  insertion  had  become  united 
again  in  a  normal  way.  A  large  vesico- vaginal  fistula,  which 
extended  an  inch  and  a  quarter  from  the  urethra  up  toward  the 
vaginal  junction,  had  healed  entirely  with  the  exception  of  a 
small  space.  He  thought  many  cases  of  laceration  of  the  cervix 
occurred  in  which  healing  would  take  place  if  the  parts  were 
kept  clean  and  antiseptics  used,  such  as  carbolic  acid  in  two  and 
a  half  or  five  per  cent  solution. 

Dr.  Charles  Jewett,  of  Brooklyn,  emphasized  the  importance 
of  the  postponed  operation.  He  thought  every  obstetrician  must 
have  had  many  imperfect  results  from  attempts  to  repair  the 
pelvic  floor  immediately  after  labor.  It  had  been  his  practice 
in  hospital  cases  to  defer  operation.  He  had  not,  however,  found 
it  necessary  to  leave  it  four  or  seven  days.  He  thought  the  fol- 
lowing day  was  the  best  time  to  operate  for  the  repair  of  these 
lacerations.  He  had  operated  at  all  stages,  with  satisfactory 
results.  By  repairing  a  laceration  the  following  day  there  was 
very  little  danger  from  infection,  and  he  had  seen  no  objections 
to  the  method  of  postponed  operation  from  that  standpoint. 

Regarding  suture  material,  he  had  used  ten-day  chromicized 
catgut  almost  exclusively  of  late,  the  great  advantage  being  that 
it  did  not  have  to  be  taken  out.  It  was  a  decided  advantage 
•over  the  permanent  or  non-absorbable  suture. 

Dr.  A.  Palmer  Dudley,  of  New  York,  thought  it  was  an  easy 
matter  to  sewT  up  a  lacerated  cervix  of  any  extent  immediately 
after  delivery  or  as  soon  as  the  placenta  was  expelled.  Among 
the  reasons  given  by  him  were  that  a  six-  or  eight-pound  child 
had  dilated  the  pelvic  structures,  the  uterus  had  emptied  itself, 
and  the  broad  ligaments,  which  previous  to  delivery  were  ex- 
tensive, were  amenable  to  traction.  He  always  delivered  a  wo- 
man on  the  left  side  in  Sims'  posture,  and  the  patient  did  not 
change  this  position  until  the  cervical  injury  was  repaired. 
(Here  Dr.  Dudley  demonstrated  on  the  blackboard  his  method 
of  repairing  a  laceration  of  the  cervix.) 

Dr.  J.  Whitridge  Williams,  of  Baltimore.  Md.,  said  that  his 
experience  had  taught  him  that  it  was  inadvisable  to  operate 
for  the  repair  of  a  cervical  tear  immediately  after  labor,  unless 
there  was  considerable  hemorrhage.  When  there  was  consider- 
able hemorrhage  an  operation  should  be  performed  in  every 
instance.  The  genital  tract  of  a  woman  after  childbirth  should 
not  be  repaired,  unless  it  is  absolutely  necessary,  as  every  ex- 
ploration added  materially  to  the  danger  of  infection.  Lacera- 
tion of  the  perineum,  on  the  other  hand,  should  be  repaired  im- 
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mediately  after  childbirth,  unless  the  condition  of  the  woman 
is  too  serious  to  allow  it.  He  did  not  believe  in  the  intermediate 
operation.  If  a  primary  operation  could  not  be  done,  it  was 
much  better  to  let  the  woman  wait  until  the  end  of  three  or  four 
weeks  and  do  a  secondary  operation.  Then  we  had  a  condition 
of  affairs  which  was  favorable,  and  the  operation  would  un- 
doubtedly effect  the  desired  result.  If  a  secondary  operation 
was  done  the  parts  were  often  relaxed,  and  quite  frequently 
after  the  operation  was  completed  one  might  have  an  unsatis- 
factory result  and  be  compelled  to  do  the  operation  a  second 
time.  He  saw  a  woman  recently  whose  perineum  he  had  re- 
paired immediately  after  labor.  Healing-  had  taken  place  by 
first  intention:  yet,  in  spite  of  that  fact,  the  levator  ani  muscle 
had  stretched,  and  the  probabilities  were  that  in  the  near  future 
the  woman  would  need  another  operation. 

Dr.  J.  Riddle  Goffe.  of  New  York,  asked  Dr.  Williams  how 
many  of  his  primary  operations  on  the  perineum  he  regarded 
as  failures  because  some  of  them  had  to  be  done  a  second  time 
and  some  of  them  were  cured.  He  thought  much  depended  upon 
the  proportion  of  cures  and  failures  as  to  whether  the  eases 
should  be  let  go  for  a  secondary  operation.  Every  woman  who 
could  be  prevented  from  undergoing  a  secondary  operation  was 
saved  from  an  unfortunate  experience.  Personally,  he  was  a 
strong  believer  in  the  primary  operation. 

Dr.  Williams  said,  in  reply,  that  he  believed  every  perineum 
that  was  lacerated  should  be  repaired  immediately  at  the  close 
of  labor.  The  point,  he  desired  to  make  was  this :  that  instead 
of  getting  perfect  union,  so  far  as  healing  was  concerned,  the 
woman  a  month  afterward  very  frequently  would  have  a  relaxed 
outlet,  due  to  the  fact  that  the  operator  had  not  succeeded  in 
bringing  together  the  torn  fibres  of  the  levator  ani  muscle.  The 
parts  above  it  had  not  been  restored  to  their  normal  condition. 
No  one  insisted  more  on  the  necessity  for  immediate  operation 
than  he  did,  but  the  results  were  not  always  satisfactory. 

Dr.  Goffe  said  he  would  regard  an  operation  as  a  failure  if 
the  levator  ani  fascia  was  not  restored. 

Dr.  E.  E.  Montgomery,  of  Philadelphia,  stated  that  too  much 
importance  could  not  be  attached  to  the  Leaving  of  a  sufficient 
portion  of  undenuded  surface  to  prevent  subsequent  contraction 
which  took  place  in  the  progress  of  involution.  This  was  the 
greal  difficulty  in  the  earlier  primary  operations,  that  the  ori- 
fice was  so  contracted  that  there  was  subsequently  deficient 
drainage;  the  patient  suffered  from  secondary  conditions  which 
involved  the  tubes  and.ovaries  and  pelvic  peritoneum. 

lb-  could  not  agree  with  the  writer  as  to  the  infrequent  per- 
formance of  amputation  of  the  cervix  in  preference  to  trache- 
lorrhaphy. Where  a  laceration  was  extensive  and  Nature  had 
made  an  effort  to  repair  it,  where  there  had  been  a  large  amount 
of  cicatricial  tissue  deposited,  the  lips  widely  everted,  it  was 
.inst   as  important   to  remove  the  cicatricial  tissue  in  the  central 
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as  iii  the  lateral  surfaces.  Where  the  surfaces  could  be  brought 
together  by  sutures  a  marked  impression  was  made  upon  the 
central  portion,  giving  rise  to  subsequent  reflex  disturbance 
similar  to  that  induced  by  the  presence  of  cicatricial  tissue  in 
the  lateral  lines,  and  in  such  cases  he  thought  it  was  far  prefer- 
able to  resort  to  amputation  of  the  cervix.  In  such  an  amputa- 
tion, however,  it  was  not  necessary  to  do  extensive  removal  of 
issue,  but  to  remove  merely  the  cicatricial  tissue  at  the  expense 
of  the  inner  flap  and  leave  a  long  external  flap,  doing  practi- 
cally a  Schroder  operation  in  combination  with  that  of  Emmet. 

Dr.  Robert  L.  Dickinson,  of  Brooklyn,  said  that  one  of  the 
most  important  reasons  for  deferring  the  primary  operation  in 
cases  of  laceration  of  the  cervix  and  of  the  perineum  immedi- 
ately after  labor  had  not  been  mentioned.  All  were  agreed  as 
to  the  minor  injuries  of  the  cervix.  These  did  not  need  touch- 
ing. It  was  the  severe  injuries  that  required  operative  measures. 
A  minor  injury  of  the  perineum  could  be  repaired  without  an 
anesthetic.  A  severe  injury  of  the  cervix  extending  into  the 
broad  ligament  or  down  the  vagina,  or  a  severe  injury  of  the 
perineum  tearing  through  the  sphincter  ani,  needed  good  sur- 
gery, time,  anesthesia,  and  a  good  operator.  A  patient  who  had 
received  a  severe  tear  was  one  who  had  passed  through  a  severe 
labor,  who  was  exhausted  and  suffering  from  inertia  uteri,  and 
an  operation  performed  upon  such  a  patient  immediately  after 
labor  'was  usually  done  in  a  hurried  and  careless  manner.  It 
seemed  to  him  more  preferable  to  operate  the  next  day  or  three 
or  four  days  later,  when  thorough  and  careful  work  could  be 
done. 

Dr.  A.  Lapthorn  Smith,  of  Montreal,  said  he  was  frequently 
asked  by  women  in  his  office  whether,  if  they  had  their  cervices 
repaired,  he  could  give  them  a  guarantee  that  the  cervix  would 
not  be  torn  at  a  subsequent  confinement.  In  a  considerable  num- 
ber of  cases  in  which  this  accident  had  happened  at  a  subsequent 
confinement,  the  women  had  refused  to  undergo  another  oper- 
ation because  they  thought  there  was  no  use  of  having  it  done. 
These  women  had  also  heard  of  a  number  of  cases  of  severe 
labor  during  which  women  had  suffered  during  the  first  stage 
from  having  the  cervix  previously  sewed  up.  These  consider- 
ations had  induced  him  to  give  up  Emmet's  operation  for  lacer- 
ated cervix  if  the  woman  was  likely  to  have  children  again.  He 
expressed  himself  as  being  in  accord  with  the  essayist  that  there 
ought  to  be  decided  opinions  advanced  as  to  whether  a  lacer- 
ated cervix  predisposed  to  cancer.  He  was  perfectly  convinced 
himself  that  it  did,  and  he  thought  the  Fellows  could  not  make 
the  impression  too  widespread,  because  so  many  cases  of  cancer 
had  evidently  resulted  from  lacerated  cervices.  He  drew  atten- 
tion to  the  advantage  of  cervical  amputation  over  the  Emmet 
or  Schroder  operation  in  those  cases  where  there  was  great 
thickening  of  the  end  of  the  cervix. 

Dr.  William  E.  Ashton,  of  Philadelphia,  spoke  of  the  pre- 
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liminary  treatment  of  cases  of  laceration  of  the  cervix.  Pie 
red  that  if  treatment  were  directed  toward  the  hypertrophy 
of  the  cervix,  induration,  cystic  degeneration,  and  the  eroded 
condition  of  the  cervix — in  other  words,  pathological  conditions 
dependent  upon  cervical  laceration — for  several  weeks  prior  to 
deciding  upon  operative  measures,  in  a  number  of  cases  it  would 
not  be  necessary  to  do  trachelorrhaphy  or  resort  to  cervical 
amputation,  whereas  at  the  time  the  patients  were  first  seen 
either  one  of  these  measures  might  have  been  indicated.  There 
could  be  no  doubt  Avhatever  that  where  there  were  pathological 
conditions  of  the  cervix,  the  result  of  laceration,  the  Emmet 
operation  did  not  effect  the  best  results;  in  other  words,  he 
thought  there  was  no  use  of  repairing  a  cervix  if  it  was  the  seat 
of  cystic  degeneration.  Under  such  circumstances  operations  of 
the  Emmet  type  were  failures.  In  the  same  way  the  Emmet 
operation  was  not  indicated  in  a  case  of  indurated  or  hypertro- 
phied  cervix.  He  felt  reasonably  certain  that  if  many  of  these 
cases  were  properly  treated  for  weeks  by  the  means  familiar  to 
the  Fellows,  in  the  course  of  that  time  a  number  of  the  cases 
which  would  have  been  selected  for  cervical  amputation  orig- 
inally would  now  come  within  the  line  of  trachelorrhaphy. 

He  expressed  his  disbelief  in  the  immediate  operation  for 
lacerated  cervix,  also  in  the  intermediate  operation,  and  agreed 
with  Dr.  Williams  that  the  less  manipulation  done  high  up  in 
the  vaginal  canal  after  labor  the  better  for  the  patient,  on  ac- 
count of  the  danger  of  infection. 

Dr.  Francis  H.  Davenport,  of  Boston,  said  there  was  one 
point  with  reference  to  immediate  repair  of  the  perineum  that 
had  not  been  brought  out,  and  that  was  the  question  whether 
it  was  possible  to  completely  repair  the  perineum  at  that  time. 
His  experience  had  been  that  many  women  came  to  him  who  had 
been  handled  by  good  men  and  their  lacerations  sewed  up,  yet 
there  was  still  a  giving  way  or  loss  of  substance  of  the  perineal 
body,  due  to  the  separation  of  the  fibres  of  the  levator  ani  mus- 
cle. The  external  perineum,  so  to  speak,  had  been  repaired,  but 
other  tears  had  been  overlooked.  When  this  fact  was  told  wo- 
men, they  would  say,  "Doctor,  I  was  sewed  up  at  labor,"  and 
the  question  arose  whether  the  accoucheur  was  not  at  fault.  He 
did  not  think  the  accoucheur  was  at  fault,  because  there  were 
many  cases  where  it  was  impossible  to  demonstrate  a  lesion  or 
tear  at  the  time  which  occurred  subcutaneously.  There  was  a 
separation  underneath  the  mucous  membrane,  and  this  could 
not  be  repaired  accurately  at  the  time  of  labor.  To  get  the  ends 
of  the  muscles  and  fascise  together  would  require  considerable 
denudation  or  opening '  of  the  mucous  membrane,  which,  of 
course,  could  not  be  done,  so  that  many  of  the  cases  could  not 
be  adequately  repaired  at  the  time  of  labor,  but  must  be  re- 
paired at  a  later  stage.  He  did  not  think  an  intermediate  time 
—that  is,  a  time  within  a  few  days  or  even  a  few  weeks  after 
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labor— was  the  best  time,  as  the  tissues  were  not  in  a  condition 
favorable  for  the  best  healing. 

Dr.  Joseph  E.  Janvrin,  of  New  York,  spoke  of  the  occurrence 
of  cancer  as  a  result  of  laceration  of  the  cervix.  He  said  the 
question  of  cancer  at  the  present  time  was  one  concerning  which 
there  was  great  diversity  of  opinion.  However,  he  thought  the 
profession  was  fairly  well  agreed  that  any  injury  to  any  part 
of  the  uterus,  to  any  part  of  the  breast,  to  any  part  of  the 
glandular  structures  was  very  apt  to  be  a  provocative  cause  of 
disease,  and  that  disease  was  generally  of  a  malignant  type. 
Therefore  he  believed,  from  his  own  experience  and  observation, 
that  in  a  good  percentage  of  cases  of  lacerations  of  the  cervix 
we  ultimately  had  the  occurrence  of  carcinomatous  degenera- 
tion. This  degeneration,  however,  did  not  occur,  as  Dr.  Stone 
had  said,  in  the  sulcus  where  the  cicatrix  formed  any  more  than 
it  did  in  the  lacerated  lips  themselves.  He  thought  it  was  just 
as  likely,  perhaps  more  so.  to  occur  away  from  the  sulcus.  He 
never  performed  immediate  repair  of  the  cervix  except  in  cases 
of  considerable  hemorrhage.  He  agreed  with  Dr.  Williams  that 
in  perineal  tears  it  was  wise  to  operate  immediately,  and  when 
this  was  done  the  results  were  usually  successful. 

Dr.  R.  Stansbury  Sutton,  of  Pittsburg,  said  the  late  Mr. 
Lawson  Tait  used  to  say  that  there  was  no  surgical  operation 
so  worthless  as  Emmet  "s  cervix  operation,  and  twenty  years  ago 
there  was  not  an  operation  done  so  frecpiently  in  Germany  as 
hi  conical  section  of  the  lacerated  cervix.  Martin,  who  did  six 
or  eight  operations  a  day  sometimes,  in  answer  to  the  speaker's 
interrogatory  stated  that  he  had  seen  a  number  of  cases  where 
no  laceration  of  the  cervix  existed  and  where  the  patients  had 
not  previously  been  pregnant.  His  own  experience  had  revealed 
but  one  case  of  epithelioma  of  the  cervix  in  a  virgin.  With  that 
one  exception,  all  the  cases  of  epithelioma  of  the  cervix  which 
he  had  seen  had  been  associated  with  cervical  laceration.  He 
recalled  the  cases  of  several  women  whom  he  had  urged  to  have 
their  lacerated  cervices  repaired,  and  as  an  argument  he  said 
to  them  they  were  in  danger  of  having  cancer  later  on.  Three 
of  the  women,  who  had  refused  to  have  their  cervices  repaired, 
died  subsequently  of  cancer  of  the  cervix.  So  that,  in  his  opinion, 
cancer  of  the  cervix  was  associated  with  traumatism  of  the  cer- 
vix :  and,  so  far  as  he  knew,  the  disease  did  not  begin  in  the  ci- 
catricial tissue  in  the  cleft,  but  it  began  at  the  junction  of  the 
pavement  or  flat  epithelium  with  the  ciliated  epithelium  just 
at  the  margin  of  the  external  os  prior  to  the  laceration. 

Dr.  Burrage,  in  closing  the  discussion,  said  the  debate  had 
brought  out  one  fact  — the  importance  of  teaching  every  physi- 
cian who  confines  a  woman,  and  before  he  gives  up  the  case,  to 
make  a  diagnosis  as  to  the  condition  of  the  cervix  and  pelvic 
floor.  He  should  explain  the  condition  he  finds  to  the  patient 
and  advise  what  he  thinks  ought  to  be  done,  if  an  operation  be 
necessary,  and  should  not  leave  the  case  and  let  it  run  for  luck 
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and  later  on  have  the  case  pass  into  the  hands  of  some  other 
practitioner  or  specialist. 


First  Day— Afternoon  Session. 
SYMPOSIUM   ON   RBTRODISPLACEMENTS   OF   THE   UTERUS. 

Dr.  Matthew  D.  Mann,  of  Buffalo.  N.  Y.,  discussed  the 

ETIOLOGY,   PATHOLOGY,   AND   SYMPTOMS. 

He  believed  the  round  ligaments  were  important  factors  in 
holding  the  uterus  in  place,  and  that  they  acted  in  the  manner 
pointed  out  by  Kellogg.  If  the  ligaments  be  stretched  the  uterus 
fell  behind  the  centre  of  gravity,  and  the  round  ligaments  were 
not  able  to  pull  it  far  enough  forward,  so  that  intra-abdominal 
pressure  fell  on  the  posterior  wall  with  every  effort  to  increase 
backward  displacement;  and  as  time  went  on  the  case  became 
worse.  Weakening  of  the  pelvic  floor,  or  relaxation  of  the  pel- 
vic outlet  as  the  result  of  childbearing,  with  or  without  rupture 
of  the  perineum,  would  allow  the  uterus  to  sag  downward  and 
the  fundus  to  fall  backward.  Relaxation  of  any  of  the  supports 
of  the  uterus  tended  to  backward  and  downward  displacement 
of  the  organ,  and  if  the  ligaments  and  pelvic  floor  were  relaxed 
then  eventually  there  would  be  prolapse  to  a  greater  or  less  ex- 
tent, dependent  upon  the  amount  of  relaxation.  He  spoke  of  the 
utero-vesical  ligament  as  having  a  considerable  influence  in  pro- 
ducing uterine  displacement.  He  mentioned  other  factors  which 
caused  the  uterus  to  become  displaced  backward,  one  of  which 
was  rupture  of  the  perineum,  which  enabled  the  vaginal  walls  to 
sag.  If  these  came  down,  with  cystocele  or  rectocele,  then  the 
vaginal  wall,  dragging  upon  the  cervix,  would  pull  the  organ 
downward  and  tip  it  over  backward. 

In  displacement  of  the  uterus  the  circulation  and  nutrition 
of  the  organ  were  interfered  with,  so  that  in  a  short  time  the 
woman  would  get  a  chronic  congestion,  with  thickening  and  en- 
largement of  the  connective  tissue  of  the  uterus.  This  might 
be  called,  for  want  of  a  better  term,  a  chronic  metritis. 

Another  cause  of  displacement  of  the  uterus  was  laceration 
of  the  cervix,  which  allowed  the  organ  to  sink  down  into  the  pel- 
vis, to  turn  slightly  backward,  the  displacement  going  on  from 
bad  to  worse.  The  speaker  had  seen  two  cases  of  displacement 
of  the  uterus,  one  following  Avhooping  cough  in  an  adult,  the 
other  from  straining  at  stool.  In  the  latter  case  the  uterus  was 
forced  outside  of  the  body  from  constant  straining  at  stool,  al- 
though the  hymen  was  intact. 

As  regards  the  symptoms  of  retrodisplacement  of  the  uterus, 
among  them  he  mentioned  backache,  bearing-down  pains  in  the 
pelvis,  etc.  He. did  not  believe  that  every  case  of  posterior  dis- 
placement of  the  uterus  caused  symptoms,  but  he  did  believe 
that    the    majority  of    cases  of  backward  displacement  of    The 
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uterus  did  produce  symptoms.  A  woman  with  a  backward  dis- 
placement of  the  uterus  would  not  continue  to  remain  well ;  she 
might  be  well  for  the  time  being,  but  eventually  he  thought  she 
would  suffer.  He  did  not  believe  a  backward  displacement  of 
the  uterus  could  exist  for  any  great  length  of  time  without  the 
woman  suffering  more  or  less.  Besides  the  symptoms  familiar 
to  the  gynecologist,  he  thought  there  were  a  great  many  reflex 
symptoms.  A  woman  with  a  retrodisplaced  uterus  might  suffer 
considerably  from  reflex  symptoms  without  the  presence  of  pel- 
vic symptoms.    He  cited  cases  in  point. 

Dr.  F.  H.  Davenport,  of  Boston,  followed  with  a  paper  en- 
titled 

NON-OPERATIVE   TREATMENT   OF   RETRODISPLACEMENTS   OF    THE 

UTERUS. 

The  author  discussed  three  points :  first,  the  methods  of  non- 
operative  treatment;  second,  the  indications  for  their  employ- 
ment ;  and,  third,  the  results. 

The  only  important  method  of  non-operative  treatment  was 
that  by  pessary.  Twenty-five  years  ago  it  was  practically  the 
only  method,  and  for  that  reason  it  was  developed  to  a  remark- 
able degree,  not  only  as  regards  the  variety  of  displacements, 
but  also  the  numerous  forms  of  pessaries  devised  for  their  re- 
lief. Massage,  electricity,  and  general  tonic  treatment  could  not 
properly  be  called  methods,  but  were  merely  adjuncts.  The 
choice,  then,  lay  between  treatment  by  operation  and  that  by 
pessary.  With  the  development  of  surgical  procedures,  that  by 
supports  was  thrown  into  the  background  and  neglected.  There 
were  cases,  however,  which  were  well  adapted  to  the  pessary 
treatment.  Such  were,  first,  cases  of  simple  retroverted  uterus 
without  complication,  which  had  presumably  lasted  only  a  short 
time ;  second,  retroversion  following  childbirth ;  third,  cases 
complicating  neurasthenia  as  a  result,  where  operation  was  in- 
advisable until  the  patient's  health  was  built  up. 

The  pessary  treatment  was  not  applicable  to  cases  in  young 
girls  where  local  treatment  of  any  kind  was  inadvisable,  to  cases 
complicated  with  lacerations,  or  to  cases  of  long  standing  where 
secondary  changes  in  the  circulation  of  the  uterus  had  followed. 
Many  of  those  which  should  be  operated  on  refused  operation 
and  chose  the  pessary.  What,  then,  were  the  chances  of  cure? 
The  writer's  own  statistics  had  shown  that  of  all  cases  treated 
by  pessary  about  one-third  were  cured,  either  anatomically  or 
symptomatically,  by  the  use  of  a  pessary  for  from  one  to  two 
years.  In  selected  cases  the  showing  would  be  far  better.  Such 
success,  however,  presupposed  close  study  of  the  case,  care  in  the 
selection  of  the  pessary,  and  constant  supervision  while  it  was 
worn. 

The  only  displacements  which  needed  correction  were  pro- 
lapse and  retrodisplaeements,  and  the  latter  might  be  usually 
corrected  by  one  of  two  varieties  of  pessaries,  the  Langford  and 
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the  Albert  Smith.    The  treatment  by  pessary,  therefore,  while  it 
should  be  scientific,  was  simple. 

Dr.  Clement  Cleveland,  of  New  York,  read  a  paper  on 

THE  ALEXANDER  OPERATION. 

The  author  described  this  operation  in  detail.  Although 
usually  performed  for  retrodeviations  of  the  uterus,  he  had 
found  it  useful  in  the  cure  of  forward  displacements.  The  se- 
lection of  cases,  however,  was  very  important.  In  cases  where 
adhesions  existed  it  was  better  to  follow  some  of  the  other 
methods  or  resort  to  the  vaginal  route.  In  cases  where  the  Alex- 
ander operation  was  not  indicated  he  preferred  the  operation 
devised  by  J.  Dougal  Bissell,  and  styled  by  him  "internal  short- 
ening of  the  round  and  broad  ligaments."  with  which  the  writer 
1  i;id  had  many  good  results. 

To  obtain  the  best  results  in  the  Alexander  operation  a  pes- 
sary should  be  worn  before,  and  for  two  months  after,  the  oper- 
ation. It  was  also  advisable  that  the  patient  should  wear  one 
for  a  few  months  after  confinement.  She  should  be  kept  in  bed 
for  three  weeks  a  iter  the  operation,  and  the  dressings  should 
be  changed  daily.  The  main  point  in  the  performance  of  this 
operation  was  to  reach  the  external  ring  with  a  clean  cut  from 
the  surface.  To  a  beginner  a  great  stumbling  block  was  the  mis- 
taking  the  superficial  fascia  for  the  aponeurosis  of  the  external 
oblique.  The  writer  believed  that  by  including  in  the  first  suture 
the  pouch  of  the  peritoneum  or  infundibuliform  process,  it  not 
only  strengthened  the  attachments  of  the  ligaments,  but  added 
to  the  support  of  the  uterus.  Sterilized  iron-dyed  silk  was  rec- 
ommended to  hold  the  ligaments.  Hernia  as  a  result  of  this  oper- 
ation was  rare.  and.  whim  met  with,  was  due  either  to  faulty 
technique  or  suppuration.  The  chief  causes  of  failure  were  (1  i 
suppuration  in  the  wounds,  and  (2)  the  too  tightly  tying  of  the 
ligament  sutures. 

In  comparison  with  other  methods,  the  writer  preferred  the 
Alexander  operation  for  an  uncomplicated  case  of  displacement. 
Tn  his  opinion  the  vaginal  method  of  operation  should  be  con- 
fined to  women  who  had  borne  children. 

ABDOMINAL    SUSPENSION. 

In  speaking  of  the  advantages,  disadvantages,  and  results  of 
suspension  of  the  uterus.  Dr.  Hunter  Robb.  of  Cleveland,  Ohio, 
insisted  that  suspension  and  fixation  were  not  interchangeable 
terms,  the  latter  procedure  being  always  undesirable. 

Before  we  were  able  to  speak  with  certainty  as  to  the  results, 
we  must  have  more  accurate  data,  which  could  only  lie  obtained 
by  a  more  rigid  classification  and  a  subsequent  analysis  of  suf- 
ficiently larg<  v  series  of  i  1  i  uncomplicated  cases  of  malposi- 
tion; (2)  those  cases  of  malposition  in  which  other  pathological 
conditions  were  present,  hut  in  which  the  malposition  was  the 
indication  for  operation:  (3)  those  cases  in  which  the  suspen- 
sion was  only  a  supplementary  operation. 
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Robb  believed  that  in  suspension  we  had  a  method  of  perma- 
nently relieving  a  large  percentage  of  patients  suffering  from 
obstinate  retroflexion.  Difficulties  in  future  pregnancies  were 
mainly  the  result  of  fixation  operations  and  not  of  suspension. 
Hernia  of  the  abdominal  wall,  adhesions,  and  localized  or  gen- 
eral sepsis  were  due  to  faulty  technique  and  should  not  occur. 

INTRA-ABDOMINAL  SHORTENING  OF  THE  ROUND  LIGAMENTS   PER 

VAGINAM  FOR  THE  CURE  OF  RETRODISPLACEMENTS 

OF   THE   UTERUS. 

Dr.  J.  Riddle  Goffe,  of  New  York,  read  a  paper  on  this  sub- 
ject. He  said  that  gynecologists  were  uniformly  agreed  that  the 
ligament  which  served  the  most  important  function  in  support- 
ing the  uterus  was  the  sling  of  tissue  reaching  from  the  promon- 
tory of  the  sacrum,  known  as  the  utero-sacral  ligaments,  to  the 
posterior  wall  of  the  cervix,  plus  the  utero-sacral  ligament  reach- 
ing from  the  anterior  wall  of  the  uterus  to  the  symphysis  pubis. 
This  was  reinforced  by  the  cellular  tissue  and  ligamentous  struc- 
ture in  the  base  of  the  broad  ligament.  So  long  as  the  utero- 
sacral  ligaments  retained  their  proper  tone  and  length,  swinging 
the  cervix  high  in  the  hollow  of  the  sacrum,  retroversion  of  the 
uterus  was  impossible.  It  was  for  some  malign  influence  affect- 
ing the  utero-sacral  ligaments,  therefore,  that  we  must  look  for 
the  cause  of  retrodisplacements  of  the  uterus,  and  it  was  con- 
sequently to  the  repair  or  the  recovery  of  function  in  the  utero- 
sacral  ligaments  that  gynecologists  must  look  for  restoration  to 
a  normal  condition.  Unless  the  indirect  result  of  any  operation 
for  maintaining  the  uterus  in  its  normal  position  was  to  enable 
the  utero-sacral  ligaments  to  involute  and  recover  their  tone  and 
sustaining  power,  that  operation  became  a  failure.  That  this 
could  be  secured  by  direct  operative  procedure  upon  the  utero- 
sacral  ligaments  themselves  he  was  convinced  from  his  experi- 
ence. 

The  next  most  favorable  tissue  to  utilize  for  this  purpose  was 
the  round  ligament.  This  was  attested  by  the  results  secured 
by  many  operators  upon  the  round  ligaments  in  various  ways. 
Alexander  and  others  had  demonstrated  that  the  round  liga- 
ments, when  shortened  at  the  external  abdominal  ring,  were 
efficient  in  maintaining  the  uterus  in  its  normal  position  when 
applied  to  cases  of  retrodisplacement  uncomplicated  by  inflam- 
matory process.  Olshausen  had  shown  that  the  round  ligaments, 
when  caught  up  near  to  the  uterus  and  attached  at  the  edges  of 
the  abdominal  incision,  were  efficient  and  satisfactory  in  restor- 
ing the  uterus  to  its  normal  position.  Wylie.  Mann,  and  many 
of  their  followers  had  experienced  complete  satisfaction  in  sim- 
ply doubling  the  round  ligaments  upon  themselves  and  stitching 
them  in  that  position  through  an  abdominal  incision.  Duhrssen, 
Wertheim,  and  Vineburg  had  presented  most  conclusive  statis- 
tics bearing  upon  the  efficiency  of  shortening  the  round  liga- 
ments through  a  vaginal  incision  by  catching  them  up  near  the 
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horns  of  the  uterus  and  stitching  them  into  the  vaginal  wall. 
The  same  German  operators,  Duhrssen.  Wertheim,  etc..  and.  in 
this  country,  Byford  and  the  essayist,  attest  to  the  equal  effi- 
ciency of  operating  through  the  anterior  vaginal  fornix  and 
doubling  the  ligaments  on  themselves  in  accordance  with  the 
Wylie-Mann  suggestion.  *  He  had  not  found  a  method  which  had 
given  him  such  universal  satisfaction  as  this. 

He  reported  130  cases  that  he  had  subjected  to  this  procedure 
during  the  past  sixteen  years,  and  he  knew  of  only  three  fail- 
ures: and  these  were  due  to  some  departure  from  the  regular 
procedure  in  which  a  modification  was  attempted.  Among  these 
cases.  10  were  known  to  have  become  pregnant  and  8  had  gone 
to  full  term,  the  pregnancies  resulting  most  comfortably  and  sat- 
isfactorily, tbe  uteri  retaining  their  normal  position  thereafter. 
Of  the  miscarriages,  one  was  in  a  syphilitic  negress,  and  in  the 
other  the  cause  could  not  be  learned. 

The  value  of  this  method  over  others  depended,  therefore, 
upon  the  general  question  of  the  superiority  of  the  vaginal  route 
of  attack  over  the  abdominal  route,  and  the  incomparably  wider 
field  of  application  as  compared  with  the  Alexander  operation. 

Among  the  author's  cases  he  found  six  of  congenital  retro- 
version in  young,  unmarried  women  whose  ages  ranged  from 
19  to  27  years.  In  these  cases,  although  the  vagina  was  small 
and  the  hymen  intact  in  all  of  them,  he  was  able  to  perform  this 
operation  and  effect  a  complete  cure  in  all. 

The  last  paper  of  the  symposium  was  read  by  Dr.  J.  Wesley 
Bovee.  of  Washington,  D.  C,  entitled 

OPERATIONS  ON  THE  UTERO-SACRAL  LIGAMENTS  IN  THE  TREATMENT 
OP  RETROVERSION  OF  THE  UTERUS. 

He  recounted  briefly  the  surgical  treatment  of  the  utero- 
sacral  ligaments]  His  first  operation  for  shortening  the  utero- 
sacral  ligaments  through  the  vagina  was  done  June  28.  1897, 
and  since  that  time  he  had  had  seven  other  cases,  all  successful. 
By  the  abdominal  route  he  began  shortening  these  ligaments 
February  21.  1900,  and  since  then  on  three  other  occasions  had 
the  operation  been  done. 

The  method  of  shortening  these  ligaments  through  the  vagina, 
as  he  had  planned  and  practised  it,  was  to  place  the  patient  in 
the  extreme  lithotomy  or  Simon's  position,  and.  with  a  self- 
retaining  perineal  retractor  in  place,  the  posterior  lip  of  the 
cervix  is  grasped  with  a  vulsella  forceps  and  drawn  forward. 
The  anteroposterior  incision  is  made  through  all  the  structures 
of  the  posterior  vaginal  fornix,  except  the  peritoneum,  and  ex- 
tending approximately  from  the  cervix  to  the  rectum.  By  care- 
ful dissection  the  ligaments  are  brought  plainly  into  view.  Then, 
grasping  one  of  them  with  a  forceps  midway  between  the  ex- 
treme points  to  be  united  and  loosening  the  traction  on  the  cer- 
vi\  at  the  same  time,  the  fold  of  the  ligament  is  brought  down 
into  the  vagina :  then  a  curved  needle,  armed  with  kangaroo  ten- 
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don,  is  passed  through  the  ligament  at  the  extreme  points  noted, 
and  another  through  the  loop  thus  formed  and  through  the  pos- 
terior portion  of  the  cervix  below  the  insertion  of  the  ligaments. 
"When  the  other  ligament  has  been  treated  in  a  similar  manner, 
the  two  deep  sutures  are  tied  and  then  the  others.  The  wound 
is  now  spread  well  open  and  the  two  ends  of  it  approximated 
by  a  continuous  kangaroo-tendon  suture.  "When  the  wound  is 
closed  it  appears  to  have  been  originally  a  transverse  one.  Some- 
times the  writer  had  modified  it  by  separation  of  the  anterior 
vaginal  wall  from  the  uterus  and  converting  the  wound  into  a 
longitudinal  wound  or  by  transplanting  the  wall  higher  on  to 
the  uterus.  When  adhesions  have  been  thought  to  exist  in  the 
retrouterine  space,  the  cul-de-sac  has  been  entered  and  the  ad- 
hesions separated.  In  all  instances  he  had  shortened  the  round 
ligaments  through  the  anterior  fornix. 

By  the  abdominal  route  the  plan  he  had  followed  was  to  use 
the  Trendelenburg  position,  remove  the  intestine  and  omentum 
from  the  pelvis,  and  by  the  use  of  a  specially  long  retractor 
hold  the  uterus  and  appendages  well  forward  and  upward.  Then, 
tracing  the  utero-sacral  ligaments  with  the  fingers  to  properly 
locate  them,  a  longitudinal  incision  is  made  through  the  peri- 
toneum near  the  inner  margin  of  one  of  them.  The  ligament  is 
then  partially  dissected  loose  and  is  treated  much  as  by  the 
vaginal  route.  The  peritoneum  is  closed  by  a  purse-string  su- 
ture or  by  the  plan  of  closing  the  vaginal  wound.  The  other  side 
is  similarly  treated  and  the  abdomen  closed.  He  had  in  a  few 
instances  shortened  the  round  ligaments  at  the  same  sitting. 
The  results  of  the  various  operations  for  shortening  the  utero- 
sacral  ligaments  were  good.  The  author's  own  work  in  short- 
ening the  utero-sacral  ligaments  consisted  of  eight  vaginal  and 
four  abdominal  operations.  As  to  the  advantages  of  the  oper- 
ation, the  extraperitoneal  shortening  of  these  ligaments  with 
the  adjoining  portion  of  the  vaginal  wall  was  practically  devoid 
of  danger  and  was  frequently  indicated. 

The  abdominal  route  was  less  frequently  required;  yet,  with 
the  abdomen  open,  perhaps  for  some  other  purpose,  shortening 
of  these  ligaments  would  be  very  little  extra  risk  for  the  pa- 
tient or  extra  tax  upon  the  part  of  the  surgeon.  It  did  not  have 
the  same  conditions  incident  to  ventrosuspension  and  ventro- 
fixation which  were  considered  by  some  as  real  dangers,  and  it 
was  supporting  Nature's  supports  to  this  important  reproduc- 
tive organ. 

(To  be  continued.) 
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OBSTETRICAL  SOCIETY  OF  LONDON. 


Meeting  of  April  2,  1902. 
Th<  President,  Peter  Horrocks,  M.D..  in  tin   chair. 

PRIMARY    TUBERCULOSIS    OF    THE    CERVIX    SIMULATING    CANCER. 

Dr.  A.  H.  X.  Lfavers  read  a  paper  on  a  case  of  primary 
tuberculosis  of  the  cervix  simulating  cancer,  and  which  he  had 
treated  by  vaginal  hysterectomy. 

The  patient  was  a  married  woman.  36  years  of  age.  who  had 
never  been  pregnant.  For  nine  months  before  she  came  under 
observation  there  had  been  a  vaginal  discharge  which  was  blood- 
stained and  slightly  offensive.  Bleeding  had  been  noticed  after 
coitus  and  also  after  using  a  vaginal  syringe.  She  had  had 
alight  pain  in  the  left  iliac  region  for  about  five  months.  This 
did  not  appear  to  have  been  at  all  severe.  The  catamenia  had 
been  regular,  lasting  three  or  four  days  only,  and  not  attended 
by  any  special  pain.  The  patient's  general  health  had  been 
good  up  to  twelve  months  before  she  came  under  observation. 
Then  she  found  herself  beginning  to  get  weak  and  disinclined 
for  exertion,  and  to  suffer  from  the  local  symptoms  above  men- 
tioned. She  did  not  think  she  had  lost  flesh.  One  of  her  aunts 
died  of  consumption,  but  otherwise  the  family  history  was  unim- 
portant. 

On  vaginal  examination  the  condition  of  the  vaginal  portion 
of  the  cervix  seemed  identical  with  what  is  found  in  many  cases 
of  cancer.  The  vaginal  portion  appeared  to  be  the  seat  of  "a 
growth"  which  was  friable  and  bled  readily  on  examination. 
The  uterus  was  freely  movable.  Believing  that  the  case  was  one 
of  cancer  of  the  cervix  suitable  for  radical  operation,  he  per- 
formed vaginal  hysterectomy  on  January  30,  1896.  The  pa- 
tient made  a  good  recovery.  He  had  seen  her  several  times  since, 
and  had  a  letter  from  her  on  November  '_'().  1901,  in  which  she 
said  that  she  "enjoys  fairly  good  health  and  has  had  no  return 
of  the  bleeding.  '* 

While  she  was  in  the  hospital  there  was  no  evidence  of  any 
disease  in  other  organs. 

When  portions  of  the  supposed  malignant  growth  were  sent 
to  the  Clinical  Research  Association  for  examination,  the  report 
came  back  that  there  was  no  evidence  of  cancer,  but  that  the 
structure  was  tubercular. 

Brief  reference  was  made  to  the  writings  of  Pozzi.  Cullen. 
and  Whitridge  Williams,  from  which  it  appears  that  primary 
tuberculosis  of  the  cervix  is  an  exceedingly  rare  condition. 
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Specimens  of  tubercular  disease  of  the  bodj"  of  the  uterus,  the 
cervix  and  vagina  were  shown  by  Dr.  Russell  Andrews,  Dr. 
Williamson.  Mr.  Targett,  and  Dr.  Croft,  and  discussed  in  con- 
nection with  Dr.  Lewers'  paper. 

Dr.  Handfield-Jones  narrated  a  case  which  had  come  under 
his  observation  in  which  the  patient,  a  multipara  aged  30,  had 
suffered  for  several  years  with  strumous  disease  of  both  hands. 
Several  fingers  and  parts  of  the  metacarpal  bones  had  been  re- 
moved at  different  times,  owing  to  the  presence  of  tubercular 
disease  of  the  bones  and  joints.  For  months  the  patient  had 
been  suffering  with  excessive  menstrual  losses  and  in  the  inter- 
vals from  a  foul  vaginal  discharge.  Examination  showed  that 
the  cervix  was  deeply  excavated  by  tuberculous  ulceration  and 
that  the  mischief  had  extended  to  the  upper  part  of  the  vaginal 
wall  on  the  left  side.  As  the  patient  would  not  submit  to  any 
radical  operation,  the  ulcerated  cervix  was  thoroughly  scraped 
and  then  Paquelin's  cautery  freely  applied  to  the  base  of  the 
ulcer.  Cicatrization  followed,  and  two  years  later  the  patient 
was  found  to  be  free  from  any  further  spread  of  tubercular 
disease  in  the  genital  tract,  but  she  had  commenced  to  develop 
tubercular  lesions  in  her  lungs.  The  good  effect  of  the  curet- 
tage and  use  of  the  actual  cautery  was  very  manifest,  and  might 
certainly  be  used  with  advantage  for  cases  in  which  extirpa- 
tion of  the  uterus  was  deemed  undesirable. 

Dr.  E.  0.  Croft  remarked  on  the  importance  and  difficulty  of 
diagnosing  cases  of  tuberculous  cervicitis.  There  was  a  closer 
resemblance  of  the  symptoms  in  Dr.  Lewers'  case  to  those  of 
cancer  than  in  the  case  described  by  himself.  Dr.  Lewers'  pa- 
tient had  had  bleeding,  pain,  and  some  offensive  discharge.  Dr. 
Croft's  case  had  absolute  amenorrhea  for  many  months,  bleed- 
ing only  taking  place  when  examined.  The  growth  was  softer 
than  in  cancer  and  did  not  break  away  in  the  same  crumbling 
manner.  The  papillary  masses  were  easily  detached  and  were 
more  of  the  consistence  of  mucous  polypi  than  of  the  vegetations 
of  cancer.  Dr.  Croft,  on  his  first  examination  of  the  case,  con- 
cluded that  the  growth  was  not  of  the  nature  of  any  of  the  ordi- 
nary forms  of  cancer  of  the  cervix,  but  kept  in  mind  the  possi- 
bility of  an  early  condition  of  botryoidal  sarcoma,  or  myxoma  of 
the  cervix.  The  tuberculous  nature  of  the  lesion  was,  however, 
established  by  microscopic  examination  before  operation  was  de- 
cided on.  In  reply  to  a  remark  of  Dr.  Lewers,  Dr.  Croft  said 
that  tubercle  bacilli  had  not  been  definitely  demonstrated. 

The  President  said  he  was  surprised  to  hear  that  tubercle 
in  the  uterus,  in  the  majority  of  cases  was  confined  either  to  the 
cervix  or  to  the  body;  for,  in  the  only  two  cases  that  had  come 
under  his  observation,  the  whole  mucous  membrane  from  the  os 
externum  to  the  top  of  the  uterus  was  affected,  and  he  had  thus 
been  led  to  think  that  tubercle  differed  essentially  in  this  respect 
from  cancer. 

Also,  in  his  own  case  and  in  Dr.  Lewers'  case,  the  patients  had 
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never  been  pregnant.  He  was  surprised  to  hear  Mr.  Targett  say 
that  it  was  easy  to  diagnose  tubercle.  Certainly  it  might  be  in 
the  lungs,  either  clinically  or  post  mortem  with  the  naked  eye; 
but  in  tubercle  of  the  uterus  he  thought  it  was  difficult,  and 
even  where  a  piece  had  been  cut  out  and  investigated  microscop- 
ically it  had  been  pronounced  to  be  sarcoma.  He  was  under  the 
impression  that  the  specimen  shown  by  Mr.  Targett  from  the 
Guy's  Hospital  Museum  was  the  same  one  to  which  he  had  re- 
ferred. 

She  was  in  a  medical  ward,  and  he  (Dr.  Hor rocks)  had  seen 
her  and  had  diagnosed  from  the  condition  of  the  swollen  cervix, 
which  seemed  filled  with  ovula  Nabothi,  a  follicular  inflammation 
of  the  cervix.  She  was  transferred  to  the  care  of  Dr.  Galabin, 
who  cut  a  piece  out,  and.  after  careful  microscopical  investiga- 
tion, came  to  the  conclusion  that  it  was  sarcoma  and  removed 
the  uterus  by  vaginal  hysterectomy.  The  whole  of  the  uterine 
mucous  membrane  was  greatly  thickened  and  diseased  through- 
out. It  was  examined  at  the  Royal  College  of  Surgeons  by  Dr. 
Goodhart  and  some  one  else,  and  tubercle  bacilli  were  found. 

PSEUDO-INTRALIGAMEXTARY    CYST. 

Dr.  Fairbairn  showed  a  unilocular  ovarian  cyst  containing  in 
its  wall  large  solid  masses  undergoing  necrotic  change.  The 
cyst  itself  showed  no  evidence  of  any  twisting  of  the  pedicle,  and 
was  in  fact  a  sessile  cyst  enucleated  from  underneath  the  broad 
ligament.  The  solid  masses  were  of  a  deep  purple  color  and 
projected  into  the  interior  as  a  number  of  rounded  bosses;  on 
section  they  were  very  firm  and  hard,  and  cut  more  like  a  fibroma 
than  the  solid  adenomatous  structures  of  an  ovarian  cyst.  When 
fresh  they  were  full  of  blood  and  had  an  appearance  very  like 
that  of  liver.  Microscopically  they  proved  to  be  adenomatous, 
with  a  papuliferous  arrangement.  There  was  a  very  extensive 
extravasation  of  blood  and  thrombosis  of  vessels  into  the  necrosed 
parts.  The  partial  necrosis  affecting  only  the  solid  masses  is 
somewhat  difficult  to  explain.  As  there  was  some  calcification  at 
the  base  of  the  cyst,  this  may  have  interfered  with  the  blood 
supply. 

TUBAL   GESTATION. 

Dr.  Am  and  Routh  showed  a  specimen  of  a  Fallopian  tube 
ruptured  toward  its  fimbriated  end  in  two  places.  The  patient 
was  a  multipara,  aged  25,  who  when  about  six  weeks  pregnant 
was  seized  with  collapse  and  all  the  signs  of  intra-abdominal 
hemorrhage.  When  the  abdomen  was  opened  the  peritoneal 
cavity  was  found  to  be  full  of  blood,  and  the  ovum  in  its  intact 
membranes  was  found  to  be  adherent  to  the  edge  of  a  rupture 
on  the  posterior  aspect  of  the  right  Fallopian  tube  near  the 
fimbriated  end.  The  tube  was  ligatured  off  and  removed,  and 
was  then  found  to  be  ruptured  both  anteriorly  and  posteriorly. 
The  patient  rallied  well  from  the  operation  and  made  an  easy 
convalescence. 
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When  examined  the  ruptured  tube  showed  the  following 
features :  The  tube  measures  7  centimetres  in  its  long  axis.  At 
the  cut  uterine  extremity  it  is  normal  in  size  for  one  centimetre 
of  its  length,  but  its  lumen  is  impervious.  One  centimetre  from 
the  cut  end  the  tube  widens  out  into  a  thin-walled  sac.  the  dis- 
tension reaching  as  far  as  the  fimbriae,  which  appear  as  so  many 
finger-like  processes  proceeding  from  the  sac;  the  abdominal 
ostium  having  been  closed,  it  is  no  longer  traceable.  The  tubal 
gestation  sac  measures  6  centimetres  in  length  by  2.5  centimetres 
in  width  through  its  greatest  diameter.  The  sac  tapers  at  either 
extremity,  being  more  or  less  fusiform  in  shape.  The  walls  of 
the  sac  have  ruptured  both  anteriorly  and  posteriorly,  the  one 
tear  in  the  distended  condition  measuring  1  by  2  centimetres, 
the  other  being  2  by  2  centimetres  in  extent.  Both  tears  proceed 
to  within  2  centimetres  of  the  fimbriated  extremity  of  the  tube. 

Dr.  Kussell  Andrews  having  shown  a  photograph,  two  draw- 
ings, and  the  pelvic  organs  from  a  case  of  congenital,  or  rather 
infantile,  prolapse  of  the  uterus  associated  with  spina  bifida,  Dr. 
Blacker  commented  upon  the  case. 

Dr.  Williamson  showed  a  specimen  of  umbilical  cord  contain- 
ing four  umbilical  arteries  and  only  one  umbilical  vein,  and  Dr. 
McCann  showed  a  specimen  of  a  tubal  mole. 


Moling  of  May  7,  1902. 
Tin    President,  Peter  Horrocks,  M.D.,  in  the  Chair. 
Dr.  John  S.  Fairbairn  read  a  paper  on 

FIVE   SPECIMENS  OF  FIBROID  TUMOR   OF   THE  OVARY,   WITH   OBSERVA- 
TIONS ON  THEIR  PATHOLOGICAL  ANATOMY. 

Attention  was  first  directed  to  the  descriptions  of  these 
growths  as  given  in  the  text  books  and  monographs  on  the  sub- 
ject. The  general  statement  was  that  these  tumors  are  formed 
by  hyperplasia  of  the  whole  stroma,  so  that  the  organ  is  con- 
verted into  a  hard  tumor  retaining  more  or  less  the  original  shape 
of  the  ovary.  Five  specimens,  varying  in  size  from  a  small 
growth  the  size  of  a  hen's  egg  up  to  a  large  tumor  of  over  four 
pounds  in  weight,  were  described  in  detail.  In  all  of  them  the 
new  growth  had  arisen  within  the  ovary,  and  affected  only  a 
portion  of  the  stroma,  leaving  a  considerable  part  of  the  organ 
as  a  separate  and  easily  recognizable  structure.  The  microscopic 
appearances  were  also  noted,  and  a  short  clinical  history  of  the 
cases  from  which  they  were  obtained  was  added. 

After  looking  through  a  large  number  of  recorded  cases  of 
fibroma  and  fibromyoma  of  the  ovary,  some  fifteen  or  sixteen 
were  selected  as  similar  to  those  described  in  the  paper  and  a 
short  abstract  of  them  was  given.  When  such  specimens  have 
been  shown  at  societies  they  have  given  rise  to  some  discussion 
from  the  unusual  persistence  of  a  portion  of  the  ovary.  The 
number  of  instances  quoted,   together  with  the  five  specimens 
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under  review,  was  sufficient  to  show  that  the  descriptions  usually 
given  were  misleading. 

While  the  difficulty  of  detecting  unstriped  muscle  cells  among 
fibrous  tissue  cells  was  acknowledged,  the  evidence  of  a  compara- 
tive examination  of  sections  from  these  tumors  appeared  to  be 
in  favor  of  their  being  considered  fibromata.  The  sections 
provided  a  very  good  opportunity  of  contrasting  the  minute 
structure  of  the  growth  with  the  ovarian  stroma  from  which 
they  had  originated;  the  results  of  such  a  study  were  adduced 
in  favor  of  considering  these  firm,  hard  growths  of  the  ovary 
as  simple  fibromata,  and  not  as  fibrosarcomata.  The  question 
of  these  tumors  arising  from  a  chronic  oophoritis  was  discussed 
very  briefly,  and  the  importance  of  the  tunica  albuginea  in 
forming  a  strong  covering  to  ovarian  growths  was  pointed  out. 

In  conclusion,  the  fibromata  of  the  ovary  were  divided  into 
three  classes  for  purposes  of  description. 

1.  The  ovary  is  entirely  replaced  by  the  new  formation.  This 
occurs  in  small  as  well  as  large  growths,  and  therefore  does  not 
depend  on  the  size  to  which  the  growth  has  attained. 

2.  A  local  growth  of  the  stroma  leaving  part  of  the  ovary  un- 
affected, except  by  compression.  The  growth  tends  to  remain 
within  the  capsule  of  the  ovaiy. 

3.  Pedunculated  fibromata  like  subperitoneal  fibroids  of  the 
uterus.  These  may  either  have  originated  in  the  stroma  and 
later  been  extruded,  or  they  may  be  growths  of  the  tunica  al- 
buginea. 

Mr.  Alban*  Doran  maintained  that  the  three  specimens  which 
he  exhibited  that  evening  in  relation  to  Dr.  Fairbairn's  im- 
portant paper  implied  that  fibroma  and  myoma  of  the  ovary 
were  distinct  diseases. 

The  section  of  the  large  fibroma  showed  perfect  wavy  white 
fibre,  as  did  the  section  of  the  little  solitary  fibroma  not  half  an 
inch  in  diameter.  The  myoma,  unlike  the  two  fibromata,  was 
closely  related  to  the  ovarian  ligament,  which  included  muscular 
tissue  derived  from  the  uterus.  On  section  it  showed  plain 
muscle  cells,  precisely  as  seen  in  a  section  of  a  myoma  of  the 
uterus. 

Edematous  fibroids  were  ,once  taken  for  sarcomata  of  the 
ovary;  subtracting  these  suspected  malignant  growths  from  the 
malignant  solid  tumors  of  the  ovary,  we  should  probably  find 
that  carcinoma  of  the  ovary  was  much  more  common  than  sar- 
coma, as  Martin  had  demonstrated,  whilst  fibroma,  innocent  even 
when  looking  malignant,  was  by  no  means  rare.  There  were 
plenty  exhibited  that  night.  Mr.  Doran  noted  how  the  tube  and 
mesosalpinx  often  underwent  little  or  no  hypertrophy  in  fibroma, 
so  that  when  the  tum'or  was  large  it  was  rather  difficult  to  get 
at  the  pedicle. 

Mr.  Bland-Sutton  congratulated  Dr.  Fairbairn  on  establish- 
in-  the  I'a.-t  that,  the  encapsulation  of  the  tumor  could  be  relied 
upon  as  a  generic  and  distinguishing  feature. 
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When  the  fibroid  was  of  moderate  size,  as  in  the  smallest 
specimen  of  his  series,  the  disproportion  between  the  ovary  and 
the  tumor  was  not  so  marked;  but  when  the  mass  had  a  circum- 
ference of  20  or  even  30  centimetres,  or  more,  then  the  small 
bud-like  remnant  of  the  ovary  at  the  uterine  end  of  the  tumor 
appeared  very  incongruous. 

The  leading  features  of  these  tumors  could  be  summarized 
thus:  encapsulation,  ovoid  shape,  intense  hardness,  and  the 
whorled  disposition  of  the  tissue  as  displayed  on  the  cut  surface. 
These  were  a  group  of  signs  presented  by  no  other  tumor  of  the 
ovary,  and  their  clinical  value  was  equal  to  their  simplicity. 

There  was  an  important  feature  by  which  ovarian  fibroids 
were  distinguished  from  similar  tumors  in  the  uterus.  It  was 
well  established  that  uterine  fibroids  did  not  arise  after  the 
menopause,  whereas  ovarian  fibroids  occurred  in  the  aged,  and 
on  two  occasions  Mr.  Bland-Sutton  had  successfully  removed 
them  at  the  ages  of  64  and  66,  and  the  clinical  histories  indicated 
that  the  tumors  had  only  been  noticed  two  years  before  removal. 

The  extreme  hardness  of  these  tumors  was  a  valuable  clinical 
sign,  and  in  one  of  the  cases  in  Dr.  Fairbairn's  series  Mr.  Bland- 
Sutton  was  able  to  accurately  diagnose  the  character  of  the 
tumor  from  this  sign  alone. 

The  paper  was  a  valuable  one,  even  if  only  regarded  from  the 
point  of  view  that  its  author  had  rescued  a  genus  of  tumors  from 
a  group  notorious  for  containing  members  with  extremely  bad 
characters. 

Dr.  Griffith  fully  agreed  with  the  conclusion  arrived  at 
by  Dr.  Fairbairn  in  his  interesting  paper.  He  had  endeavored 
to  show,  in  tin  paper  referred  to  by  Dr.  Fairbairn,  that  all 
tumors  of  the  ovary,  whether  cystic  or  solid,  were,  in  the  main 
structure  of  their  solid  parts,  connective  tissue,  derived  from 
and  having  the  essential  character  of  the  spindle-celled  stroma  of 
the  normal  organ. 

Corpora  fibrosa  were  physiologically  the  ultimate  stages  of  the 
corpora  lutea,  and  where  they  were  enlarged  their  structure  ap- 
peared to  remain  of  the  special  character  of  the  normal  bodies, 
and  not  spindle-celled. 

Dr.  Briggs  said  that  amongst  his  original  cases  and  amongst 
recent  ones  he  had  figured  and  noted  circumscribed  growths  to 
which  Dr.  Fairbairn  had  paid  conspicuous  attention.  The  early 
writers  were  correct  in  alluding  to  both  diffuse  and  circum- 
scribed   growths. 

Dr.  Briggs  suggested  that  Dr.  Fairbairn  had  shown  a  want  of 
courage  in  selecting  fibroids,  and  not  fibromata,  as  the  title  of 
the  paper  founded  on  the  five  cases  he  had  described.  Mi-. 
Alban  Doran's  specimen  exhibited  that  night,  if  not  actually  a 
myoma,  was  the  nearest  approach  in  its  microscopical  characters 
to  a  myoma  of  any  he  bad  ever  seen.  Dr.  Briggs  thought  that 
would  be  a  general  opinion  which  meanwhile,  in  the  face  of  so 
much  evidence  to  the  contrary,  might  be  held  in  reserve. 
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The  main  danger  had  been,  as  Mr.  Bland-8utton  said,  in 
ascribing  malignant  properties  to  cellular  structures  without 
adequate  clinical  proof.  In  Dr.  Briggs'  experience  this  im- 
peachment was  not  limited  to  gynecologists. 

The  proof  of  the  innocence  of  cellular  growths  described  as 
fibromata  of  the  ovary  had  been  substantiated  by  Mr.  Alban 
Doran  and  himself  in  the  published  paper  referred  to  by  Dr. 
Fairbairn.  Dr.  Briggs  cited  the  case  in  which  he  operated  al- 
most immediately  after  he  had  published  his  paper.  In  a  girl 
aged  17  there  was  a  large,  brain-like  solid  growth  of  the  ovary. 
The  girl  now  lived  and  was  an  active  hospital  nurse.  The  tumor 
was  proved  to  be  a  highly  cellular  growth,  a  myxoma. 

The  rarity,  as  alleged,  of  fibromata  of  the  ovary  was  not  justi- 
fied by  facts  which  had  now  accumulated.  Dr.  Briggs  added 
that  all  his  patients  from  whom  he  had  removed  these  tumors 
still  lived. 

Dr.  Herbert  Spencer  was  surprised  at  the  number  of  writers 
cited  by  the  author  who  regarded  ovarian  fibroids  as  diffuse 
growths  involving  the  whole  of  the  ovarian  tissue.  His  own  ex- 
perience was  opposed  to  such  a  view,  for,  out  of  five  cases  under 
his  own  care,  in  four  the  growth  was  very  definitely  limited  to  a 
portion  of  the  ovary,  and  in  the  fifth  (a  large  tumor)  he  thought 
possibly  the  tumor  was  so  limited,  but  without  spoiling  the 
museum  specimen  by  a  series  of  thin  sections  it  was  impossible  to 
settle  this  point.  Ovarian  fibroids  were  certainly  benign  growths 
and  had  much  in  common  with  uterine  fibroids.  The  latter  did 
not  involve  the  whole  tissue  of  the  uterus,  but  sometimes  dis- 
placed and  compassed  it  to  a  remarkable  extent.  It  seemed  to 
him  most  unlikely  that  such  a  benign  fibroid  growth  would  in- 
vade and  destroy  the  whole  of  the  tissue  of  the  ovary,  and,  as  a 
matter  of  fact,  in  the  five  cases  alluded  to.  and  in  several  others 
he  had  seen,  it  did  not  do  so.  A  most  interesting  point  in  con- 
nection with  these  growths,  not  alluded  to  by  any  speaker,  was 
their  origin.  Two  of  his  cases  suggested,  and  a  third  he  thought 
clearly  demonstrated,  the  origin  of  an  ovarian  fibroid  in  the 
tunica  fibrosa  of  a  Graafian  follicle.  This  mode  of  origin  had 
been  mentioned  by  Rokitansky,  though  he  did  not  know  upon 
what  evidence.  Patenka's  corpora  fibrosa  were,  as  Mr.  Doran 
had  pointed  out,  merely  degenerated  corpora  lutea  and  were 
entirely  different  in  structure  from  the  fibroids. 

The  President  pointed  out  that  these  tumors  and  also  sar- 
comatous and  malignant  tumors  generally  differed  from  fibroids 
in  that  the  cut  surfaces  remained  flat  like  a  cut  raw  potato, 
whereas  fibroids  always  became  slightly  convex  on  the  cut  sur- 
faces immediately  on  being  incised,  and  this  convexity  gradually 
increased  in  quantity  owing  to  the  shrinking  of  the  elastic  and 
muscular  fibres. 

lie  considered  that  it  was  of  great  importance  to  be  able  to 
say  that  a  given  tumor  was  a  fibroma  and  innocent,  or  a  sarcoma 
and  malignant,  and  he  hoped  the  work  of  Dr.  Fairbairn  would 
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assist  in  this  direction.  He  mentioned  a  case  he  had  shown  him- 
self, where  equally  competent  observers  had  expressed  diametri- 
cally opposite  opinions  regarding  the  microscopic  sections. 

So  far  as  he  had  gathered,  the  chief  distinction  seemed  to  be 
that  in  fibromata  the  blood  vessels  were  much  more  clearly  de- 
fined, but  he  wished  to  know  if  this  could  be  relied  upon  in  de- 
ciding. 

Dr.  Ralph  Vincent  made  a  communication  on 

LYMPHANGITIS    MAMMAE, 

an  affection  of  the  breast  arising  about  the  tenth  day  of  the 
puerperium,  with  well-marked  clinical  features.  He  brought 
forward  the  notes  and  temperature  charts  of  six  cases  illustrat- 
ing this  condition.  These  cases  showed  the  following  clinical 
signs :  There  is  a  wedge-shaped  area  of  inflammation,  the  apex 
being  at  the  nipple,  the  base  being  at  some  part  of  the  junction 
of  the  breast  with  the  chest  wall.  This  wedge-shaped  area  is 
red,  slightly  edematous,  hot  to  the  touch,  tender  and  indurated, 
the  induration  being  distinctly  outlined  and  definitely  corre- 
sponding with  the  redness.  The  inflamed  area  is  raised  above 
the  general  breast  surface,  but  the  inflammation  is  confined  to 
the  superficial  structures  and  does  not  involve  the  mammary 
gland.  During  the  development  of  this  condition  the  tempera- 
ture rapidly  rises,  the  patient  complains  of  pain  in  the  breast 
and  of  headache,  whilst  constipation  is  frequently  present.  The 
treatment  required  was  simple :  the  infant  was  taken  from  the 
breast,  hot  fomentations  were  applied  to  the  inflamed  part,  and 
the  patient  was  freely  purged.  Within  about  forty-eight  hours 
the  affection  disappears.  He  attributed  the  condition  to  an  in- 
fection conveyed  to  the  nipple  from  the  lochia  serosa. 

Dr.  Amand  Routh  asked  if  the  author  was  sure  that  some  of 
his  cases  were  not  small  mammary  abscesses  which  had  opened 
suddenly  into  one  of  the  larger  milk  ducts,  thus  accounting  for 
the  sudden  cessation  of  all  the  symptoms. 

Specimens  of  fibroma  and  myoma  of  the  ovary  were  shown  by 
Mr.  Alban  Doran,  Mr.  Stanley  Boyd,  and  Mrs.  Stanley  Boyd. 
Dr.  Victor  Bonney  showed  a  specimen  of  very  early  twin  preg- 
nancy, with  fetuses  of  different  dates,  also  a  specimen  of  early 
pregnancy.  Dr.  Tate  showed  a  sarcoma  of  the  uterus  compli- 
cated by  glycosuria  and  removed  by  vagino-abdominal  hysterec- 
tomy. 


Meeting  of  June  4,  1902. 
The  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 
Mr.  Alban  Doran  read  a  paper  on 

PREGNANCY  AFTER  REMOVAL  OF  BOTH  OVARIES  FOR   CYSTIC   TUMOR. 

A  woman  aged  25,  after  bearing  one  child,  underwent  ovari- 
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otoniy  for  a  multiloeular  adenomatous  cystic  tumor  of  the  left 
ovary.  She  then  bore  four  more  children,  and  afterward,  when 
39  years  of  age.  came  under  the  author's  care,  and  he  removed 
,i  similar  tumor  of  the  right  ovary.  The  bast-  required  enuclea- 
tion, part  of  the  capsule  was  ligated  like  a  pedicle  with  silk  and 
the  greater  portion  cut  away,  but  in  that  part  no  trace  of  the 
Fallopian  tube  could  be  detected.  A  small  tubercle  on  the  left 
of  the  uterus  was  the  sole  remnant  of  the  left  appendages. 
After  convalescence  the  period  recurred,  and  continued  till  the 
patient  became  pregnant  and  bore  a  child  at  term  two  years 
after  the  operation.  The  period  then  returned,  and  ceased  ab- 
ruptly when  the  patient  was  45.  The  consequent  menopause 
symptoms  were  distinct,  though  mild. 

The  author  briefly  reviewed  a  few  cases,  already  reported, 
where  pregnancy  ensued  after  the  removal  of  both  ovaries  for 
tumor  or  chronic  inflammatory  disease. 

1.  Sehatz.  Both  ovaries  removed  for  cystic  tumor:  one  tube 
and  a  piece  of  ovarian  tissue  were  purposely  left  behind.  Five 
veal's  later  the  patient  gave  birth  to  a  child  at  term. 

2.  Stansbury  Sutton  (Pittsburg.  Pa..  U.  S.).  Both  ovaries 
removed  for  cystic  disease:  right  pedicle  severed  by  cautery, 
left  by  scissors.     Patient  twice  pregnant  afterward. 

3.  Gordon  'Portland.  Me..  U.  S.).  Removed  both  tubes  and 
ovaries  for  inflammatory  disease;  patient  delivered  of  a  child 
two  years  later.     Other  reported  cases  were  doubtful. 

The  presence  of  ovarian  tissue  was  essential  in  these  cases.  Tn 
the  author's  case  it  was  probably  a  detached  area  lying  in  the 
right  ovarian  ligament :  the  cyst  itself  was  certainly  enucleated 
entire.  The  author  suspected  that  the  Fallopian  tube  escaped 
ligature  and  removal  altogether,  the  base  of  the  tumor  being 
enucleated  from  the  posterior  layer  of  the  broad  ligament.  The 
condition  after  operation  would  then  be  as  in  Sehatz 's  case,  the 
tube  remaining  entire.  It  was  not  absolutely  certain,  however. 
that  the  tube  was  not  included  in  the  ligature  and  in  part  re- 
moved. This  occurred  in  Stansbury  Sutton's  and  Gordon's 
cases  and  reference  was  made  to  a  case  where  pregnancy  oc- 
curred after  Cesarean  section  and  ligature  of  both  tubes  with 
silkworm  gu1  for  "sterilization"  I  <  Jalabin-Horrocks  .  The 
ligature  might  either  loosen  or  perhaps  ulcerate  through  the 
tube,  which  manages  to  beal  behind  it  without  stricture  of  its 
canal.  The  tube  might  then  resume  its  functions,  even  if  re- 
duced to  a  stump. 

Me.  Bland-Sutton  observed  that  Mr.  Doran's  interesting 
communication  really  raised  two  important  questions  for  con- 
sideration, namely,  the- occurrence  of  pregnancy  after  double 
ovariotomy  and  the  effeel  of  a  ligature  on  the  continuity  of  the 
lumen  of  a  Fallopian  tube.  Probably  no  one  in  England  had 
studied  so  closely  the  "fate  of  tli.-  ligature"  after  successful 
ovariotomy  as  Mr.  Doran,  and  lie  certainlv  was  the  first  to  studv 
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the  changes  which  took  place  in  the  stump  of  the  pedicle  after 
intraperitoneal  ligature. 

It  was  now  quite  certain  that  when  a  Fallopian  tube  was 
ligatured  in  continuity  it  did  not  necessarily  permanently  ob- 
literate the  tubal  lumen.  In  his  Cesarean  section  for  pelvic  con- 
traction. Mr.  Bland-Sutton  in  1891  tied  the  Fallopian  tubes 
with  thin  silk  within  an  inch  of  the  uterus;  this  patient  had  re- 
mained sterile.  On  a  subsequent  occasion,  where  it  was  deemed 
prudent  to  induce  labor  for  uncontrollable  vomiting  and  epilep- 
tic seizures,  an  attempt  was  made  to  sterilize  the  patient  by  draw- 
ing out  each  tube  and  transfixing  the  mesosalpinx  with  a  needle 
armed  with  thin  silk  and  then  tightly  tying  the  tube  near  its 
middle.  This  failed,  for  the  patient  quickly  conceived  again 
and  had  reconeeived  many  times,  though  her  constitutional  con- 
dition had  never  allowed  a  pregnancy  to  go  to  term.  Since  this 
experience  Mr.  Bland-Sutton  had  always  tied  the  tubes  in  two 
places  and  exsected  a  piece  of  the  tube  when  it  was  desirable 
to  sterilize  a  patient. 

Doran's  suggestion  that  '"the  ligature  may  perhaps  ulcerate 
through  the  tube,  which  then  healed  behind  it  without  stricture 
of  its  canal"  was  probably  true,  and  the  following  case  in  a 
measure  supported  it: 

in  1898  Mr.  Bland-Sutton  removed  an  ovarian  cyst;  its  very 
slender  pedicle  was  tied  with  thin  silk.  Although  recovery  was 
uneventful,  the  patient  complained  during  many  weeks  of 
eramp-like  pain  on  the  side  from  which  the  cyst  had  been  re- 
moved. The  pains  gradually  passed  away,  and  ten  months  later, 
during  menstruation,  the  patient  accidentally  noticed  on  her 
napkin  a  tiny  loop  of  silk,  which  she  saved.  This  was  the  loop  of 
silk  used  to  secure  the  Fallopian  tube:  it  had  ulcerated  into  the 
tube  and  had  been  very  slowly  conducted  into  the  uterus  and 
•so  escaped.  A  silk  ligature  applied  to  the  cut  end  of  a  ureter  in 
the  course  of  a  nephrectomy  is  sometimes  conveyed  to  the  bladder 
in  the  same  manner.  Mr.  Bland-Sutton  was  glad  to  have  the  op- 
portunity of  stating  that  the  opinion  he  expressed  to  the  Society 
in  1892  had  not  been  borne  out  by  subsequent  experience,  and  it 
is  now  abundantly  clear  to  all  that  the  mere  application  of  a  silk 
ligature  to  the  Fallopian  tubes  could  not  be  depended  upon  to 
permanently  obliterate  their  lumina  and  thus  prove  an  obstacle 
to  pregnancy. 

Dr.  Galabin  said  that  he  had  met  with  two  cases  in  which  the 
attempt  to  sterilize  by  tying  the  Fallopian  tubes  had  failed,  and 
which  were  those  referred  to  by  the  author.  In  that  in  which  Dr. 
John  Shaw  had  tied  the  Fallopian  tubes  with  silkworm  gut  in 
performing  Cesarean  section,  it  was  certain  that  the  ovum  had 
passed  by  the  tube  on  which  the  ligature  appeared  to  remain  in 
situ ;  for  on  the  side  on  which  the  ligature  had  cut  through  and 
the  tube  was  divided  the  divided  ends  were  absolutely  closed. 

In  the  second  case  he  had  himself,  in  performing  Cesarean 
section,  tied  the  tubes  with  kangaroo  tendon,  and  the  patient 
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became  pregnanl  again  within  a  year  or  so.  Taught  by  the  ex- 
perience of  these  cases,  he  had  since  then  adopted  the  plan  of 
cutting  a  piece  out  of  the  tubes  between  two  ligatures,  then  pull- 
ing out  the  stump  on  each  side  as  far  as  possible  and  cutting  it 
off.  so  that  the  open  lumen  was  left  at  the  bottom  of  an  inverted 
cone  of  cellular  tissue.  None  of  the  patients  so  treated  had  be- 
come pregnant  again,  and  lie  was  inclined  so  far  to  regard  this 
as  a  reliable  method. 

Mr.  Butler  Smythe  asked  Dr.  Herbert  Spencer  if  he  could 
give  any  information  relative  to  the  pregnancies  of  Mr.  Bland- 
Sutton's  patient.  She  had  attended  the  Samaritan  Hospital  and 
stated  that  subsequent  to  the  operation  she  had  twice  miscarried 
with  twins,  which  rather  surprised  her,  inasmuch  as  all  her  pre- 
vious pregnancies  had  been  single.  He  also  wished  to  know  if 
the  fits  had  been  benefited  by  the  operation. 

The  President  had  expected  to  hear  a  hot  discussion  on  how 
pregnancy  could  have  taken  place  when  both  ovaries  had  been 
removed.  But  Mr.  Doran  had  frankly  admitted  that  a  piece  of 
ovarian  tissue  had  been  left  behind  at  the  second  operation,  so 
that  there  was  nothing  strange  about  the  case.  He  was  sur- 
prised to  hear  Mr.  Doran  advocate  the  removal  of  both  ovaries 
entire  when  it  was  possible  to  leave  a  healthy  piece.  He  thought 
it  better  to  leave  some  ovary  whenever  possible. 

Dr.  Amand  Eoutii  thought  that  sufficient  cases  could  now  be 
collected  to  explain  the  occasional  occurrence  of  menstruation 
and  ovulation  after  double  ovariotomy,  and  he  observed  that  in 
most  of  the  reported  cases  a  latent  period  of  a  few  months,  or 
even  years,  elapsed  before  menstruation  again  appeared.  He 
thought  it  likely  that  a  small  piece  of  the  hilum  of  one  ovary 
might  be  left,  containing  no  Graafian  follicles  sufficiently  de- 
veloped to  immediately  come  to  maturity.  He  believed  that 
such  a  piece  of  ovarian  stroma,  together  with  the  follicles,  be- 
came in  a  few  months  further  developed,  and  ovulation  and  men- 
struation then  recurred. 

Dr.  Boxall  remarked  on  the  impossibility  of  making  abso- 
lutely sure  that  sterility  will  necessarily  result  from  ligature  of 
the  Fallopian  tubes.  The  importance  of  the  question  often  arises 
when  operation  is  undertaken  and  the  tubes  are  at  the  same  time 
ligatured  with  the  object  of  rendering  the  woman  sterile:  but 
may  also  arise  when,  from  disease  of  the  appendages,  operation 
is  indicated.  For  instance,  he  has  recently  met  with  a  case  in 
which,  owing  to  long-continued  and  recurrent  attacks  of  inflam- 
mation, it  became  necessary  to  urge  surgical  interference  with  the 
appendages.  To  this  procedure  objection  was  raised  both  by  the 
patient  and  by  her  husband  solely  on  the  ground  that  complete 
removal  of  the  appendages  would  entail  sterility.  In  that  event 
cohabitation  would  be  forbidden  by  their  church.  Eventually 
the  symptoms  became  so  urgent  that  operation  was  rendered  im- 
perative. Fortunately  it  was  found  possible  to  retain  a  healthy 
part  of  one  ovary,  in  consequence  of  which  the  menses  have  not 
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jbeen  discontinued.  And.  notwithstanding  that  the  greater  part 
of  both  tubes,  as  well  as  one  ovary  and  part  of  the  other,  was  of 
necessity  removed,  no  occasion  arose  for  the  separation  which 
they  both  so  much  dreaded,  for  it  was  possible  to  assure  them  that 
impregnation  was  not,  by  the  operation  at  any  rate,  put  beyond 
the  bounds  of  possibility. 

Mr.  Alban  Doran,  in  replying,  said  that  he  was  much  inter- 
ested in  the  discussion  od  attempts  to  sterilize  a  patient  by  tying 
or  cutting  the  Fallopian  tubes.  He  believed  that  in  his  own  case 
a  trace  of  healthy  (not  cystic)  ovarian  tissue  was  left  in  the 
right  ovarian  ligament.  It  was  easy  to  extirpate  all  ovarian  tis- 
sue when  the  ovaries  were  taken  away  with  the  uterus,  and  no1 
difficult  when  a  pedunculated  ovarian  cyst  was  removed,  as  the 
ovarian  ligament  was  elongated  and  very  prominent.  But  when 
the  base  of  the  cyst  burrowed  and  lay  close  against  the  uterus, 
the  ovarian  ligament  could  rarely  be  distinguished. 

In  one  case  where  Mr.  Doran  was  obliged  to  remove  the  uterus 
with  the  burrowing  adherent  tumor,  he  found  on  examining  the 
specimen  that  it  would  have  been  practically  impossible  to  leave 
the  round  ligament  or  part  of  a  pedicle  without  leaving  also 
ovarian  tissue,  morbid  or  healthy.  As  it  was  with  a  cystic  tumor, 
so  it  was  with  inflamed  adherent  appendages,  and  so  it  very  often 
was  with  an  ovary  removed  to  check  the  growth  of  a  .uterine  fibroid. 

In  all  these  cases  the  operator  dared  not  cut  the  pedicle  suffi- 
ciently short  to  remove  all  ovarian  tissue,  for  he  knew  that  if  he 
did  so  the  ligature  would  probably  slip.  Hence  it  was  not  very 
hard  to  understand  that  in  some  cases  menstruation,  or  even 
pregnancy,  occurred  after  removal  of  both  ovaries.  In  his  own 
case  the  ovarian  ligament  with  some  healthy  tissue  had  probably 
been  flattened  against  the  uterus  and  had  thus  escaped  the  liga- 
ture. After-histories  of  all  abdominal  operations  were  valuable, 
especially  as  to  the  fate  of  ligatures  which  were  shed  sometimes 
eight  or  ten  years  after  they  had  been  applied. 

Mr.  Mayo  Robson  contributed  a  short  communication  on  a 
case  of 

PRIMARY    OVARIAN    GESTATION. 

He  pointed  out  that  though  he  had  operated  on  about  fifty  cases 
of  extrauterine  gestation,  the  present  specimen  was  the  only  one 
of  the  series  in  which  he  had  been  able  to  prove  primary  ovarian 
gestation. 

Doubtless  many  of  the  cases  described  previously  as  ovarian 
pregnancy  had  been  of  that  nature,  but  this  was  apparently  only 
the  fourth  case  in  which  absolute  proof  had  been  furnished  by 
showing  an  early  embryo  in  its  membranes  and  contained  in  a 
sac  in  the  ovary. 

Martha  C,  aged  24.  was  admitted  to  the  Leeds  General  In- 
firmary on  April  11,  1902,  in  a  state  of  profound  collapse. 

History. — She  stated  that  on  the  previous  night,  six  weeks  after 
her  last  menstrual  period   and   a   fortnight   after   missing  her 
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menses,  she  was  seized  with  a  sudden  pain  in  the  right  side  while 
engaged  in  blaekleading  a  grate.  She  became  very  faint  and 
pallid  and  soon  vomited.  She  was  put  to  bed,  but  the  pain  con- 
tinued during  the  night  and  was  much  worse  next  morning. 
The  pallor  also  increased.  She  was  seen  by  her  doctor  (Dr.  H. 
Towers  i.  who  diagnosed  extrauterine  gestation  and  advised  her 
removal  to  the  Infirmary.  She  said  she  was  a  married  woman, 
but  had  never  had  any  children,  and  her  husband  had  been 
abroad  for  some  months.  On  admission  the  patient  wTas  very 
pale  indeed.     Temperature  98°.  pulse  130.  respirations  48. 

She  complained  of  pain  on  the  right  of  the  abdomen,  which  was 
distended  and  did  not  move  on  respiration.  It  was  very  tense 
and  tender,  rendering  palpation  difficult,  but  a  fluid  thrill 
could  be  obtained  on  flicking  with  the  finger.  Xo  tumor  could  be 
felt.  Examined  per  vaginam,  the  uterus  was  found  to  be  fixed 
and  Douglas'  pouch  was  prominent.  There  was  no  history  of 
bloody  discharge  from  the  vagina.  A  diagnosis  of  ruptured  ex- 
trauterine gestation  was  confirmed  and  immediate  operation  ad- 
vised. 

The  patient  was  wrapped  in  warm  blankets  and  taken  to  the 
theatre,  where  she  was  put  on  a  heated  operating  table  and  anes- 
thetized with  ether.  The  skin  of  the  abdomen  was  then  quickly 
washed  and  purified  and  a  vertical  incision  made  above  the  pubes. 
When  the  peritoneum  was  opened  there  was  a  sudden  gush  of 
blood  and  clot.  The  right  appendage  was  at  once  seized  and 
clamped  as  bleeding  was  going  on.  but  before  it  could  be  brought 
to  tin-  surface  it  was  necessary  to  detach  the  Fallopian  tube, 
which  was  firmly  adherent  to  the  bottom  of  Douglas'  pouch,  the 
ovary  projecting  above  the  tube,  to  which  it  was  not  adherent  in 
any  way.  On  the  top  of  the  ovary  there  was  a  firm  mass  sur- 
rounded by  clot,  and  on  lifting  this  from  the  ovary  a  cavity  was 
found  in  the  ovary  itself  into  which  the  small  ovum  would  easily 
fit.  The  left  ovary  and  tube  were  examined  and  found  to  be 
healthy.  The  mesometrium  was  then  transfixed  and  the  tube 
and  ovary  removed  after  ligature. 

For  the  following  description  of  the  specimen,  which  is  in  the 
Royal  College  of  Surgeons'  Museum,  thanks  were  due  to  Mr. 
S.  G.  Shattock :  "The  parts  removed  are  those  of  an  ovarian 
pregnancy.  They  comprise  the  fimbriated  end  of  the  right  Fal- 
lopian tube,  the  ..vary  and  the  ovum  partly  surrounded  by  and 
embedded  in  reeenl  blood  clot.  Connected  with  the  fimbriated 
extremity  of  the  tube  are  two  small  pedunculated  cysts,  the  lar- 
ger about  half  an  inch  in  diameter.  The  ostium  is  crossed  by  a 
thin  membranous  hand  of  adhesion,  beneath  which  a  black  bristle 
has  been  passed.  The  tube  was  firmly  adherent  to  the  bottom  of 
Douglas'  pouch  and  quite  free  of  the  ovary,  the  highest  part 
of  wliich  projected  above  its  level.  At  the  inner  pole  of  the  ovary 
is  a  partly  collapsed  cavity  about  three-quarters  of  an  inch  in 
diameter.  This  cavity  is  widely  open  through  a  sharply  defined 
semicircular  rent  of  recent  origin;  in  the  thin  summit  of  the  lid- 
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like  portion  there  is  a  second  narrow,  less  regular  slit  half  an 
inch  in  length.  Over  the  cavity  in  the  ovary  lay  the  lens-like 
recent  clot,  which  is  mounted  separately  in  the  preparation.  The 
clot  is  about  an  inch  and  a  quarter  in  diameter  and  of  concavo- 
convex  form:  in  its  concavity,  partly  embedded  in  it  and  partly 
free,  there  lies  a  villous  chorional  sac.  The  sac  has  been  opened 
in  the  right  half  of  the  clot  and  the  membranes  everted  ;  con- 
nected with  the  everted  membranes  there  is  displayed  a  minute 
embryo  about  four  millimetres  in  length." 

Prom  the  position  of  the  right  tube,  the  fimbriated  extremity 
of  which  was  firmly  fixed  to  the  bottom  of  the  pouch  of  Douglas, 
leaving  the  ovary  free  above  it,  it  seemed  probable  that  the 
spermatozoa  must  have  reached  the  right  ovary  through  the 
healthy  left  tube. 

Dr.  Arnold  W.  W.  Lea  showed  a  rare  type  of  malignanl 
ovarian  tumor,  and  Dr.  Lockyer  brought  forward  a  uterus 
which  showed  rapidly  growing  epithelioma  of  the  cervix.  Speci- 
mens of  extrauterine  gestation  were  shown  by  the  President  and 
Dr.  Williamson. 

Dr.  Lewers  demonstrated  some  sections  of  cancer  of  the  cervix 
in  which  from  four  to  fifteen  years  had  elapsed  without  recur- 
rence. 
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Manual  of  Antenatal  Pathology  and  Hygiene:  The  Fetus. 
By  J.  AY.  Ballantyne,  M.D.,  F.R.C.P.E.,  F.R.S.  Edin.,  Lec- 
turer on  Midwifery  and  Gynecology.  Medical  College  for  Wo- 
men, Edinburgh;  Lecturer  on  Antenatal  Pathology  and  Ter- 
atology in  the  University  of  Edinburgh;  Examiner  in  Mid- 
wifery in  the  University  of  Edinburgh  ;  Assistant  Physician, 
Ptoyal  Maternity  Hospital,  Edinburgh;  Honorary  Fellow  of 
the  Glasgow  Obstetrical  and  Gynecological  Society  and  of  the 
American  Association  of  Obstetricians  and  Gynecologists. 
Pp.  526.  With  14  colored  plates  and  55  figures  in  the  text. 
Edinburgh :  William  Green  &  Sons,  1902. 

Dr.  Ballantyne 's  numerous  contributions  to  antenatal  path- 
ology have  made  him  so  well  known  that  no  introduction  is  neces- 
sary to  those  in  the  medical  profession  who  have  kept  at  all  in 
touch  with  the  recent  developments  of  a  subject  destined  to  be  of 
tremendous  importance  for  the  future  of  the  individual  and  the 
race.  Antenatal  pathology  is  preventive  medicine  in  its  most 
hopeful  aspect,  yet  it  is  practically  unexplored.  A  chart  show- 
ing our  present  knowledge  might  be  compared  with  a  map  of  our 
own  country  of  a  century  and  a  half  ago.  The  coast  lines  and 
the  adjacent  lands  are  shown  with  an  approach  to  correctness,  a 
few  prominent  features  of  the  interior  are  marked  out  along  the 
easier  lines  of  exploration,  but  most  of  its  vast  expanse  is  marked 
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arid  desert.  As.  in  the  history  of  our  own  country,  the  inarch 
of  events  has  continually  narrowed  this  desert  area,  so  will  the 
research  of  the  future  reveal  to  the  antenatal  pathologist  fertile 
valleys  and  teeming-  mines  of  knowledge  where  now  we  can 
imagine  only  barrenness. 

Dr.  Ballantyne  is  one  of  the  most  persistent  and  successful 
explorers  in  the  antenatal  field,  and  the  present  volume  gives  the 
results  of  his  labors  along  the  lines  of  Fetal  Physiology  and 
Pathology.  A  succeeding  volume  will  treat  of  Teratology  and 
Morbid  Heredity. 

After  defining  his  subject  and  indicating  its  various  subdi- 
visions, the  author  discusses  in  the  first  three  chapters  the  rela- 
tion of  antenatal  pathology  to  other  branches  of  study,  devoting 
considerable  space  to  the  antenatal  factor  in  gynecology.  The 
fourth  chapter  takes  up  the  physiology  of  antenatal  and  neo- 
natal life,  including  the  physiological  and  anatomical  readjust- 
ments at  birth  and  their  influence  upon  the  character  of  the 
maladies  of  the  new-born  infant.  Types  of  these  maladies  are 
described  illustrating  the  intrusion  of  the  antenatal  factor.  All 
of  this  may  be  considered  in  the  nature  of  an  introduction  to  the 
subject  of  antenatal  pathology  itself,  which,  with  a  wonderful 
variety  of  phenomena,  fills  the  balance  of  the  volume.  The 
chapters  include  the  Anatomy,  the  physiology,  the  pathology 
of  the  fetus;  Transmitted  fetal  diseases;  Ill-defined  morbid  states 
of  the  fetus:  Idiopathic  diseases  of  the  fetus;  Traumatic  morbid 
states  of  the  fetus:  Intrauterine  death  of  the  fetus;  Diagnosis  of 
fetal  morbid  states;  Therapeutics  of  fetal  diseases;  Hygiene  and 
Therapeutics  of  fetal  life. 

The  work  evidently  represents  years  of  research.  In  many 
particulars  it  is  a  most  original  book.  There  is  much  of  prac- 
tical value,  much  to  stimulate  thought,  and  much  toward  the 
solution  of  the  riddle  of  antenatal  death,  disease,  and  deformity. 
It  presents  a  subject  upon  which  we  all  need  instruction,  and 
presents  it  in  a  way  to  merit  the  appreciation  of  our  profession. 

b.  h.  w. 

Progressive  Medicine.  A  Quarterly  Digest  of  Advances,  Dis- 
coveries, and  Improvements  in  the  Medical  and  Surgical 
Sciences.  Edited  by  Hobart  Amory  Hare.  M.D..  assisted  by 
H.  K.  M.  Landis,  M.D.  Vol.  L,  March,  1902,  pp.  162.  Vol. 
II.,  June,  1902,  pp.  442.  Philadelphia  and  New  York :  Lea 
Brothers  &  Co..  1902. 

In  Volume  I.  the  surgery  of  the  head,  neck,  and  chest  is  under 
the  charge  of  Charles  H.  Frazier.  whose  abstracts  include  one  of 
a  paper  by  Koplik  on  aspiration  by  lumbar  puncture  in  five  cases 
of  cerebro-spinal  meningitis  with  symptomatic  relief;  an  inter- 
esting discussion  of  the  surgery  of  the  trigeminal  nerve;  the  rela- 
tion of  the  parathyroids  to  goitre;  advances  in  cardiac  surgery; 
a  discussion  of  decortication  of  the  pleura  and  other  operations 
upon  the  lung.  Under  infectious  diseases,  by  Frederick  A. 
Packard,   are  a   number  of'  articles  worthy  of  perusal,   chiefly 
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prophylactic  measures  in  typhoid,  papers  on  hubonic  plague, 
diphtheria,  malaria,  yellow  fever,  and  dysentery.  Floyd  M. 
Crandall  has  devoted  some  space  to  the  subject  of  the  new-born 
infant,  but  infant-feeding  naturally  occupies  the  leading  place 
among  single  subjects.  These,  with  the  consideration  of  indi- 
vidual diseases  of  children,  fill  56  pages.  L.  Hektoen  has  under- 
taken in  pathology  a  very  extensive  task.  The  most  recent  work, 
that  on  the  formation  of  antibodies,  is  of  course  the  most  striking 
feature,  while  a  number  of  papers  on  tumors  are  abstracted. 
Laryngology  and  rhinology  complete  the  subjects  in  this  vol- 
ume. 

Volume  II.  is  of  especial  interest  as  containing  the  sections  on 
abdominal  surgery  and  gynecology,  which  together  occupy  238 
pages.  Detailed  discussion  of  such  extensive  contributions  is 
impossible.  William  B.  Coley  again  furnishes  the  chapter  on 
abdominal  surgery,  and  John  G.  Clark  that  on  gynecology. 
Alfred  Stengel  has  a  broad  field  in  diseases  of  the  blood,  chiefly 
in  connection  with  serum  pathology,  blood  plaques,  and  gran- 
ular degeneration  of  erythrocytes.  Ophthalmology  is  included 
in  this  volume. 

The  Practitioner's  Manual.     A  Condensed  System  of  General 
Medical  Diagnosis  and  Treatment.     By  Charles  Warrenne 
Allen,  M.D.,  Consulting  Genito-Urinary  Surgeon  to  the  City 
Hospital;   Consulting  Dermatologist  to  the  Randall's  Island 
Hospital;  Professor  of  Dermatology  at  the  New  York  Post- 
Graduate  School,  etc.     Second  Edition,  revised  and  enlarged. 
Pp.  888.     New  York :  William  Wood  &  Co.,  1902. 
This,  as  its  name  indicates,  is  a  book  constructed  on  a  plan  of 
selective  condensation  from  many  authors,  and  affords  a  quick 
method  of  securing  the  views  of  the  leaders  in  medical  thought. 
Diseases  are  arranged  alphabetically,  and  under  each  heading- 
are   discussed  briefly  diagnosis,   differentiation,   prognosis,   and 
treatment.     Many  prescriptions   and  methods  are  given,   each 
credited  to  its  own  author.     The  necessity  for  the  early  appear- 
ance of  a  second  edition  is  evidence  of  the  favor  with  wdiich  the 
work  has  been  accepted. 

Diseases  of  Women.  A  Manual  of  Gynecology  Designed  Espe- 
cially for  the  Use  of  Students  and  General  Practitioners.  By 
F.  H.  Davenport,  A.B.,  M.D.,  Assistant  Professor  in  Gyne- 
cology, Harvard  Medical  School.  Fourth  Edition,  revised  and 
enlarged.  Pp.  400.  With  154  illustrations.  Philadelphia 
and  New  York :  Lea  Brothers  &  Co.,  1902. 
This  little  work  holds  almost  the  same  place  in  gynecology  that 

King's   "Manual"   does  in  obstetrics.     It  is  brief,   clear,   and 

practical,  and  intended  as  a  help  to  the  general  practitioner  in 

treating  his  every-day  gynecological  cases. 

Syphilis.     A   Svmposium.     Pp.  122.     New  York:  E.  B.  Treat 
&  Co.,  1902. 
This  little  book  is  a  reprint  of  a  series  of  articles  upon  the 
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subjecl  of  syphilis  written  for  the  International  Medical  Maga- 
zint .  In  general  the  articles  are  brief,  though  the  power  of  con- 
centration of  the  various  writers  is  well  shown  in  a  series  of 
answers  to  a  set  of  questions,  the  answers  of  some  requiring  ouly 
half  a  page  while  others  consume  as  much  as  seven. 

Manual  of  Childbed  Nursing,  with  Notes  on  Infant  Feeding. 
By  Charles  Jewett.  A.M.,  M.D..  Sc.D..  Professor  of  Ob- 
stetrics and  Diseases  of  Women  in  the  Long  Island  College 
Hospital.  Pp.  84.  Fifth  Edition,  revised  and  enlarged.  New 
York :  E.  B.  Treat  &  Co.,  1902. 

Primarily  written  for  the  nurses  of  the  Training  School  at  the 
Long  Island  College  Hospital,  the  object  is  to  furnish  an  aid  in 
remembering  the  important  practical  teachings  of  the  hospital 
training.  The  present  edition  has  been  rewritten  and  adapted 
for  general  use  by  nurses  and  mothers. 

The  International  Medical  Annual.  A  Year  Book  of  Treat- 
ment and  Practitioner's  Index.  Pp.  688,  1902.  New  York: 
E.  B.  Treat  &  Co. 

This  medical  annual  appears  for  the  twentieth  time  in  its  cus- 
tomary dress  and  arrangement.  The  subject  matter  is  divided 
into  two  parts,  the  first  on  therapeutics,  the  second  on  medicine 
and  surgery.  In  the  latter  abstracts  of  articles  upon  subjects  in 
all  branches  are  placed  together  in  alphabetical  order.  Among' 
the  American  contributors  are  Drs.  Abbe.  Chapin,  Hammond, 
Loomis,  ami  Schley,  of  this  city. 

Transactions  of  the  Southern  Surgical  and  Gynecological 
Association.  Vol.  NIY.  Pp.  430.  Published  by  the  A^n- 
ciation,  1902. 

This  handsome  volume  contains  the  forty  papers  and  the  dis- 
cussions that  were  brought  to  the  attention  of  the  Association  at 
its  fourteenth  annual  meeting,  held  at  Richmond,  Va.,  on  Novem- 
ber 12.  13.  and  14.  1901.  They  cover  a  wide  field,  ranging  from 
the  treatmenl  of  painful  menstruation,  the  prevention  of  per- 
ineal laceration,  and  puerperal  sepsis,  to  operations  for  penetrat- 
ing  wounds  of  the  abdomen,  prostatic  hypertrophy,  Pott's  dis- 
ease, and  hepatic  drainage.  Some  of  the  gynecological  papers 
have  appeared  in  the  pages  of  this  Journal  and  show  the  stand- 
ard reached  by  the  Association.  ' 


BRIEF  OF   CURRENT   LITERATURE. 


OBSTETRICS. 


Cicatricial  Atresia  of  the  Vagina  Necessitating  Cesarean 
Section. — The  patient  of  E.  Leveque  (Ann.  <l<  Gyn.  <l  d'Obsl., 
Jan.  was  first  seen  at  the  fifth  month  of  pregnancy,  suffering 
from  severe  burns  of  the  vagina,  vulva,  perineum,  anus,  and  ad- 
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jacent  regions,  the  result  of  a  douche  of  sulphuric  acid.  After 
separation  of  large  sloughs,  cicatricial  contraction  occurred  to 
such  an  extent  as  nearly  to  occlude  the  vagina.  The  pregnancy 
was  allowed  to  continue,  with  the  intention  of  operating  just 
hefore  term.  Labor  commenced  unexpectedly  and  Leveque  per- 
formed Cesarean  section,  followed  by  complete  removal  of  the 
uterus  and  appendages,  as  the  vaginal  atresia  was  so  complete  as 
to  have  prevented  the  discharge  of  the  lochia  had  the  uterus  been 
preserved.     Both  mother  and  child  were  saved. 

Laparatomy  during  Pregnancy. — Doleris  (  Comptes-rendus 
de  la  Soc.  d'Obst.,  de  Gyn.  et  de  Ted.  de  Paris,  Dec.)  adds  an- 
other case  to  the  list  of  operations  during  pregnancy.  His 
laparatomy  was  performed  for  adherent  retroversion  at  two  and 
one-half  months.  After  breaking  up  adhesions  the  uterus  was 
drawn  forward  and  the  round  ligaments  shortened  intra-abdom- 
inally.  Delivery  occurred  at  term.  Twelve  days  later  the  uterus 
was  found  in  good  position,  but  rather  low  in  the  pelvic  cavity. 

Pustular  Dermatitis  Transmitted  to  Fetus. — Immediately 
after  birth  Lop  (Bull,  de  la  Soc.  d'Obst.  de  Paris,  Feb.  20)  ob- 
served a  pustular  dermatitis  upon  the  child.  The  mother  had 
had  a  similar  eruption  fifteen  days  before  labor.  Staphylococci 
were  found  in  the  pus  and  blood  of  both  mother  and  child.  Lop 
concludes  from  this  that  the  infection  occurred  in  utero  through 
the  maternal  blood,  not  from  examinations  by  septic  hands.  The 
child  died  as  a  result  of  the  infection  on  the  seventh  day. 

Prophylaxis  of  Ophthalmia  Neonatorum. — It  having  been 
suggested  that  potassium  permanganate  was  a  specific  for 
ophthalmia  neonatorum  and  that  its  use  by  all  midwives  should 
be  made  compulsory  in  France,  a  report  was  requested  from  the 
Committee  on  Hygiene  of  the  Academy  of  Medicine  of  Paris. 
This  was  furnished  by  A.  Pinard  (Ann.  de  Gyn.  et  d'Obst.,  Jan.),. 
who  quotes  the  statistics  of  several  writers  as  showing  that,  al- 
though the  gonococcus  is  the  usual  exciting  cause,  purulent 
ophthalmia  of  the  new-born  may  be  due  to  the  pneumococcus,. 
Weeks'  bacillus,  bacillus,  coli,  streptococcus,  staphylococcus,  and 
other  organisms.  He  shows  that  the  infection  usually  takes  place 
while  the  eyes  are  in  or  emerging  from  the  genital  canal  — a  pri- 
mary ophthalmia ;  or  subsequently  from  contact  with  infected 
persons  and  objects— a  secondary  ophthalmia.  The  report  con- 
tains the  statistics  of  the  Baudelocque  clinic  in  regard  to  the  use 
of  1 :1000  solution  of  potassium  permanganate  as  a  prophylactic. 
From  November  10,  1900,  to  June  25,  1901,  the  eyes  of  all  chil- 
dren were  washed  immediately  after  birth  with  soap  and  water, 
then  with  this  solution.  Among  1,316  children  there  were  23 
cases  of  ophthalmia,  1.4  per  cent;  7  of  these  occurred  within  four 
days  after  birth,  16  at  a  later  period.  These  figures,  with  others, 
are  offered  as  demonstrating  that  potassium  permanganate  is  not 
an  infallible  prophylactic;  and  that  all  statistics  show  that,  in 
spite  of  any  agents  employed  and  any  technique,  some  cases  of 
ophthalmia  will  occur.     The  importance  of  preliminary  disin- 
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fectioii  of  the  maternal  canal,  and  of  early  application  to  the 
child's  eyes  of  whatever  prophylactic  measures  are  used,  is 
strongly  emphasized. 

Hysterical  Contraction  of  the  Uterus  during  Pregnancy. — 
In  the  case  reported  by  GmUermin  (Bull.  <h  la  Soc.  d'Obst.  dt 
Paris,  No.  8,  1901)  severe  uterine  contractions  began  at  the  fourth 
month,  after  a  fright.  They  continued  at  intervals  during  the 
next  month,  in  spite  of  treatment,  yet  without  affecting  mother. 
child,  or  cervix.  Stigmata  of  hysteria  were  then  found,  hypno- 
tism tried,  and  the  contractions  ceased  after  suggestion. 

Large  Placenta. — Perret  (Bull,  de  la  Soc.  d'Obst.  de  Paris, 
No.  8)  describes  a  placenta  64  centimetres  in  circumference.  6  in 
thickness,  and  weighing  1.850  grammes.  Examination  showed 
that  it  was  hypertrophied  and  macerated,  but  no  vascular  lesions 
suggestive  of  syphilis  were  found. 

Diabetes  Mellitus  and  Dystocia. — The  occurrence  of  dystocia 
due  to  unusual  size  of  the  fetus  in  two  cases,  coincident  with 
diabetes  mellitus  of  the  mother,  suggests  to  Chambrelent  (Bull. 
<J<  la  Soc.  d'Obst.  de  Paris,  Xo.  9)  that  there  is  some  causal  rela- 
tion between  this  disease  and  the  increased  fetal  development. 
In  each  of  his  cases  the  fetus  weighed  nearly  5^  kilogrammes. 

Cesarean  Section. — The  method  of  Fritsch  of  performing 
Cesarean  section  with  a  transverse  incision  of  the  fundus  is  ap- 
proved by  D.  JuroAvski  (Cent.  f.  Gyn.,  No.  5),  who  reports  three 
cases  operated  upon  in  this  way  with  favorable  results. 

Acetonuria  in  Pregnancy,  Labor,  and  the  Puerperium. — 
Stolz  (Arch.  /'.  Gyn.,  Bd.  lxv.,  H.  3)  has  studied  97  cases— 32  of 
these  during  pregnancy,  71  at  the  time  of  labor,  and  64  during 
the  puerperium— in  regard  to  the  excretion  of  acetone  in  the 
urine.  He  finds  that  during  pregnancy  the  physiological  ace- 
tonuria is  changeable  and  increased.  It  is  usually  increased  dur- 
ing labor,  being  more  constant  and  more  marked  the  longer  the 
duration  of  this  event,  and  particularly  in  I-  and  Ilpara?.  Dur- 
ing the  first  three  days  of  the  puerperium  there  is  increased  ace- 
tonuria. This  is  not  a  reliable  sign  of  fetal  death,  but  rather  a 
physiological  occurrence. 

Permanent  Results  of  Conservative  Treatment  of  Inter- 
rupted Extrauterine  Pregnancy. — Von  Scanzoni  (Arch.  f.  Gytt., 
Bel.  lxv..  11.  3  i  finds,  by  reviewing  the  cases  at  the  Leipzig  clinic, 
that  very  favorable  results  follow  the  conservative  treatment  of 
interrupted  extrauterine  pregnancies  of  not  more  than  a  few 
months'  duration.  Those  so  treated  were  discharged  fourteen 
days  sooner  than  the  cases  submitted  to  laparatomy.  The  ex- 
pectant treatment  showed  an  ability  to  return  at  once  to  house- 
keeping in  25  per  cent,  while  only  16  per  cent  of  those  treated 
by  the  vaginal  and  3  per  cent  of  those  by  the  abdominal  route 
could  do  so.  Ability  to  do  heavy  work  within  six  weeks  after 
leaving  the  clinic  were  seen  in  these  three  classes  in  40,  22.5,  and 
14.5  per  cent,  respectively.  Subsequent  capacity  for  conception 
was  greatest  in  the  cases  treated  conservatively.     Laparatomy  is 
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indicated  only  for  signs  of  persistent  internal  hemorrhage  and 

increase  in  size  of  the  hematocele. 

Partial  Edemas  in  Puerperal  Infections. — This  is  the  term 
applied  by  P.  Budin  (Bull,  de  la  Soc.  d'Obst  dt  Paris,  Jan.  16) 
to  a  localized  edema  occurring  some  time  after  the  onset  of  a 
severe  puerperal  infection  and  ascribed  by  him  to  the  presence 
of  toxins.  In  a  case  described  in  his  paper  delivery  had  taken 
place  on  November  16.  On  the  20th  there  were  constitutional 
and  local  signs  of  uterine  and  vaginal  infection.  The  uterus  was 
digitally  curetted  and  swabbed  out.  False  membranes  appeared 
on  the  cervix  and  vaginal  walls.  All  local  lesions  disappeared 
under  treatment  by  the  30th,  but  slight  fever  was  still  present. 
On  December  7  there  was  sligb.1  edema  of  the  right  foot,  and 
on  the  8th  pain  in  the  upper  part  of  the  right  thigh,  more 
marked  upon  pressure  than  motion.  The  neighboring  portion  of 
the  abdomen  was  edematous,  and  there  was  a  tender  point  over 
the  femoral  vein  in  Scarpa's  triangle.  On  the  9th  the  edema  had 
extended  downward  to  the  malleoli  and  dorsum  of  the  foot.  The 
leg  was  put  at  rest,  as  phlegmasia  alba  dolens  was  suspected,  but 
on  the  next  clay  the  edema  had  entirely  disappeared  at  the  lower 
third  of  the  thigh  and  upper  third  of  the  leg.  and  had  increased 
in  its  lower  portion  and  foot.  Four  days  later  the  foot  alone 
remained  swollen  and  the  left  foot  was  similarly  involved,  and 
for  four  days  more  both  were  swollen,  white,  and  painless.  On 
the  18th  the  left  foot  showed  improvement  and  in  a  few  days 
both  were  normal.  Several  similar  cases  are  mentioned  by 
Budin  as  showing  that  the  presence  of  a  purulent  collection  must 
not  be  inferred  from  the  occurrence  of  such  localized  edema  in 
cases  of  puerperal  infection.  In  the  discussion,  Boissard  thinks 
it  more  likely  that  such  an  edema  is  more  probably  the  result  of 
thrombosis  of  limited  extent  in  small  vessels,  due  to  toxins  or 
bacteria  in  the  circulation.  The  involvement  of  the  second  foot. 
as  in  the  case  reported,  is  seen  in  cases  of  phlegmasia  and  suggests 
a  feeble,  limited,  and  temporary  affection  of  this  kind.  Maygrier 
recalls  a  case  of  such  edema  after  puerperal  infection,  and  Bar 
agrees  with  Budin  that  the  lesion  is  probably  caused  by  toxins. 
These  cases  are  of  interest  from  the  points  of  diagnosis  from 
septic  processes  resulting  in  pus  formation  and  the  consequently 
different  prognosis. 

Treatment  of  Rupture  of  the  Uterus. — On  the  basis  of  the 
literature  and  personal  statistics  of  77  cases,  C.  Cristeanu  and 
Draghiesco  (Ann.  de  Gun.  it  d'Obst.,  Feb.)  advocate  for  com- 
plete rupture  total  abdominal  hysterectomy,  with  vaginal  drain- 
age after  irrigation,  and  sponging  the  peritoneum  as  in  other 
cases  of  peritoneal  infection.  Such  infection  is  so  common  in 
these  cases  that  they  assume  it  to  be  the  rule.  For  incomplete 
ruptures  they  favor  extraction  of  the  child  by  the  natural  route, 
without  any  other  manipulations  than  the  application  of  forceps, 
followed  immediately  by  laparatomy  and  total  hysterectomy.  _  If 
the  child  has  penetrated  the  tear  in  the  uterine  wall  and  lies  in  a 
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peritoneal  pouch,  they  make  no  attempt  to  deliver  by  the  natural 
route,  but  extract  through  the  abdomen.  If  there  are  manifest 
signs  of  peritonitis,  hysterectomy  is  followed  by  the  same  pro- 
cedures as  in  cases  of  complete  rupture.  Usually,  however,  they 
do  not  irrigate,  and  close  the  peritoneal  cavity  with  catgut  with- 
out drainage. 

A.  Brindeau  (Bull,  de  la  Soc.  d'Obst.  d(  Paris,  Jan.  lb'  I  advo- 
cates in  case  of  uterine  rupture  with  severe  hemorrhage,  lap- 
aratomy.  whether  the  rupture  is  complete  or  incomplete.  If  in- 
complete, he  would  incise  the  peritoneum  over  the  tear,  so  as  to 
permit  removal  of  clots,  and  then  treat  the  case  as  one  of  com- 
plete rupture.  In  the  latter  case  the  wound  may  be  sutured  if 
the  tear  is  complete  but  the  woman  not  infected.  If  the  mother 
is  infected  or  the  fetus  in  the  abdominal  cavity,  supravaginal 
hysterectomy  is  indicated,  with  abdominovaginal  drainage  if 
labor  has  been  prolonged  or  liquor  amnii  or  meconium  has  entered 
the  peritoneal  cavity. 

Retained  Placenta. — L.  Tissier  (Bull,  de  la  Sue.  d'Obst.  de 
Paris.  Feb.  20  I  records  the  expression  of  a  placenta,  showing  no 
signs  of  putrefaction,  sixty-nine  days  after  labor.  There  had 
been  only  very  slight  losses  of  blood  until  the  sixty-eighth  day, 
when  a  severe  hemorrhage  occurred.  This  was  attributed  by 
Tissier  to  separation  of  the  placenta. 

A.  Brindeau  (Pull.  d<  la  Soc.  d'Obst.  dt  Paris,  Jan.  16)  reports 
two  eases  which  illustrate  the  difficulty  which  is  occasionally  ex- 
perienced in  recognizing  this  condition.  In  each  case  the  fetus 
had  been  expelled  and  the  uterus,  which  was  supposed  still  to 
contain  the  placenta,  seemed  upon  examination  to  be  entirely 
empty.  Careful  exploration  showed  that  in  the  first  instance  the 
placenta  was  completely  adherent  and,  after  contraction  of  the 
uterus,  seemed  to  line  it  entirely,  except  near  the  internal  os, 
where  the  free  border  of  the  membranes  could  be  felt  and  sep- 
arated. In  the  second  case  careful  search  showed  a  pouch  on  the 
anterior  wall  which  contained  the  whole  adherent  placenta.  The 
pouch  was  clue  to  local  inertia,  for  as  soon  as  the  placenta  was 
extracted  this  depression  disappeared,  leaving  the  interior  uterine 
surface  perfectly  smooth. 

Symphyseotomy  for  Persistent  Brow  Presentations. — Wal- 
lich  <(  omptes-rendus  d<  la  Soc.  d'Obst.,  d<  Gyn.  et  d<  P<d.  d< 
Paris.  Jan.)  discusses  the  value  of  symphyseotomy  in  the  treat- 
ment of  brow  presentations,  upon  the  basis  of  7  cases  so  managed 
and  12  in  which  the  operation  was  not  performed.  All  were  per- 
sistent brow  presentations  and  all  in  PinarcTs  service.  All 
temporary  brow  presentations  are  omitted  as  tending  to  destroy 
the  value  of  the  statistics.  Of  the  12  cases  not  treated  by 
symphyseotomy  the  maternal  mortality  was  16  per  cent,  the  fetal 
58  per  cent.  The  7  cases  with  symphyseotomy  gave  no  maternal 
mortality  and  a  fetal  of  28.5  per  cent. 

Ovariotomy  during  Pregnancy. — The  statistics,  including  148 
cases  compiled  by  Orgler  (Arch.  f.  Gyn.,  Bd.  Ixv..  H.  1).  show  a 
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mortality  of  2.7  per  cent  for  ovariotomy  during  pregnancy.  The 
latter  was  interrupted  by  the  operation  in  22.5  per  cent  of  the 
eases.     The  earlier  in  pregnancy  tlnj  ovariotomy  is  performed 

the  less  is  the  probability  of  abortion. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Complete  Inversion  of  the  Uterus. — J.  A.  Amann.  Jr. 
'  Monats.  f.  Geb.  u.  Gyn..  Bd.  xv.,  H.  1)  describes  an  interesting 
case  of  complete  inversion  in  a  woman  41  years  of  age,  who  had 
had  Two  labors,  the  last  fourteen  years  before.  Eleven  years 
ago  menstruation,  previously  regular,  became  irregular.  There 
had  been  dragging-down  sensations  for  years,  and  one  year  ago 
the  uterus  prolapsed  but  could  be  replaced  by  the  patient.  After 
a  sudden  strain,  fourteen  days  before,  the  tumor  reappeared  and 
increased  in  size,  with  symptoms  of  infection  and  loss  of  weight. 
A  long,  narrow  tumor,  continuous  above  with  the  everted  vaginal 
wall,  presented  near  its  lower  end  the  uterine  opening  of  the  left 
tube,  and  was  here  continuous  with  a  large,  rounded  tumor  which 
was  connected  above  with  the  everted  posterior  vaginal  wall.  The 
fingers  could  be  passed  between  the  round  tumor  and  its  anterior 
pedicle,  the  inverted  uterus.  After  removal  of  the  entire  pro- 
truding mass,  the  rounded  mass  proved  to  be  a  submucous  uterine 
myoma.  This  had  evidently  been  protruded  through  the  cervix 
and  had  become  adherent  to  the  posterior  vaginal  wall.  In  fall- 
ing downward  it  had  inverted  the  uterus  and  also  dragged  the 
portion  of  the  posterior  vaginal  wall  to  which  it  was  adherent 
downward,  forming  a  posterior  pedicle.     Death  from  pyemia. 

Prolapse  of  the  Urethra. — A  case  of  prolapse  of  the  urethra 
in  a  healthy  and  well-developed  girl  of  51-.  years  is  reported  by 
Bente  (Munch,  med.  ^Yn<■l)..  No.  53,  1901  L  The  common  predis- 
posing factor— general  debility  and  relaxation— certainly  could 
not  be  invoked  to  account  for  the  causation  of  the  trouble.  It 
seemed  dependent  upon  constipation  causing  straining  at  stool 
and  upon  coughing.  Medical  treatment  was  unsuccessful  and 
operation  was  required  and  gave  good  results. 

Uterine  Fibroids. — R.  Olshausen  (Cent.  f.  Gyn.,  No.  1)  again 
advocates  enucleation  of  even  multiple  myomata  when  it  is  pos- 
sible. During  the  last  two  years  he  has  been  able  to  apply  this 
operation  in  27  per  cent  of  his  136  cases.  In  some  of  these  he 
has  removed  six.  nine,  or  more  tumors  with  success. 

Ventrofixation. — J.  C.  Cameron  and  F.  A.  L.  Lockhart  (Jour, 
of  Oust,  and  Gyn.  of  the  Br.  Emp.,  Mar  I  report  six  cases  of  labor 
following  ventrofixation— five  of  their  own  cases  and  one  of  W.  C. 
Mills.  Of  these  six  cases  three  were  instrumental  and  three  were 
not.  In  five  cases  the  uterus  was  found  in  good  position  some 
months  after  labor,  but  in  one  case,  that  of  a  single  woman,  the 
retroversion  returned.  In  one  case  the  fixation  was  so  strong 
that  it  prevented  the  head  being  driven  into  the  pelvic  cavity. 
The  head  was  against  the  symphysis  pubis  and  forceps  were  ap- 
plied.    The  uterus  was  inclined  to  the  left  side  and  fixed  by  the 
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adhesions.  The  good  results  of  these  cases  he  attributes  to.  first. 
the  care  with  which  the  sutures  were  passed  across  the  anterior 
surface  of  the  fundus  in  the  middle  line ;  second,  to  inclusion  of 
the  peritoneum  only  of  the  anterior  wall,  and  at  times  the 
urachus;  third,  to  the  stretching  of  the  false  ligament.  Cases 
of  this  variety  should  be  carefully  observed  for  untoward  symp- 
toms, so  that  labor  may  be  produced  at  the  end  of  eight  months 
in  the  interest  of  the  child. 

Hypertrophy  of  the  Breasts  at  Puberty. — The  literature  of 
this  subject  is  enriched  by  a  ease  report  of  E.  Pflanz  (( U  nt.  /. 
Gyn..  No.  2).  The  woman's  breasts  had  shown  abnormal  devel- 
opment even  when  she  was  a  child.  At  14  she  began  to  men- 
struate and  the  breasts  increased  in  size  with  great  rapidity, 
reaching  at  16  the  size  which  they  retained  at  the  age  of  30,  when 
the  case  was  seen.  At  this  time  they  hung  down  to  the  level  of 
the  umbilicus  and  their  greatest  circumference  was  respectively 
forty-eight  and  forty-seven  centimetres.  Although  married 
twelve  years,  she  had  never  been  pregnant.  Pier  brother  also  had 
greatly-developed  breasts. 

Results  of  Operation  in  Sixty  Cases  of  Malignant  Disease  of 
the  Breast. — A.  Marmaduke  Shield  (Lancet,  Mar.  8)  comes  To 
the  following  conclusions  from  a  careful  survey  of  sixty  eases  of 
malignant  disease  of  the  breast :  That  the  risk  of  removing  can- 
cer of  the  mammae  by  extensive  operation  is  small  and  should 
not  amount  to  more  than  one  or  two  per  cent ;  sepsis  is  prevent- 
able and  when  it  occurs  is  due  to  the  surgeon.  That  early  and 
free  removal  gives  prospect  of  years  of  freedom,  and.  in  a  good 
percentage  of  cases,  of  good  health  and  enjoyment  of  life.  That 
the  cases  which  do  badly  are:  (1)  soft,  rapidly-growing  cancer 
in  young  and  vascular  women,  and  (  2)  cases  of  long  continuance 
before  operation,  where  skin  and  cervical  glands  are  widely  in- 
fected. That  in  certain  cases  visceral  cancels  and  cancers  in  the 
liver  coexist  with,  or  rapidly  follow,  operation,  and  the  expla- 
nation of  these  is  uncertain.  That  the  practice  of  early  ex- 
ploration by  incision  of  small  nodules  and  indurations  in  the 
breast  is  of  the  first  importance  and  should  be  strongly  urged 
upon  the  profession  generally,  especially  upon  those  in  general 
practice  who  so  often  see  these  cases  in  their  early  beginnings 
and  upon  whom  the  great  responsibility  of  prompt  diagnosis 
falls.  No  one  should  undertake  an  operation  for  mammary 
cancer  unless  he  is  capable,  and  has  had  sufficient  operative  ex- 
perience to  remove  all  lymphoid  tissue  from  the  axilla;  the  leav- 
ing of  infected  glands  toward  the  apices  of  the  axillary  spaces 
being  a  common  source  of  failure  in  the  results  of  this  operation. 
The  prognosis  is  still  dubious,  as  we  sometimes  get  just  the  oppo- 
site result  from  that  expected.     Operate  early  and  extensively. 

Ovarian  Opotherapy. — Paul  Dalche  and  E.  Lepinois  (Bull, 
gen.  tie  Therap.,  Jan.  8)  have  studied  six  cases  treated  by  ovarian 
opotherapy,  and  find  that  administration  of  ovarian  extract 
causes  polyuria  and  an  increase  of  phosphoric  acid  and  certain 
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other  solids.  Under  this  treatment  the  ratio  of  uric  acid  and  of 
phosphoric  acid  to  urea  became  approximately  normal.  In  the 
treatment  of  chronic  rheumatism  with  deformity,  which  they  at- 
tributed to  ovarian  dystrophy,  they  obtained  diminution  of  pain, 
while  the  joint  lesions,  though  not  decreasing  in  extent,  did  not 
become  greater.  In  women  who  had  long  passed  the  menopause 
ovarian  extract  was  inefficacious.  The  improvement  which  oc- 
curred in  a  young  man  under  this  treatment  suggests  that  the 
same  alkaloid  occurs  in  both  ovary  and  testicle. 

Intestinal  Obstruction  by  Uterine  Fibroids. — Operation  for 
intestinal  obstruction  caused  by  uterine  fibroids  is  rarely  re- 
quired. G.  Chavannaz  (Rev.  mens,  de  Gyn.,  Obst.  et  Ped.  de 
Bordeaux,  t.  iii..  No.  12)  has  met  with  two  cases  in  which  it  was 
necessary.  In  one  there  were  symptoms  of  an  acute  intestinal  ob- 
struction caused  by  compression  of  the  small  intestine  by  a  pedun- 
culated uterine  fibroma.  Death  occurred  during  the  operation 
from  asphyxia  due  to  inhalation  of  fecal  vomitus.  In  the  second 
case  there  were  symptoms  of  chronic  obstruction,  which  became  so 
marked  as  to  require  operation.  The  intestinal  compression  was 
caused  by  a  fibroid,  no  larger  than  an  egg.  situated  upon  the 
posterior  surface  of  the  uterus.  On  account  of  extreme  intestinal 
distension  the  formation  of  an  artificial  anus  was  the  only  pro- 
cedure adopted.     Recovery  followed. 

Treatment  of  Sepsis. — T.  Wernitz  (Cent.  f.  Gyn.,  No.  6) 
warmly  recommends  the  following  procedure  for  the  treatment  of 
sepsis :  Through  a  rectal  tube  a  warm  one-half  to  one  per  cent 
saline  solution  is  allowed  to  run  gently  into  the  intestine  by  rais- 
ing an  irrigator  in  which  it  is  contained.  The  irrigator  is  then 
lowered,  allowing  the  return  flow  of  the  fluid.  It  is  then  alter- 
nately raised  and  lowered,  changing  the  fluid  as  it  becomes  im- 
pregnated with  fecal  material.  When  the  intestine  has  been 
cleansed  in  this  way  so  as  to  leave  its  walls  free  to  absorb,  the 
alternate  raising  and  lowering  of  the  irrigator  are  so  timed  as 
to  permit  more  to  enter  than  to  flow  out.  In  an  hour  about  one- 
half  to  one  litre  of  saline  solution  will  be  absorbed,  causing 
marked  increase  of  the  quantity  of  urine,  loss  of  thirst  and  dry- 
ness of  mucous  membranes,  and  profuse  perspiration.  The 
writer  reports  a  successful  illustrative  case. 

Vesicular  Mole  with  Bilateral  Ovarian  Cysts. — Few  cases  of 
simultaneous  occurrence  of  vesicular  mole  and  bilateral  ovarian 
cysts  have  been  recorded.  Baumgart  (Cent.  f.  Gyn.,  No.  4)  de- 
scribes such  a  case  on  account  of  its  possible  bearing  upon  the 
etiology  of  moles.  He  mentions,  however,  that  it  is  uncertain  to 
what  extent  the  growth  is  directly  attributable  to  the  ovarian 
disease,  and  whether  it  is  not  the  result  of  endometritis  which 
had  arisen  from  the  circulatory  disturbances  associated  with  the 
ovarian  lesions. 

Pseudo-hermaphroditism. — H.  Roger  (Presse  Med..  Mar.  22) 
describes  the  findings  at  the  autopsy  of  a  supposed  boy  of  19. 
The  external  senitals  were  those  of  a  normal   male,  except  the 
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arrangement  of  the  pubic  hair,  which  was  like  that  of  a  woman. 
The  penis  was  well  developed,  the  scrotum  normal  but  contain- 
ing no  testicles.  The  internal  organs  were  a  normal  uterus  and 
small  vagina,  the  latter  opening  at  the  veru  montanum  of  a 
urethra  of  the  male  type.  There  was  no  prostate.  The  uterine 
appendages  of  the  right  side  were  present,  the  ovary  being  cystic, 
as  was  shown  by  microscopic  examination.  There  were  no  tube 
and  ovary  on  the  left  side  and  no  testicles.  The  case  is  remark- 
able on  account  of  the  almost  perfect  male  type  of  the  external 
organs,  while  a  single  ovary  was  the  only  genital  gland  present. 

Treatment  of  Ureteral  Lesions  during  Laparatomies. — 
Weinreb  (Arch.  f.  Gyn.,  Bd.  lxv..  H.  1)  records  a  case  in  Lan- 
dau's clinic  in  which  a  portion  of  the  right  ureter  was  removed 
during  a  radical  abdominal  operation  for  carcinoma  of  the  cervix. 
In  this  cast-  Landau  ligated  the  proximal  end  of  the  divider! 
ureter  without  unfavorable  results.  AVeinreb  considers  this  and 
other  instances  mentioned  as  showing  the  advisability  of  this  pro- 
cedure when  so  large  a  portion  of  the  ureter  has  been  removed  as 
to  make  implantation  into  the  bladder  impossible.  If  a  secondary 
nephrectomy  should  be  required  the  results  would  be  better  than 
from  a  primary  operation  of  this  character. 

Parametritis  Posterior. — A.  Midler  (Cent.  f.  Gyn.,  No.  9)  con- 
siders the  affection  described  by  others  as  parametritis  posterior, 
etc.,  usually  a  disease  of  the  rectum  with  subsequent  extension 
through  the  utero-sacral  ligaments  to  the  uterus.  The  uterus 
is  seldom  involved  primarily,  except  in  gonorrheal  cases.  The 
trouble  usually  begins  in  childhood  with  abdominal  pains,  pain- 
ful defecation,  and  constipation.  Later  are  added  weakness  of 
the  back,  backache,  dysmenorrhea  with  scanty  or  profuse  flow. 
The  rectal  wall  becomes  the  seat  of  chronic  inflammation  and 
thickening,  with  subsequent  contraction,  and  then  accumulation 
of  hard  fecal  masses  above  the  stenosis.  There  is  often  alter- 
nating constipation  and  diarrhea.  The  chronic  inflammatory 
process  may  extend  from  the  rectal  wall,  which  becomes  bound 
down  by  bands,  to  the  adjacent  tissues  and  uterus.  The  treat- 
ment must  be  primarily  that  of  the  rectal  condition,  laxatives 
;iud  enemata.  The  bands  binding  the  rectum  To  The  uterus 
should  be  sTretched  by  vaginaj  massage. 

Tuberculosis  of  Vermiform  Appendix  and  Right  Append- 
ages.— Many  cases  of  inflammation  of  the  uterine  appendages 
of  the  right  side  and  of  secondary  involvement  of  the  vermiform 
appendix,  or  vice  versa,  have  been  reported.  Tuberculosis  of 
the  tube  may  later  involve  the  neighboring  peritoneum  and  ap- 
pendix. In  a  case  described  by  Emil  Kraus  (Mounts,  f.  Gcb.  u. 
(in n.,  Bd.  xv.,  H.  •_'  the  primary  seat  of  the  disease  was  in  the 
vermiform  appendix,  with  subsequent  extension  to  the  uterine 
appendages. 

Uterine  Castration. — Under  this  name  L.  Pincus  (Cent.  f. 
Gyn.,  No.  8  i  treats  of  another  use  to  which  he  has  been  able  to 
apply  atmocausis.      He  recommends  it  for  artificial  sterilization 
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of  incurable  invalids  in  whom  the  prevention  of  pregnancy  is  of 
great  importance.  In  a  case  of  phthisis  in  which  he  employed 
this  method  the  uterine  cavity  was  completely  obliterated  above 
the  internal  os.  In  a  case  of  nephritis  the  upper  half  of  the 
cavity  was  entirely  destroyed.  No  accidents  attended  either 
case. 

Dysmenorrhea. — The  cause  of  dysmenorrhea  is  the  subject  of 
a  paper  by  A.  Theilhaber  (Cent.  f.  Gyn.,  No.  3).  Only  a  small 
proportion  of  the  cases  of  menstrual  pain  owe  their  trouble  to 
anatomical  defects.  Submucous  fibromyomata  may  act  as  for- 
eign bodies  and  cause  severe  expulsive  pains.  With  perime- 
tritis the  physiological  uterine  contractions  cause  pain  by  trac- 
tion upon  the  inflamed  peritoneum.  About  three-fourths  of 
all  cases  of  menstrual  pain  are  of  the  class  of  so-called  "essential 
dysmenorrhea,"  or  those  not  due  to  anatomical  causes.  Theil- 
haber attributes  the  pain  in  these  cases  to  tetanic  contraction  of 
the  circularly  placed  muscle  fibres  in  the  region  of  the  internal 
os.  Menge  thinks  the  pain  arises  from  contraction  of  the  longi- 
tudinal layer  of  the  uterus,  which  is  not  perceived  in  healthy 
women,  but  is  translated  into  menstrual  pain  in  hysterical  or 
neurasthenic  women  even  when  their  genitals  are  normal.  In 
opposition  to  this  view  Theilhaber  states  that  contractions  of 
voluntary  muscles  are  not  painful  in  neurotic  persons,  that  con- 
traction of  longitudinally  placed  non-striated  muscle  is  con- 
stantly occurring  in  the  viscera  without  pain. 

Effect  of  Menstruation  upon  Psychical  or  Convulsive  Dis- 
orders.— Viallon  (Ann.  de  Gyn.  <t  d'Obst.,  Feb.)  has  studied 
the  effect  of  menstruation  upon  a  number  of  inmates  of  the  Bron 
asylum.  His  conclusions  are  that  the  toxic  condition  induced 
by  menstruation  is  caused  in  some  cases  by  various  functional 
troubles,  most  commonly  gastro-intestinal  or  urinary  disturb- 
ances. Under  these  conditions  menstruation  may  be  accom- 
panied by  distinct  rise  of  temperature,  mental  troubles  char- 
acterized usually  by  mental  confusion,  or  convulsive  seizures  in 
epileptics  and  general  paralytics. 

Traumatic  Granuloma  of  the  Urinary  Bladder. — Without 
any  reference  to  having  made  any  pathological  examination  of 
his  cases.  G.  Kolischer  (Cent.  /'.  Gyn.,  No.  10)  describes  as,  a  dis- 
tinct type  a  group  of  cases  in  which,  after  traumatism,  there  are 
desire  to  urinate,  feeling  of  congestion  in  the  region  of  the 
bladder,  frequent  profuse  hemorrhages  from  the  bladder,  and 
the  presence  of  phosphates  in  granular  form  in  the  urine. 
Cystoscopic  examination  shows  a  bright-red  mass  resembling 
granulation  tissue  over  a  scar,  bleeding  easily  upon  contact,  not. 
sensitive  itself  but  surrounded  by  a  sensitive  area.  The  treat- 
ment is  removal  of  the  growth. 

Pain  is  felt  in  these  only  when  tetanic  contraction  of  circular 
fibres  occurs.  If  it  were  the  result  of  simple  hyperesthesia  of 
the  uterus  it  would  be  difficult  to  explain  its  disappearance  after 
birth  of  the  first  child,  as  this  seldom  cures  hysteria.     The  flow 
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of  blood  from  the  uterus  is  so  free,  except  in  the  small  propor- 
tion of  cases  in  which  it  is  clotted,  that  the  presence  of  an  ob- 
stacle to  discharge  of  the  menstrual  fluid  can  hardly  be  invoked 
as  the  cause  of  pain.  During  labor  the  circular  fibres  of  the 
internal  os  are  stretched  and  torn,  and  the  effect  is  probably 
similar  to  that  in  other  cases  of  spasmodic  contraction  of  cir- 
cularly placed  muscle,  e.g.,  vaginismus.  The  pains  associated 
with  submucous  fibroids  are  like  those  of  labor;  those  connected 
with  perimetritis  are  also  intermittent,  as  they  continue  only 
during  the  uterine  contractions. 

Inversion  of  the  Uterus. — Paul  Bar  (Bull,  de  la  Soc.  d'Obst. 
de  Paris,  Jan.  16)  calls  attention  to  the  sudden  collapse  which 
may  occur  not  only  at  the  time  of  inversion  of  the  uterus,  but 
during  attempted  reduction.  He  describes  two  cases  of  sudden 
death  at  this  time.  His  paper  also  discusses  the  subject  of  what 
ligaments  limit  the  prolapse  of  the  inverted  uterus.  These 
seemed  to  be  chiefly  the  infundibulo-pelvic  and  to  a  slight  degree 
the  utero-saeral  ligaments  and  bladder.  The  paper  also  dis- 
cusses the  treatment  of  the  condition,  from  simple  reinversion 
of  the  uterus  to  hysterectomy. 

DISEASES   OF   CHILDREN. 

Abnormal  Psychical  Conditions  in  Children. — George  F. 
Still  (Lancet,  Apr.  12,  1902)  thus  sums  up  his  study  of  the 
subject :  A  morbid  failure  of  moral  control  is  not  uncommon 
in  children  with  general  impairment  of  intellect — there  is,  in 
fact,  a  congenital  limitation  of  the  capacity  for  the  development 
of  moral  control  associated  with  a  similar  limitation  of  the  gen- 
eral intellectual  capacity;  that,  except  in  the  lower  grades  of 
idiocy  and  imbecility,  where  the  cognitive  relation  to  environ- 
ment is  absent  or  extremely  defective,  there  is  not  necessarily 
any  direct  proportion  between  the  moral  limitation  and  the  gen- 
eral intellectual  limitation;  that  no  particular  type  of  idiocy 
or  imbecility  can  be  specially  associated  with  moral  defect;  nor 
is  there  any  evidence,  so  far  as  can  be  judged  from  a  clinical 
study  of  these  cases,  that  any  particular  gross  lesion  of  the  brain 
is  requisite  to  the  limitation  of  moral  control. 

Adenoid  Vegetations  and  their  Influence  on  the  Palatal 
Arch.— Frederick  H.  Millener  (Phil.  Med,  Jour.,  Apr.  12,  1902) 
does  not  wish  to  make  the  assertion  that  the  irregular  or  V- 
shaped  maxilla  is  caused  entirely  by  the  pressure  of  these 
growths  upon  the  formed  or  forming  superior  maxilla.  Nor 
does  he  wish  to  state  that  the  pressure  of  the  muscles  of  the  jaws 
causes  this  deformity.  These  are  plausible  hypotheses,  but  he 
does  think  that  all  cases  of  adenoid  vegetation  can  and  do  cause 
a  tremendous  alteration  in  the  facial  expression,  such  as  the 
atrophy  of  the  antra  of  Eighmore  owing  to  the  closure  and  dis- 
use of  the  nasal  passages.  This,  in  connection  with  deficient 
oxygenation  of  the  blood  and  the  general  sickly  condition  of  the 
subject,  has  a  tendency  to  cause  an  irregular  arch  as  well  as  poor 
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teeth.  He  thinks  that  the  V-shaped  palate  and  irregular  teeth 
are  caused  by  breathing  insufficiently,  and  under-development 
caused  by  non-oxygenation  of  the  blood.  Before  the  teeth  of  a 
person  from  10  to  18  years  of  age  are  regulated,  or  before  we 
attempt  to  treat  their  ears  or  any  ear  trouble,  we  should  first 
ascertain  that  they  are  not  mouth-breathers  and  that  there  are 
no  adenoid  vegetations  present.  If  these  are  found  they  should 
be  promptly  removed.  The  diagnosis  is  simple,  merely  placing 
the  finger  in  the  nasopharynx.  Almost  anybody  with  but  little 
experience  can  diagnose  their  presence  or  absence,  and  even 
without  this  the  enlarged  faucial  tonsils  and  facial  expression 
are  sufficient.  Of  course  there  are  still  surgeons  living  who 
object  to  removing  adenoids,  as  there  are  still  some  who  depre- 
cate the  removal  of  the  faucial  tonsils,  on  the  ground  that  chil- 
dren will  grow  out  of  them.  But  it  ought  to  be  remembered  that 
even  if  tonsillar  hypertrophies  do  become  reduced  with  ad- 
vanced age,  the  subjects  have  in  the  meantime  grown  into  their 
symptoms,  and  these  are  found  every  day  in  cases  of  deafness. 
The  wide-awake  dentists  have  an  unusual  opportunity  to  detect 
these  symptoms  and  conditions,  and  with  this  opportunity  comes 
a  duty  to  add  to  their  already  useful  vocation  that  of  aiding 
parents  to  see  the  importance  of  subjecting  their  afflicted  chil- 
dren to  operative  interference  and  freeing  them  from  these  con- 
ditions with  their  long  train  of  attendant  symptoms  and  serious 
results. 

Bacterium  Coli  Commune  in  Cow's,  Goat's,  Ass',  and  Hu- 
man Milk,  On  the  Vegetation  of. — Cozzolino  (Archiv.  f.  Kin- 
derhk.,  vol.  xxxiii.,  Nos.  3  to  6),  finds  a  marked  difference  in  the 
growth  and  increase  of  the  bacterium  coli  in  human  milk  and  in 
that  of  the  cow,  goat,  and  ass.  During  the  twenty-four  hours 
following  its  inoculation  into  human  milk  the  bacterium  under- 
goes, an  inhibition  of  growth,  and  even  a  decrease  in  numbers. 
In  the  other  milks,  on  the  contrary,  it  increases  rapidly.  After 
about  forty-eight  hours  the  difference  has  grown  less  or  has 
ceased  to  exist.  It  would  seem  that  breast  milk  is  not  so  good 
a  culture  medium  for  this  organism  from  four  to  forty-eight 
hours  as  are  the  other  varieties  of  milk.  This  circumstance,  to- 
gether with  the  much  smaller  acidifying  power  of  human  milk, 
may  explain  the  diminished  frequency  and  severity  of  gastro- 
enteric disturbances  in  the  breast-fed  infant  as  compared  with 
the  bottle-fed  child.  Finally,  it  must  be  remembered  that  in  the 
gastro-intestinal  canal  the  milk  comes  in  contact  with  the  colon 
bacillus  only  after  the  digestive  juices  have  acted  upon  it. 

Cigarette  Inebriety. — J.  M.  French  (Quarterly  Jour,  of  In- 
ebriety, Jan.,  1902)  says  that  it  is  impossible  to  study  the  cigar- 
ette habit  intelligently  without  at  the  same  time  considering  the 
whole  subject  of  the  effects  of  tobacco  upon  the  human  system. 
Its  chief  peculiarities,  as  distinguished  from  the  other  forms  of 
the  use  of  tobacco,  are  three  in  number :  1.  It  is  indulged  in  to  a 
very  great  extent  by  young  and  growing  boys.     2.  The  cigarette, 
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being  only  "a  little  cigar"  and  mild  and  pleasant  in  its  imme- 
diate effects,  is  in  some  instances  smoked  almost  constantly. 
3.  Also  because  of  its  mildness,  it  is  the  common  practice  to  in- 
hale tlit-  smoke,  thus  largely  increasing  the  poisonous  effects  of 
the  nicotine,  which  is  the  chief  deleterious  agent  in  tobacco. 
Investigation  has  shown  that  there  is  no  truth  in  the  sensa- 
tional stories  of  poisonous  ingredients  contained  in  tobacco,  nor 
in  the  charges  that  insanity  and  crime  are  caused  by  their  use. 
Whatever  harm  is  done  by  the  cigarette  is  done  by  the  tobacco 
which  it  contains,  and  not  by  the  rice  paper  in  which  it  is 
wrapped,  nor  any  foreign  poison.  As  to  the  effects  of  the  use  of 
tobacco  on  immature  or  growing  boys,  there  is  plenty  of  evidence 
of  an  unimpeachable  nature.  It  has  been  found  in  Yale  College. 
Amherst,  etc..  that  the  non-users  of  tobacco  gain  during  the  col- 
lege course  in  weight,  height,  chest  girth,  and  lung  capacity 
more  than  the  users  of  tobacco.  In  France,  at  the  Polytechnic 
School,  the  non-smokers  took  the  highest  rank  in  every  grade. 
and  the  smokers  constantly  lost  grade.  In  an  experimental  ob- 
servation of  38  hoys,  of  all  classes  of  society,  who  had  been  using 
tobacco  for  periods  of  from  two  months  to  two  years.  27  showed 
severe  injury  to  the  constitution  and  insufficient  growth,  and  32 
showed  irregularity  of  the  heart's  action,  disordered  stomachs, 
cough,  and  a  craving  for  alcohol.  Within  six  months  after  they 
had  abandoned  the  use  of  tobacco  one-half  were  free  from  their 
former  symptoms,  and  the  remainder  recovered  by  the  end  of 
the  year.  Impaired  vision,  especially  color  blindness,  is  a  com- 
mon result  of  the  habitual  use  of  tobacco.  A  New  York  oculist 
describes  a  peculiar  disease,  the  symptoms  of  which  are  dimness 
and  film-like  gatherings  over  the  eye,  which  appear  and  disap- 
pear at  intervals.  This  is  known  as  the  cigarette  eye.  The 
injurious  effects  of  tobacco  on  the  heart  are  well  known.  Dr. 
Cathett  declares  that  inflammatory  affections  of  the  nose  and 
throat  are  more  persistent  and  recover  more  slowly  in  excessive 
users  of  tobacco  than  in  other  persons.  He  adds«that  a  scratch, 
pimple,  blister,  or  wart,  or  a  sore  lip,  mouth,  tongue,  or  throat. 
may  he  made  cancerous  by  keeping  it  constantly  bathed  in 
tobacco  juice  or  smoke.  In  order  to  determine,  with  any  claim 
to  scientific  accuracy,  the  nature  ami  effect  of  tobacco  upon  the 
human  system,  it  is  necessary  to  observe  its  action,  not  only  upon 
the  individual  user,  but  also  upon  his  descendants.  Tested  in 
this  manner,  the  statement  may  safely  be  made  that  among 
those  strong  and  vigorous  men  who  have  used  tobacco  habitually 
ami  constantly  for  many  years  without  apparent  injury,  in  not 
a  single  instance  will  their  children,  especially  those  born  after 
tic  habil  bad  been  Long  indulged  in.  possess  an  equal  degree  of 
vigor  and  endurance;  and  particularly  in  not  a  single  instance 
can  they  indulge  in  the  habitual  use  of  tobacco  without  ex- 
periencing those  injurious  effects  which  their  fathers  escaped. 
But  whatever  may  he  the  verdid  with  reference  to  the  use  of 
tobacco  by  healthy  adults,  there  exists  no  difference  of  opinion 
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among  physicians  or  scientific  men  as  to  its  effects  upon  young 
and  growing  boys.  All  agree  that  none  of  these  ought,  for  the 
sake  of  their  own  development,  physical,  mental,  and  moral, 
in  use  tobacco  in  any  form.  It  is  its  effect  upon  this  class  which 
c( institutes  the  essential  reason  why  the  cigarette  habit  is  prop- 
erly regarded  as  a  menace  to  civilization. 

Congenital  Syphilis,  Parrot's  Pseudo-Paralysis  in. — Scherer 
xrb.  f.  Kinderhk.,  vol.  lv..  No.  5)  studied  two  cases  of 
pseudo-paralysis  of  the  upper  extremities  in  syphilitic  infants. 
At  autopsy  the  bones  were  found  to  be  intact.  He  observed  the 
pseudo-paralysis  in  eleven  of  fifty  cases,  or  twenty-two  per  cent. 
Microscopic  examination  of  the  spinal  cord  showed  the  Moo] 
is  to  be  dilated  and  containing  many  streptococci;  some  of 
the  capillaries  had  real  streptococcus  emboli.  There  was  no  re- 
action outside  the  vessels.  The  cocci  were  present  in  all  the 
viscera.  It  is  probable  that  in  those  eases  of  congenital  syphilis 
where  the  bones  and  nervous  system  are  intact  the  pseudo- 
paralysis is  due  to  toxins,  either  of  the  luetic  poison  or  of  other 
bacteria  present  in  the  blood.  Congenital  syphilis  predisposes 
to  secondary  infections  which  cause  death. 

Contribution  to  the  Symptomatology  of  Cretinism  and 
Other  Forms  of  Idiocy. — Henry  Koplik  and  Jacob  Lichten- 
stein  (Arch,  of  Fed.,  Feb.,  1902)  describe  an  anatomical  sign  or 
stigma  which  they  have  for  some  time  carefully  studied,  and 
which  they  have  observed  on  certain  .patients,.  While  demon- 
strating the  peculiarities  of  the  skin  and  conformation  of  the 
hand  of  cretins,  they  were  struck  with  a  prominence  in  the  re- 
gion of  the  antithenar  eminence  and  over  the  situation  of  the  os 
pisiformis.  It  is  immediately  adjacent  to  the  groove  which 
separates  the  palm  of  the  hand  from  the  forearm,  and.  viewed 
from  the  side,  rises  abruptly  from  the  above  groove,  giving  a 
bayonet-like  appearance.  It  is  apparently  an  over-developmenl 
or  hypertrophy  of  the  small  muscles  of  the  inner  border  of  the 
hand,  attached  to  the  os  pisiformis,  as  well  as  perhaps  an  en- 
larged condition  of  the  bone  itself.  It  has  been  observed  in  a 
cretin  only  three  months  old,  and  can  therefore  not  be  a  hyper- 
trophy due  to  crawling  on  the  floor  and  supporting  the  weight 
on  the  inner  border  of  the  hands.  The  infants  in  which  this 
prominence  has  been  seen  are  idiots,  cretins,,  microcephalic 
idiots,  and  children  who  are  congenitally  deficient.  It  has  not 
as  yet  been  met  by  the  authors  in  Mongolian  idiots.  It  has  been 
found  in  all  cases  of  cretinism. 

Diphtheria  of  the  Conjunctiva  Treated  by  Antitoxin. — L. 
Emmett  Holt  (Arch,  of  Fed.,  May,  1902)  reports  the  case  of  an 
infant  6  months  old  suffering  from  diphtheria  of  the  right  eye; 
2.400  units  of  antitoxin  were  administered.  Ice  compresses 
were  applied  and  a  solution  of  atropine  dropped  into  the  eye. 
The  progress  of  the  case  was  rapid  and  uneventful.  In  twenty- 
four  hours  the  temperature  had  fallen  from  102°  to  100  ji°  and 
in  forty-eight  hours  to  normal.     Improvement  in  the  eye  began 
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almost  immediately,  and  in  twenty-four  hours  a  very  decided 
change  was  seen.  On  the  third  day  the  swelling  had  so  far  dimin- 
ished that  the  child  could  open  the  eye,  and  the  membrane  was 
almost  gone.  It  did  not  disappear  entirely  until  the  sixth  day. 
Diphtheria  bacilli  were  found  by  cultures  as  late  as  the  seventh 
day,  but  on  the  tenth  day  the  eye  was  entirely  well.  Xo  more 
convincing  demonstration  of  the  value  of  antitoxin  can  be  found 
than  in  cases  like  this,  which  formerly,  under  any  treatment 
known,  almost  invariably  went  on  from  bad  to  worse,  ending  in 
the  destruction  of  the  eye. 

Epilepsy,  The  Use  of  Dormiol  in.— Hoppe  (Munch,  med. 
Wochens.,  vol.  xlix..  No.  17)  employed  a  mixture  composed 
of  equal  parts  of  chloral  and  amyl  hydrate,  in  eleven  cases 
of  status  epilepticus  in  children.  The  remedy  was  given  per 
rectum,  a  solution  of  1 :15  being  administered  in  doses  of  two  to 
three  tablespoonfuls  in  one-quarter  to  one-third  of  a  litre  of  luke- 
warm water.  It  was  readily  absorbed  and  caused  no  local  irrita- 
tion. While  the  drug  is  of  questionable  value  in  the  regular  treat- 
ment of  epilepsy,  it  is  decidedly  of  service  in  these  cases  of  status 
epilepticus  and  of  very  frequently  repeated  convulsions  in  which 
rest  is  needed  for  a  time. 

Etiology  of  Noma. — A.  Trambusti  (11  Policlinico,  January, 
1902)  has  isolated  a  micro-organism  in  noma  which,  under  suit- 
able conditions  of  association,  is  capable  of  reproducing  the  dis- 
ease. He  considers  it  probable  that  other  micro-organisms  which 
have  been  isolated  by  other  investigators  might  also  be  capable 
of  producing  the  disease,  but  no  one  seems  to  have  attempted  to 
do  it.  It  remains  to  be  proved  which  of  the  associated  microbes 
(staphylococci,  streptococci,  protei,  etc.)  found  in  the  gangrenous 
mass  is  of  chief  importance  in  association  with  the  micro-organ- 
isms found  at  the  margins  of  the  gangrenous  area.  The  author 
thinks  it  allowable  to  conclude  that  noma  is  not  to  be  considered 
as  a  specific  disease,  but  as  a  form  of  gangrene  which  may  be  de- 
termined by  various  pathogenic  organisms  in  association  with 
certain  microbes  found  in  the  cavity  of  the  human  organism  com- 
municating with  the  external  world. 

Frequency  and  Cause  of  Death  in  Sick  Infants  Treated  in 
Institutions. — Schlossman  and  Peters  (Archiv.  f.  Kinderhk.,  vol. 
xxxiii..  Nos.  3-6)  give  the  results  obtained  during  the  vear  from 
July  1,  1900,  to  June  30,  1901,  in  the  Children's  Polyclinic  at 
Dresden.  Of  300  infants  under  one  year  of  age,  53  died.  All  the 
deaths  occurred  in  bottle-fed  children,  while  93  breast-fed  in- 
fants developed  no  case  of  serious  illness.  Twenty-five  deaths 
occurred  during  the  first  three  days  following  admission  and  be- 
fore the  treatment  in  the  institution  could  prove  of  service. 
Eight  fatal  results  were  'due  to  diseases  which  were  hopeless  from 
the  outset ;  20  followed  diseases  not  prognostically  hopeless,  and 
were,  therefore,,  not  prevented  by  the  treatment.  Among  the 
latter  were  pneumonia,  nephritis,  general  atrophy,  and  gastro- 
enteritis. The  materia]  treated  was  of  the  worst,  and  the  hvdenic 
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conditions  in  the  institution  not  very  good.  The  good  results 
achieved  in  spite  of  these  drawbacks  were  largely  due  to  the  fact 
that  breast-feeding  was  extensively  used.  It  must  prove  to  be 
an  indispensable  factor  in  every  hospital  for  infants. 

Gangrene  of  the  Lung.— Francis  Huber  (Arch,  of  Fed.,  Mar., 
1902)  reports  three  fatal  cases  seen  in  the  Vanderbilt  Clinic.  In 
one.  a  boy  of  7.  the  physical  signs  led  to  the  conclusion  that  both 
sides  were  implicated.  No  autopsy  was  permitted.  In  the  second, 
a  child  of  some  3  years  of  age.  seen  at  irregular  intervals,  there 
was  a  large  cavity  on  the  right  side,  and,  though  the  breath  was 
extremely  fetid,  the  amount  of  trouble  on  the  other  side  was  con- 
sidered to  be  of  such  a  grave  nature  that  operation  was  not 
thought  advisable.  In  the  third  case,  a  child  of  4  years  of  age, 
considerable  improvement  took  place  under  the  use  of  guaiacol 
and  tonics.  The  family  was  opposed  to  operation,  and  it  was 
learned  subsequently  that  the  child  had  died  rather  suddenly  and 
unexpectedly.  No  autopsy.  A  fourth  case  terminated  more  fa- 
vorably under  tonic  treatment.  Another,  a  child  of  3  years,  was 
operated  on  with  good  results. 

Walter  Lester  Carr  (ibid.)  reports  a  case  in  an  infant  a  year 
old.  There  was  never  any  fetid  odor  of  the  breath  nor  of  the  ex- 
pectoration. The  sputa  were  white  or  yellowish  white,  had  no 
green  nor  brown  tinge,  and  were  not  streaked  with  blood.  The 
baby  raised  more  than  was  usual  for  one  of  its  age.  The  char- 
acter of  the  temperature  curve,  and  also  the  general  condition, 
pointed  to  a  septic  process,  but  this  could  not  be  definitely  deter- 
mined to  be  a  gangrene  in  addition  to  a  septic  broncho-pneu- 
monia. The  case  was  fatal,  and  at  the  autopsy  there  was  found 
to  be  pulmonary  gangrene. 

Ail  editorial  (ibid.)  says:  Gangrene  of  the  lung  is  met  with 
infrequently,  and  from  the  description  of  Rilliet  and  Barthez  in 
1843  to  the  present  there  has  been  no  absolute  symptom,  nor  set 
of  symptoms,  that  discloses  the  destructive  character  of  the  dis- 
ease or  separates  its  features  from  many  that  are  common  to  sep- 
tic pneumonia,  empyema,  and  bronchiectasis,  with  any  one  of 
which  the  gangrenous  process  may  be  associated.  When  gangrene 
of  the  lung  is  observed  in  the  course  of  an  epidemic,  such  as 
measles,  the  symptomatology  is  so  complex  that  the  gangrenous 
invasion  of  the  lung  is  masked  and  its  course  is  unlike  that  which 
follows  the  presence  of  a  foreign  body  in  a  bronchus.  The  physi- 
cal signs  are  not  always  distinctive  of  consolidation,  and  when  a 
pneumonic  area  is  present  a  focus  of  gangrene  which  has  under- 
gone softening  will  produce  sounds  similar  to  those  of  a  tubercu- 
lar process.  Infarcts  near  the  site  of  destructive  necrosis  may 
cause  sufficient  consolidation  to  disguise  the  character  of  the  gan- 
grenous softening.  Pneumonia  and  gangrene  are  usually  associ- 
ated and  the  separation  of  the  physical  signs  due  to  the  latter 
process  is  not  always  easy.  As  the  gangrene  is  a  destruction  of 
lung  tissue,  some  help  may  be  gained  by  an  inspection  of  the 
sputa.    Thus  these  are  seen  as  blood-streaked,  rusty,  greenish,  and 
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frothy  in  children  whose  ages  would  indicate  that  they  could  not 
expectorate  except  by  violent  effort  or  after  a  great  accumulation 
of  material  in  the  upper  air  passages.  Unfortunately,  however, 
the  expectoration  is  frequently  wanting,  as  are  the  gangrenous 
odor  and  sweetish  breath,  which  are  described  as  distinctive  when 
detected  in  older  patients.  The  septic  picture  is  a  dark  one.  and 
perhaps  it  is  best  stated  that  the  constitutional  symptoms  are  out 
of  all  proportion  to  the  physical  signs.  Blood  examinations  have 
not  been  satisfactorily  recorded,  so  that  we  have  nothing  to  help 
us  differentiate  the  disease  except  a  high  leucocytosis.  It  is  to  be 
supposed  that  the  results  of  examinations  will  show  blood  counts 
similar  to  those  of  gangrene  in  other  parts  of  the  body.  The  bac- 
teriology is  not  fully  established,  but  Seitz  found  that  any  one 
of  the  pyogenic  group  of  bacteria  may  be  present  in  the  gan- 
grenous areas.  Where  a  diagnosis  can  be  made  the  success  of 
treatment  is  not  in  medication,  but  from  surgical  interference. 
Over-  sixty  per  cent  of  a  series  of  cases  recorded  by  Herczel  were 
saved  by  radical  measures. 

"Habit  Tic"  in  a  Child  Two  Years  and  Three  Months  of 
Age. — John  II.  W.  Rhein  (Ann.  of  Gyn.  and  Fed.,  April.  1902) 
reports  a  case  in  which  there  was  a  spasmodic  affection  of  the 
muscles  around  the  eyes  and  of  the  right  side  of  the  face.  The 
twitchings  recurred  frequently,  and  indeed  at  first  were  con- 
tinuous. The  only  abnormality  that  could  be  found  was  a  re- 
dundant foreskin  which  had  a  pin-point  meatus.  There  was  in 
the  eyes  a.  total  refraction  error  of  -j-3  dioptres  on  each  side. 
Circumcision  was  performed,  and  the  fluid  extract  of  cimicifuga 
was  ordered  in  increasing  doses  until  five  drops  three  times  a  day 
were  given.  Five  days  after  the  operation  the  twitching  lessened 
greatly,  and  in  two  weeks'  time  there  was  scarcely  any  movement 
visible.  A  slight  photophobia  remains.  The  writer  is  not  at 
all  sure  that  the  inflamed  prepuce  was  the  whole  cause  of  the  tic. 
Many  of  the  eases  of  this  sort  arise  from  some  refractive  error, 
and  his  present  opinion  is  that  the  primary  cause  in  this  case 
was  the  ocular  defect,  which  alone  was  insufficient  to  cause  any 
symptoms  until  the  further  nervous  irritation  due  to  the  in- 
flamed prepuce  and  glans  penis  was  added.  He  has  little 
doubt  that  the  symptoms  will  return  sooner  or  later,  when  it  will 
be  necessary  to  resort  to  some  measure  to  relieve  the  ocular  irri- 
tation. 

Hysteria  in  Childhood,  A  Case  of.  —  Leick  (Deut.  med. 
Wot  In  ns..  vol.  xxviii..  No.  20)  describes  the  case  of  a  boy  9  years 
of  age,  brought  for  treatment  because  he  had  been  unable  to  write 
for  several  days.  A  sudden  attack  of  vomiting  had  followed  the 
compulsory  eating  of  some  soup  which  he  had  refused  at  first. 
After  that  he  could  neither  stand  nor  walk  for  a  day:  and  on  the 
disappearance  of  the  "paralysis"  his  handwriting  underwent  a 
marked  change,  in  that  it  was  illegible  and  covered  with  blots, 
as  though  the  fingers  were  unable  to  hold  the  pen.  As  chorea 
could  be  excluded,  a  diagnosis  of  hysteria  was  made.     Two  min- 
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utes'  application  of  the  faradic  current  to  the  hand  effected  a 
marked  improvement  in  his  writing,  and  after  a  second  applica- 
tion of  the  electricity  it  was  as  good  as  ever.  Subsequent  observa- 
tion proved  the  cure  to  be  a  permanent  one.  The  boy  was  over- 
joyed at  his  rapid  recovery. 

Muscle  Juice  and  Raw  Meat  in  the  Treatment  of  the  Pul- 
monary Tuberculosis  of  Children.  — Albert  Josias  (Rt  vue  d'Hy- 
gient  et  d(  M<'<1<  cine  Infantiles,  Xo.  1,  1902)  says  that  the  best 
way  to  obtain  muscle  juice  at  home  is  to  macerate  the  meat  in 
about  a  quarter  of  its  weight  of  water  for  three-quarters  of  an 
hour,  then  to  place  meat  and  water  in  a  home  press  and  use  ail 
the  force  possible;  this  will  give  for  100  grammes  of  meat  aboul 
15  to  20  cubic  centimetres  of  juice  slightly  diluted  by  the  water 
which  has  been  added.  The  fluid  obtained  is  reddish,  with  but 
slight  taste,  and  putrefies  in  a  few  hours;  it  must  therefore  be 
prepared  just  before  using,  and  in  summer,  if  one  is  obliged  to 
wait  an  hour  before  serving  it.  it  must  be  kept  on  ice.  The  chil- 
dren treated  by  the  authortwith  this  juice  have  taken  it  readily, 
without  anything  having  been  added  to  disguise  the  taste.  The 
daily  dose  given  to  children  weighing  from  20  to  25  kilos  (44  to 
55  pounds)  was  the  extract  from  500  grammes  of  raw  meat,  to- 
gether with  from  100  to  200  grammes  of  chopped  raw  meat  and 
the  usual  food  given  in  hospitals.  The  results  justify  the  follow- 
ing conclusions  :  When  the  lesions  present  are  due  to  the  tubercle 
bacillus  alone,  this  treatment  causes  a  decided  improvement;  the 
weight  increases,  the  general  condition  improves,  and  auscultation 
shows  that  there  is  an  arrest  in  the  extension  of  the  tuberculous 
process.  Time  only  will  show  whether  this  amelioration  is  last- 
ing. But  when  the  tuberculous  lesion  is  invaded  by  all  I  he  mi- 
crobes which  vegetate  in  the  softening  lungs  and  in  the  cavities, 
when  the  organism  is  profoundly  affected  by  the  poisons  circu- 
lating' in  the  blood,  the  treatment  cures  exceptionally,  ameliorates 
sometimes,  but  most  often  has  no  appreciable  action  on  the  dis- 
ease. Raw  meat  and  muscle  juice  do  not  appear  to  have  any 
direct  action  on  the  microbes  or  on  their  poisons,  but  act  by  in- 
creasing the  resistant  powers  of  the  organism. 

Operative  Treatment  of  Chronic  Bright's  Disease. — A.  Prim- 
rose (Can.  Jour,  of  Med.  and  Surg.,  March,  1902)  reports 
the  case  of  a  boy  of  10  years  apparently  cured  of  Bright 's  disease 
by  stripping  the  capsule  of  the  kidney.  This  truly  is  a  remark- 
able and  satisfactory  result,  but  the  explanation  thereof  is  still 
quite  obscure.  The  treatment  has  thus  far  been  purely  empirical. 
The  fact  that  stripping  the  capsule  of  the  kidney  relieves  the  con- 
dition of  albuminuria  was  stumbled  upon  accidentally,  and  it  has 
gradually  dawned  upon  us  that  we  may  possibly  possess  an  ef- 
fective method  of  treating  chronic  and  acute  nephritis.  Nothing 
we  know  of  the  physiology  and  pathology  of  renal  secretion  will 
adequately  explain  the  results  obtained  in  this  operation.  There 
is  here  provided  a  field  for  valuable  research  work,  and,  no  doubt, 
investigation  will  proceed  forthwith  in  the  experimental  labora- 
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tory.  The  questions  which  have  to  be  solved  are:  how  can  this 
operation  produce  such  an  effect  upon  the  secretory  activity  of 
the  kidney  as  to  increase  the  amount  of  urine  secreted  and  to 
diminish  the  amount  of  albumin,  and  how  are  these  effects  so  far- 
reaching  as  to  remove  edema  and  ascites?  Mr.  Reginald  Har- 
rison has  suggested  an  explanation  which  appeals  to  the  writer  as 
reasonable  if  applied  to  certain  classes  of  cases.  He  believes  that 
renal  tension  is  relieved  by  splitting  the  capsule,  and  thus  the 
kidney  is  permitted  to  perform  its  normal  function.  That  renal 
tension  exists  in  acute  nephritis  no  one  will  deny:  such  rapid 
swelling  of  the  organ  has  occurred  that  post  mortem  the  capsule 
has  been  found  to  have  actually  burst.  Well-recognized  prin- 
ciples of  surgery  may  therefore  be  employed  here,  and  an  in- 
cision of  an  acutely  inflamed  kidney  may,  by  relieving  tension, 
afford  relief  and  effect  a  cure,  just  as  a  glaucoma  is  relieved  by 
iridectomy,  or  an  acute  orchitis  is  relieved  by  incision.  These 
are  comparisons  suggested  by  Mr.  Harrison,  and  cannot  but 
agree  that  the  arguments  he  advances  along  these  lines  for  in- 
cision of  the  capsule  of  the  kidney  in  acute  nephritis  are  logical. 
The  explanation  is,  however,  not  adequate  for  those  cases  of  al- 
buminuria of  long  standing  which  are  relieved  by  simple 
nephrotomy.  Mr.  Harrison's  successful  cases  are  those  of  post- 
scarlatinal nephritis ;  nephritis  contracted  by  exposure  to  cold ; 
nephritis  after  influenza  and  that  of  traumatic  origin.  He  has 
also  observed  the  disappearance  of  albumin  after  operation  in 
calculous  nephritis. 

Ophthalmia  Neonatorum. — Reynolds  Wilson  (Phil.  Med. 
Jour.,  Apr.  12,  1902)  says  that  the  demands  in  the  matter  of 
treatment  are  met  by  the  following  method  of  procedure :  1.  The 
antepartum  care  of  the  birth  canal.  2.  The  scrupulous  cleansing 
of  the  lids  following  expulsion  of  the  head,  and  constantly  there- 
after in  suspicious  cases.  3.  The  non-invasion  of  the  palpebral 
sac  by  separation  of  the  lids  before  the  appearance  of  typical  dis- 
charge. 4.  Prompt  and  absolute  isolation  upon  the  appearance 
of  conclusive  signs  of  specific  inflammation.  5.  Thorough  and 
systematic  irrigation.  6.  Astringent  application  of  silver  nitrate 
in  cases  of  prolonged  suppuration.  In  conclusion,  as  an  import- 
ant adjunct  to  local  treatment,  attention  should  be  given  to  the 
general  condition  of  the  child  in  cases  of  debility  and  malnu- 
trition. The  measures  directed  toward  the  care  of  the  infant  are 
comprised  in  cod-liver  oil  inunctions,  small  doses  of  whiskey  in- 
ternally, and  breast-feeding.  At  the  same  time  the  mother  should 
receive  some  form  of  tonic  treatment. 

Pertussis  with  Cerebral  Engorgement. — J.  F.  Rinehart 
(Pediatrics,  Jan.  15, 1902)  reports  the  case  of  a  child  of  5y2  years 
who  suffered  from  such-  prolonged  spasmodic  attacks  of  cough 
that  a  set  of  symptoms  referable  to  the  brain  itself  developed— 
drowsiness,  inability  to  fix  the  attention  upon  a  subject  when 
a  loused,  irregular  muscular  twitchings  and  sharp  neuralgic 
pains  affecting  first  one  part  of  the  body  and  then  another.     The 
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rational  method  of  procedure  in  such  cases  is  to  remove  the  cause 
—  i.e.,  the  prolonged  forcing  of  blood  into  the  brain  caused  by 
cough— and,  second,  to  use  derivatives  to  cause  the  absorption  of 
whatever  serum  may  have  been  already  forced  through  the  ves- 
sel walls  and  into  the  brain  substance.  The  first  is  best  accom- 
plished by  the  following  prescription  : 

B 

Tincturse  stramonii  seminis 3  ij. 

Ammonii  bromidi 3  ij. 

Elixir  simplicis q.s.  ad  "%  ij. 

A  teaspoonful  of  this  is  given  in  a  little  water  every  two  or 
four  hours,  as  may  be  needed  to  quiet  the  cough.  This  is  the 
strength  ordinarily  required  for  a  child  of  5  years.  After- 
treatment  consists  in  the  administration  of  the  above  mixture 
often  enough  to  keep  the  cough  within  bounds,  and  of  2!/2-grain 
doses  of  carbonate  of  ammonia  every  three  or  four  hours  as  an 
expectorant,  together  with  milk  and  whiskey  at  short  intervals. 
The  recovery  of  the  case  reported  was  prompt. 

Primary  Intestinal  Tuberculosis  in  Children. — David  Bovaird 
(Arch,  of  Ted.,  Dec.,  1901),  from  his  investigations  on  the  sub- 
ject, reaches  the  following  conclusions :  1.  That  English  reports 
-alone  show  any  considerable  number  of  cases  of  primary  intes- 
tinal tuberculosis.  2.  That  primary  intestinal  tuberculosis  is 
a  very  rare  affection  among  children  in  or  about  New  York,  little 
more  than  1  per  cent  of  the  cases  of  tuberculosis  having  this 
origin.  3.  That  the  proportion  of  tuberculous  cases  found  at 
autopsy  in  New  York  is  lower  than  that  of  European  observers. 
4.  That  the  evidence  connecting  tuberculosis  among  children 
with  the  consumption  of  the  milk  of  tuberculous  cows  is  very 
scant. 

Pyloric  Stenosis  in  Infants. — E.  W.  Saunders  (Arch,  of  Ped.. 
April,  1902)  concludes,  from  the  increasing  number  of  cases  of 
hypertrophic  pyloric  stenosis  published  annually,  that  this  an- 
omaly is  by  no  means  rare.  The  clinical  phenomena  are  fairly 
uniform  and  typical,  and  the  diagnosis  offers  little  difficulty  in 
the  later  stages.  After  a  certain  interval  from  birth,  varying 
from  a  day  to  three  months,  the  infant,  without  apparent  cause, 
begins  to  vomit.  This  is  usually  attributed  to  simple  indigestion 
or  to  some  fault  in  the  mother's  milk.  Under  careful  regulation 
of  the  diet  and  the  administration  of  antemetics,  improvement, 
if  it  occurs  at  all,  is  only  temporary.  The  vomiting  becomes 
worse  and  is  projectile.  Large  quantities  of  milk  are  thus 
ejected,  more  than  can  be  accounted  for  by  the  previous  feeding. 
Obstinate  constipation  ensues.  The  infant  more  or  less  rapidly 
loses  in  weight.  The  physical  signs  may  be  entirely  negative  in 
the  beginning.  A  palpable  tumor  at  the  pylorus  is  exceptionally 
found.  Progressive  dilatation  of  the  stomach  occurs.  On  in- 
spection of  the  abdomen  the  upper  zone  will  be  observed  to  be 
bulging  and  contrasts  strikingly  with  the  depressed  lower  zone. 
The  bulging  of  the  epigastrium  subsides  visibly  after  a  paroxysm 
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of  vomiting.  Peristaltic  waves  are  visible  over  the  epigastrium 
after  the  abdominal  walls  become  attenuated.  Examination  of 
the  gastric  contents  reveals  the  fact  that  the  stomach  does  not 
empty  itself  in  one  or  two  hours.  In  some  cases  hydrochloric 
acid  is  in  excess,  but  more  often  it  is  diminished  or  almost  absent. 
Coineidently  with  the  gastric  dilatation  the  signs  of  gastric 
catarrh  may  become  manifest.  The  contents  of  the  stomach  show 
evidences  of  decomposition:  the  organic  acids,  lactic  and  butyric. 
being  present.  Large  quantities  of  mucus  are  vomited,  perhaps 
once  in  twenty-four  hours  or  once  in  two  days.  The  condition 
of  the  infant  grows  steadily  worse,  the  distress  is  more  severe, 
and  the  fatal  issue  is  inevitable.  Post  mortem  the  pylorus  is 
found  to  be  very  much  thickened.  The  pyloric  lumen  is  stenosed 
to  a  varying  d<  gree.  The  hypertrophy  at  the  pylorus  is  com- 
posed principally  of  circular  muscular  fibres,  but  the  longitudi- 
nal layer,  the  mucous  and  submucous  coat  also  partake  of  this 
overgrowth. 

As  To  treatment,  medicinal  and  dietetic  measures  should  in  all 
cases  be  first  employed.  The  indications  are  as  follows:  First. 
— The  ad  mi  oistration  of  some  medicinal  agent  which  shall  over- 
come to  a  greater  or  less  extent  the  violent  contractions  of  the 
pylorus.  Among  the  drugs  to  be  recommended  are  belladonna. 
bromides,  and  chloral.  *  Opiates  should  not  be  given,  as  the  motor 
function  of  the  stomach  is  thereby  impaired.  Second.  —  The 
treatment  of  The  secondary  gastric  irritation.  This  results  from 
the  stagnation  of  food  and  should  be  treated  by  washing  out  the 
stomach  and  by  giving  the  stomach  rest  ;  rectal  feeding  should, 
therefore,  be  resorted  to  from  time  to  time,  and  for  twenty-four 
or  more  hours  nothing  but  water  given  by  the  stomach.  When 
food  by  the  mouth  is  again  allowed,  the  stomach  should  be  washed 
out  occasionally  to  remove  a  possible  residuum  of  undigested 
food.  Third.— The  diet  of  the  child  should  consist  of  food 
which  forms  no  coagulum  in  the  stomach.  This  point  has  not 
been  sufficiently  insisted  upon.  Milk  or  any  food  containing  un- 
digested casein  will  not  answer,  consequently  the  mother's  milk 
is  usually  unsuitable,  while  the  milk  of  a  wet-nurse  in  advanced 
lactation  will  succeed.  Whey  or  peptonized  milk,  or  a  mixture 
of  both,  is  generally  the  best  food.  The  deficiency  in  fat  should 
be  supplied  by  cod-liver  oil.  A  very  small  percentage  of  cream 
can  be  gradually  added.  If  the  coagulum  formed  by  the  cream 
causes  distress  or  increases  the  vomiting,  it  must  be  completely 
predigested.  A  mixture  of  whey  and  predigested  milk  perfectly 
agreed  with  the  patient  last  named.  It  is  well  to  aid  the  motor 
power  of  the  stomach  by  gravity;  hence,  after  nursing,  the  infant 
should  be  placed  on  its  right  side.  If  the  diet  is  perfectly  fluid 
some  nourishment  will  -pass  through  the  pyloric  opening.  The 
end  to  be  accomplished  is  hypertrophy  of  the  gastric  wall  without 
dilatation,  hence  the  quantity  of  food  should  not  be  large.  Gas- 
eous distension  of  the  stomach  should  by  all  means  be  prevented. 
Large  quantities  of  milk  in  the  lirst  stage  must  inevitably  lead  to. 
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ectasia.  A  stomach  is  not  stronger  when  over-distended.  When 
it  is  seen  that  the  infant  is  failing  in  spite  of  rational  treatment, 
surgical  intervention  must  be  advised. 

Rheumatic  Nodosity  in  Infants. — Herbert  Josias  (Med.  Press, 
Apr.  30,  1902)  says  that  there  are  two  varieties  of  rheumatic 
nodosity:  the  first  is  dependent  on  chronic  rheumatism,  and  is, 
as  a  rule,  independent  of  articular  inflammation ;  the  second  is  an 
epiphenomenon  of  acute  articular  rheumatism,  and  forms  with 
chorea  one  of  the  most  curious  sequelae  of  infantile  rheumatism. 
The  author  describes  two  cases  of  the  latter  disease.  The  first,  a 
boy  of  11  years,  had  nodosities  on  the  pinna  of  the  ear.  which  is 
an  unusual  situation,  and  in  all  60  to  70  on  the  upper  extremity  of 
the  right  side.  80  on  the  left  side,  60  and  70  on  the  right  and  left 
lower  extremities.  In  size  they  varied  from  that  of  a  grain  of 
hempseed  to  that  of  a  lentil  and  were  slightly  painful  on  pressure. 
In  the  second  case,  a  boy  of  13,  the  nodosities  were  numerous, 
easily  movable,  and  attached  to  the  deeper  tissues.  In  both  cases 
the  heart  was  affected.  Both  recovered  under  treatment  by 
sodium  salicylate.  The  correlation  of  the  attack  of  nodosities 
with  cardiac  disease  in  childhood  requires  of  the  physician  a  care- 
ful examination  of  the  heart  in  every  case  of  the  disease.  Endo- 
carditis is  the  most  common  form  of  cardiac  lesion  found  in  these 
cases,  its  usual  site  being  the  mitral  valves.  The  most  plausible 
hypothesis  of  the  disease  is  that  which  likens  the  subcutaneous 
nodosity  to  the  nodosity  found  on  the  mitral  valves  in  endo- 
carditis. In  both  cases  the  cellular  proliferation  is  due  to  the 
same  cause.  It  is.  however,  strange  that  the  appearance  of  the 
endocardia]  nodosities  and  of  the  subcutaneous  ones  does  not 
synchronize.  Endocardial  nodosities  may  exist  without  any  sub- 
cutaneous ones  appearing.  But  subcutaneous  nodosities  are 
never  present  without  a  similar  condition  coexisting  in  the  endo- 
cardium. 

Rheumatism  of  the  Jaw,  Two  Cases  of  Isolated. — Manasse 
(Munch,  med.  Wochens.,  vol.  xlix..  No.  20)  reports  the  case  of  an 
adult  and  that  of  a  9-year-old  boy  whose  family  history  was  good 
and  who  complained  of  severe  pain  in  both  ears  after  an  exposure 
to  cold.  There  was  general  weakness,  but  nothing  was  found  on 
examining  the  ears.  The  region  in  front  of  the  inferior  maxil- 
lary articulation  was  red  and  swollen;  in  the  mouth  also.  Masti- 
cation was  painful.  The  temperature  reached  38.5°  C.  on  the 
evenings  of  the  first  two  days.  After  remaining  stationary  for 
Two  days  the  symptoms  disappeared  in  five  days  more.  Treat- 
ment consisted  of  painting  with  iodine  externally  and  within  the 
mouth,  and  the  administration  of  0.25  of  lactophenin  four  times 
a  day.  Disease  of  the  nose,  ears,  teeth,  and  parotid  gland  could 
be  positively  excluded,  and  the  success  of  the  therapy  employed 
speaks  for  the  correctness,  of  the  diagnosis.  Attention  is  called 
to  the  fact  that  in  certain  cases  of  earache  it  may  be  well  to  con- 
sider the  possibility  of  rheumatism  of  the  inferior  maxillary 
articulation. 
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Scarlatinal  Nephritis. — Baginsky  (Jahrbuch  fur  Kinderheil- 
kiinde,  vol.  liv.,  No.  5)  observed  88  cases  of  scarlatinal  nephritis 
in  his  hospital  during  the  past  five  years.  The  earliest  day  of  the 
scarlatina  on  which  the  nephritis  developed  was  the  sixth,  and 
the  latest  was  the  thirtieth.  The  majority  of  the  cases  began 
with  fever,  and  those  with  marked  fever  proved  to  be  especially 
dangerous.  The  quantity  of  urine  was  increased  at  first  in  some 
cases.  In  18  children  a  chronic  albuminuria  remained,  and  in  5 
of  these  unmistakable  signs  of  chronic  nephritis  developed.  Cases 
treated  in  the  hospital  from  the  onset  ran  a  decidedly  more  hope- 
ful course  than  those  admitted  late.  The  cause  of  this  is  the 
treatment,  consisting  of  four  weeks'  rest  in  bed  and  two  weeks' 
absolute  milk  diet.  Venesection  is  recommended  for  uremia,  and 
tannin  for  long-standing  hematuria. 

The  Serum  Exanthemata  in  the  Last  Four  Years,  Experience 
with. — Von  Rittershain  (Jahrb.  f.  Kinderhk.,  vol.  lv..  No.  5) 
observed  that  the  serum  exanthemata  are  much  less  frequent 
and  less  severe  than  they  were  formerly;  thus  there  were  6.45 
per  cent  of  such  eruptions  in  his  service  during  the  past  four 
years,  compared  with  22  per  cent  in  the  year  1897.  The  diag- 
nosis of  "scarlatiniform  serum  exanthem"  may  be  very  difficult, 
and  is  only  allowable  when  a  mixed  infection  with  scarlet  fever 
can  be  positively  excluded.  Otherwise  it  is  better,  at  least  from 
a  prophylactic  point  of  view,  to  look  upon  such  a  suspicious  ery- 
thema as  an  abnormal  case  of  scarlet  fever  and  treat  it  accord- 
ingly. 

Spindle-Celled  Sarcoma  of  the  Thorax  in  a  Child. — Louis 
Fischer  (Arch,  of  Ped.,  May,  1902)  reports  the  case  of  a  boy 
of  8  years  who  had  a  tumor  which  occupied  that  region  of  the 
thorax  usually  occupied  by  the  heart.  The  child's  general  con- 
dition was  bad,  the  dyspnea  so  great  that  he  had  to  sleep  in  a 
sitting  posture.  Prognosis  was  bad,  and  operation  was  resorted 
to,  but  the  child  died  soon  after.  The  tumor  was  found  to  be  a 
spindle-celled  sarcoma.  These  growths  are  rare  in  children. 
The  interesting  points  about  this  case  were :  1.  The  displaced 
heart— the  heart  being  immediately  behind  the  right  nipple. 
The  pulsations  and  apex  beat  could  be  distinctly  felt  and  seen 
about  two  finger  breadths  below  the  right  nipple.  2.  The  in- 
tense dyspnea  caused  by  pressure  of  the  tumor.  3.  Constant 
cyanosis  and  edema  of  the  limbs,,  due  to  interference  with  the 
return  circulation  to  the  right  side  of  the  heart. 

Suprarenal  Extract  in  the  Treatment  of  Gastro-Intestinal 
Hemorrhage  in  the  Newly-Born. — L.  Emmett  Holt  (Arch,  of 
Ped.,  April,  1902)  reports  the  case  of  an  infant  which  began 
to  vomit  blood  sixteen  hours  from  birth,  -repeating  the  vomiting 
at  intervals  of  a  few  minutes  for  about  eight  hours,  when  the 
writer  first  saw  the  case.  The  amount  of  blood  vomited  each 
time  was  from  a  few  drops  to  a  teaspoonful.  Most  of  it  was  of  a 
dark-brown  coffee  color  mixed  with  mucus.  The  general  con- 
dition  of  the  baby  was  excellent,     There  seemed  every  reason 
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for  believing  that  the  hemorrhage  came  from  the  stomach,  and  it 
was  decided  to  try  the  effect  of  suprarenal  extract.  One  grain 
of  the  saccharated  extract  was  ordered  every  hour,  suspended 
in  water.  This  was  given  regularly  for  six  or  eight  hours,  after 
which  the  dose  Avas  reduced  to  half  the  quantity  and  the  intervals 
were  made  longer.  Twelve  hours  after  beginning  the  suprarenal 
the  hemorrhage  entirely  ceased  and  did  not  recur.  The  child 
then  began  to  take  its  food  normally  and  when  forty-eight  hours 
old  was  nursing  as  well  as  any  child.  By  the  fifth  day  the  mi- 
nute hemorrhages  which  had  been  seen  beneath  the  skin  had  dis- 
appeared, as  also  those  on  the  mucous  membrane  of  the  mouth. 
In  all  the  child  took  twelve  grains  of  the  suprarenal,  and  of  this 
ten  grains  were  retained.  The  entire  period  of  the  hemorrhages 
lasted  about  thirty  hours.  The  subsequent  history  of  the  child 
was  uneventful.  The  solution  of  the  active  principle,  adrenalin, 
is  possibly  to  be  preferred  for  internal  use  to  the  powder,  as  one 
grain  of  the  extract  makes  a  rather  large  dose  for  a  young  infant. 
Whether  any  marked  effect  upon  general  hemorrhages  is  to  be 
expected  by  internal  administration  of  the  extract  is  problem- 
atical, but  its  local  effect  seems  to  be  proved  in  the  case  reported. 
Traumatic  Tetanus  Treated  with  Beechwood  Creosote  Hy- 
podermatically. — George  Higginson  (Nashville  Jour,  of  Med^ 
and  Surg.,  May,  1902)  was  called  to  see  a  boy  of  12  suffering 
from  traumatic  tetanus  in  marked  form.  He  was  placed  in  bed 
in  a  darkened  room  which  was  cool  and  well  ventilated,  and  kept 
as  quiet  as  possible.  One-grain  doses  of  calomel  were  ordered 
each  hour  until  six  were  taken.  Chloral  to  control  the  spasm 
was  given  by  rectum,  and  morphine  was  administered  hypoder- 
matically morning  and  evening.  Although  the  antitetanic  serum 
was  used  in  large  doses,  the  patient  grew  rapidly  worse.  The 
author  then  tried  carbolic  acid  hypodermatically  in  five-minim 
doses,  morning  and  evening,  for  three  days,  without  in  any  way 
affecting  the  disease.  The  patient  was  now  in  an  extreme  con- 
dition and  he  determined  to  use  creosote  in  large  doses.  Twenty 
minims  of  beechwood  creosote  (Merck)  were  administered  in  a 
drachm  of  olive  oil  hypodermatically,  morning  and  evening. 
The  chloral  and  morphine  were  still  used  and  in  a  short  time 
distinct  benefit  was  noticed.  The  patient  would  entirely  relax 
for  short  intervals,  relieving  the  dysphagia,  and  he  could  take 
nourishment  and  he  continued  to  improve.  This  treatment  was 
continued  for  twenty  days,  after  which  time  the  dose  of  creosote 
was  diminished  daily.  The  convalescence  was  very  slow.  A 
nourishing  diet  was  ordered  and  small  doses  of  strychnine  were 
exhibited.  The  patient  was  able  to  stand  up  after  twenty  days' 
treatment  with  the  creosote,  but  some  rigidity  persisted,  especial- 
ly in  the  abdominal  muscles.  In  three  months  he  was  entirely 
well  and  has  regained  his  flesh  and  strength.  The  beechwood 
creosote  in  the  above-mentioned  doses  did  not  cause  any  unto- 
ward symptom,  and  at  no  time  during  its  administration  was  the 
urine  rendered  dark  and  smoky.  The  antitetanic  serum  seemed 
to  have  no  effect  whatever. 
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The  Treatment  of  Congenital  Cleft  Palate  by  Mechanical 
Appliances. — I  reorge  A.  Raymond  (Boston  M<  d.  and  Surg.  Jour., 
Fel).  6,  L902  I  states  that  he  has  been  unable  to  find  a  single  case 
when-  perfect  speech  ever  resulted  from  a  surgical  operation. 
With  a  mechanical  appliance  carefully  fitted  and  adapted  with 
the  greatest  accuracy,  however,  he  finds  no  difficulty  in  having 
even  ;i  child  become  so  accustomed  to  it  that  it  is  worn  with  as 
much  ease  and  comfort  as  a  set  of  teeth  is  worn  by  an  adult. 
One  of  the  advantages  of  the  appliance  is  that  you  can  at  any 
time  meet  the  requirements  made  necessary  by  development, 
whereas  in  the  cave  of  operation  what  you  may  gain  in  child- 
hood is  lost  when  adult  age  is  reached.  In  the  matter  of  speech 
one  does  not  look  for  perfection  at  once,  but  as  soon  as  the  pa- 
tients become  accustomed  to  the  use  of  the  appliance  the  tone  is 
changed  in  quality  as  much  as  the  tone  of  a  violin  with  the 
sounding-post  put  back  in  position  after  having  been  taken  out, 
or  the  bridge  changed  from  the  wrong  to  the  right  position. 
Speech  can  lie  improved  very  greatly  at  any  age,  but  of  course 
the  younger  the  child  the  more  nimble  will  be  the  tongue  to 
imitate  sounds. 

The  Value  of  Widal's  Serum  Reaction  in  the  Diagnosis  of 
Typhoid  Fever  in  Children. —  J.  H.  Thursfield  (Pediatrics,  Oct. 
15.  1901 )  concludes  from  his  experiences  that  in  children's  dis- 
eases a  positive  Widal  reaction  is  trustworthy  evidence  of  the 
presence  of  typhoid  fever ;  that  a  negative  reaction  later  than  the 
tenth  day  of  an  illness  is  strong  but  not  absolutely  convincing 
evidence  of  the  absence  of  typhoid  fever;  and  that  repeated 
negative  reactions  are  trustworthy  evidence  that  the  case  is  not 
typhoid  at  all.  So  far  from  agreeing  with  Wentworth.  he  believes 
that  the  test  is  at  least  as  reliable  in  children  as  in  adults,  and, 
indeed,  of  even  greater  value.  In  the  first  place,  one  can  gen- 
erally exclude  in  children  the  occurrence  of  a  previous  case  of 
typhoid.  In  adults  this  has  been  a  frequent  cause  of  mistakes, 
for  the  reaction  sometimes  lasts  months,  or  even  years,  after  an 
attack  of  the  fever,  and  so  a  positive  reaction  is  obtained  where 
there  is  no  typhoid  fever  present.  This  source  of  error  is  far  less 
likely  to  be  active  in  children.  Secondly,  the  author  is  inclined 
to  think  that  the  reaction  occurs  earlier  in  children  than  in 
adults.  Again,  there  is  among  children  a  fever  which,  while 
strongly  resembling  typhoid  fever,  does  not  run  the  course  nor 
present  quite  the  symptoms  of  typhoid.  This  disease,  whatever 
it  is  called,  is  sufficiently  common  to  be  recognized  as  one  of  the 
sources  of  error  in  the  diagnosis  of  typhoid.  It  was  formerly 
supposed  that  in  many  instances  the  disease  was  an  abortive 
typhoid.  The  use  of  the  AVidal  serum  reaction  has.  however, 
shown  that  few  of  these-cases  are  true  typhoid.  In  fact,  it  has  in- 
troduced certainty  where  there  was  confusion,  and  promises  to 
give  even  better  results  than  have  been  already  attained,  when  we 
have  learned  more  of  the  conditions  which  regulate  it. 
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THE  DEVELOPMENT  OF  EXTRA-EMBRYONAL  TISSUES  IN  ANIMALS. 

In  discussing  the  histology  of  gestation  it  is  important  to  note 
that  in  this  field,  as  well  as  in  that  of  embryology,  many  of 
the  most  important  and  valuable  points  have  been  learned 
through  the  study  of  like  processes  in  animals.  The  results 
obtained  in  investigations  in  the  latter  have  been  applied  more 
or  less  closely  to  the  various  developmental  changes  in  the 
human  being.  Though  ofttimes  erroneously  applied,  they  have 
been  the  source  through  which  many  vexed  questions  have  been 
settled.  More  recent  investigations,  however,  prove  that  it  is 
not  so  much  the  erroneous  applications  of  the  results  gained  in 
the  study  of  animals  as  it  is  errors  made  in  these  observations 
which  have  so  long  delayed  a  satisfactory  conclusion  concerning 
the  various  processes  involved  in  human  placentation.  It  is 
necessary,  for  that  reason,  to  consider  first  the  more  recent 
studies  concerning  animal  placentation,  as  reviewed  by  Selenka. 
10 
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Marchand  examined  the  placenta^  of  rabbits  gravid  from  eight 
to  sixteen  days.  In  the  earliest  specimens  he  finds  on  the  ovum 
a  growth  of  ectoderm  elements  consisting  of  two  layers:  (1)  a 
deeper  layer  of  separated  cells  and  (2)  a  superficial  plasmodial. 
Since  the  latter  is  still  covered  in  part  by  the  zona,  it  is  neces- 
sarily of  fetal  origin.  In  addition  he  observes  transitions  from 
tin  cell  layer  of  the  ectoderm  into  the  plasmodial.  The  deeper 
cells  become  larger  and  are  arranged  in  groups.  Their  cell  boun- 
daries disappear,  and,  through  a  union  of  these  cells,  a  plasmodial 
layer  is  formed,  covering  the  deeper  ectoderm,  but,  as  a  rule, 
distinctly  outlined  from  it.  This  ectodermal  Plasmodium  unites 
with  the  syncytially-changed  uterine  epithelium,  forming  the 
first  connection  between  the  ovum  and  the  uterine  wall.  In  the 
placenta  of  nine  to  ten  days  Marchand  finds  blood  (1)  in  the 
maternal  vessels  possessing  an  endothelial  lining  and  (2)  in  ecto- 
di  rmal  spaces  in  the  cell  layer.  Into  these  spaces,  which  pos- 
sess no  endothelium,  the  blood  from  the  maternal  vessels  enters. 
In  the  placenta  of  eleven  days  few  of  these  unlined  ectodermal 
spaces  containing  blood  remain.  Most  of  them  are  now  lined 
with  a  continuous  layer  of  elements  rich  in  protoplasm,  which 
Marchand  considers  originate  from  the  maternal  vessel  endo- 
thelium (  ?).  which  has  undergone  a  ''syncytial  change." 

Maximow.  ii]  his  investigations  on  rabbit  placentae,  denies,  in 
contrast  to  Marchand,  the  existence  of  a  fetal  ectodermal  Plas- 
modium as  early  as  the  eighth  day.  He  believes  that,  when  the 
ovum  attaches  itself  to  the  uterine  wall,  the  ectoderm  consists 
of  only  separated  cells,  which  conn  in  contact  with  the  epithelium 
of  tin  uterus  and  cause  it  to  degenerate.  \Vhen  the  ectoderm, 
after  disappearance  of  the  uterine  epithelium,  reaches  the  ma- 
ternal vessels,  the  glycogen-containing  cells  of  the  uterine  con- 
nective tissue  change  to  large  polynuclear  structures.  In  these 
cells  he  finds  elements  resembling  red  blood  cells  in  form  and 
color.  Only  later,  when  the  ectoderm  enters  into  the  decidua, 
does  it  divide  into  two  layers:  (1)  one  with  cell  boundaries,  the 
cytoblast,  and  (2)  one  without  cell  boundaries,  the  plasmodi- 
blast.  The  latter  is  found  only  where  the  villi  come  in  contact 
with  the  idyeogen-containing  cells,  at  tin  walls  of  the  maternal 
n  ssi  Is.  It  is  not  found  where  the  villi  grow  into  the  connective 
tissue  between  the  vessels.  From  the  tenth  day  on.  spaces  filled 
with  maternal  blood  are  found  in  the  fetal  Plasmodium  and 
then-  develops  an  ecto-placenta,  into  trims,    <  i  /ml,  mint   villous 
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formations  the  mesodermal  elements  bringing  the  allantoic  ves- 
S(  Is  i  nli  r. 

Opitz  finds  in  the  rabbit  a  double  ectodermal  layer  during  the 
process  of  attachment  of  the  ovum  in  the  uterine  wall:  (1)  an 
internal  layer  formed  of  separated  cells,  and  (2)  an  external 
plasmodial  layer.  The  latter  causes  the  uterine  syncytium  to 
disappear  and  aids  the  attachment  of  the  ovum  to  the  uterine 
wall  freed  of  epithelium.  In  the  Plasmodium  spaces  occur  into 
which  maternal  blood  empties  from  the  eroded  maternal  vessels. 
From  the  ovum,  ectodermal  cell  groups  enter  into  this  ectodermal 
Plasmodium,  are  vascularized,  and  later  become  also  plasmodial. 

Those  syncytial  cells  which  Marchand  considers  as  resulting  from 
maternal  endothelium,  Maximow,  however,  views  as  ectodermal 
Plasmodium  when  found  in  the  fetal  portion  of  the  vessels,  but 
considers  them  in  the  maternal  portion  to  be  endothelial.  Opitz 
considers  these  cells  to  be  entirely  of  ectodermal  origin.  It  is 
to  be  noted  that  Maximow  and  Opitz  mention  the  destruction  of 
the  uterine  epithelium.  Later  fetal  mesoderm  with  the  allantoic 
vessels  enters  into  the  placenta  and  on  its  external  surface  the 
remnants  of  the  ectoderm  are  found  as  flat  covering  cells.  The 
epithelium  of  the  uterus  plays  no  part  in  the  development  of 
the  placenta,  but  forms  a  syncytium  which  is  absorbed  by  the 
'derm  cells. 

In  Tarsius.  Hubrecht  finds  that  the  uterine  wall,  through  a 
change  of  the  connective  tissue,  forms  a  trophospongia,  between 
which  the  glands  degenerate.  On  the  growth  of  the  embryonal 
ectoderm  or  trophoblast,  a  mixture  of  trophoblast  and  tropho- 
spongia occurs,  with  a  decided  increase  in  the  volume  of  this 
early  placental  formation.  Then  the  development  of  the  meso- 
dermal villous  elements  takes  place,  and  the  mesoderm  villi 
surround  themselves  with  a  trophoblast  covering.  Between  the 
trophoblast  cells  lacuna?  form,  into  which  maternal  blood  passes. 
Finally,  the  trophospongia  becomes  a  thin  layer  which  represents 
the  boundary  toward  the  deeper  maternal  tissue. 

In  Tupaja.  when  the  ovum  rests  upon  the  uterine  wall  its 
"'ill*  mi  causes  tin  uft  fine  epithelium  to  disappear.  The  tro- 
phoblast grows  decidedly,  with  the  formation  of  giant  cells,  and 
occasionally  forms  a  combined  layer  with  the  uterine  epithelium 
in  which  maternal  and  embryonal  nuclei  lie  in  a  common  Plas- 
modium. Tin  maternal  port  inns  degenerate,  but  the  ectodermal 
tissue  is  divided  into  (1)  a  deeper  layer,  the  cytotrophoblast,  and 
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(2)  a  superficial  syncytial  layer,  the  plasmoditrophoblast,  which 
constitutes  only  a  temporary  differentiation.  In  the  uterine  wall, 
in  the  meantime,  the  connective-tissue  trophospongia  is  formed; 
the  border  between  ectoderm  and  maternal  connective  tissue  dis- 
appears, for  these  tissues  infiltrate  each  other.  In  this  resulting 
union  the  trophospongia  is  overcome  by  the  trophoblast  and  the 
maternal  blood  passes  from  the  maternal  capillaries  into  the  em- 
bryonal trophoblast  spaces.  The  mesodermal  fetal  cells  then 
enter  with  the  allantoic  vessels  and  receive  on  their  external  sur- 
face a  covering  of  trophoblast. 

Although  various  investigations  have  shown  that  the  variations 
in  the  development  of  the  placenta  in  different  animals  are  quite 
unexpected,  and  that  among  the  individual  mammalia,  even 
when  closely  related,  decided  differences  are  found,  yet  the 
trend  is  more  toward  the  view  that,  as  a  rule,  the  syncytium 
originates  from  fetal  ectoderm.  According  to  Strahl  and  Se- 
lenka,  in  quite  a  group  of  placenta?  the  uterine  epithelium  plays 
no  unimportant  role.  On  the  other  hand,  Frankel,  as  a  result 
of  extensive  investigations,  comes  to  the  conclusion  that  thi 
higher  thi  organization  of  the  placenta  and  the  more  firm  tin 
connection  between  maternal  and  fetal  f issues,  so  much  tJte 
less  is  ihi   nmli  nuil  epithelium  preserved. 

He  finds  that  in  the  rodents  and  in  the  insectivora,  whose  pla- 
ceiit;e.  of  all  the  animals  he  examined,  stand  nearest  to  the  human 
plaeenta,  thi  uterim  epithelium  ceases  at  thi  border  of  th< 
placenta.  Only  in  the  pig  does  it  remain.  In  the  cow  and 
sheep  the  epithelium  in  the  cotyledo  shows  a  tendency  to  de- 
generation, in  the  cat,  rabbit,  squirrel,  guinea-pig,  rat,  mouse, 
and  mole  the  uterine  epithelium  takes  no  part  in  the  formation 
of  the  placenta.  A  so-called  syncytial  formation,  however,  he 
finds  to  occur  in  the  most  varying  tissues.  The  higher  in  tht 
animal  plant  tlu  animal  stands,  the  more  does  tht  chorionic  epi- 
thelium grow  into  tin  maternal  connectivi  tissut  robbed  of  its 
( pitht  Hum. 

Opitz  finds  that  in  the  guinea-pig  the  foundation  for  the 
placenta  is  the  fetal  ectodermal  Plasmodium  vascularized  by 
maternal  vessels.  The  placentae  of  the  rabbit,  the  guinea-pig, 
and  the  human  being  agree  in  that  earlier  or  later  the  ectodermal 
surface  of  the  ovum  comes  in  contact  with  the  connective  tissue 
of  the  uterine  mucosa.  Finally,  between  maternal  blood  and  the 
fetal  vessels  found  in  the  mesoderm  of  the  villi  only  one  layer 
of  the  ectodermal  syncytium  is  left.     The  apparently  great  dif- 
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ferences  are  to  be  explained  by  the  fact  that  in  the  rabbit  and 

guinea-pig  the  projections  of  ectoderm  and  mesoderm  (the  villi) 
conie  into  union  with  each  other,  while  in  the  human  being  they 
are  always  separated. 

THE  TROPHOBLAST  AND  CHORIONIC   EPITHELIUM. 

The  great  growth  of  the  ectodermal  cover  in  the  ova  of  ani- 
mals has  been  made  known  to  us  by  Van  Beneden,  Duval.  Nolf, 
and  especially  by  Hubrecht,  who  gave  it  the  name  trophoblast. 

In  1889  Hubrecht,  in  examining  the  placenta  of  the  hedge- 
hug,  found  a  decided  resemblance  in  numerous  points  to  the 
human  placenta.  He  asked  then  that  the  'following  questions 
with  regard  to  the  human  ova  should  he  studied : 

1.  Can.  in  the  earliest  stages  of  human  ova,  evidences  be  found 
of  a  trophospherical  tissue  between  the  villous  covered  ovum 
and  the  inner  surface  of  the  decidua  reflexa? 

2.  Are  there  in  this  tissue  blood  vessels  which  receive  their 
supply  from  those  blood  vessels  which  run  in  the  reflexa  ? 

3.  Can  evidences  of  a  trophospherical  tissue  be  found  in  the 
serotinal  region? 

The  discussion  of  the  histology  of  gestation  in  both  uterus  and 
tube  shows  that  the  various  processes  in  the  development  of  the 
human  placenta  resemble  these  observed  in  animal  placentation. 

It  must,  be  noted  that  these  processes  follow  the  steps  observed 
by  Hubrecht,  Maximow.  Opitz.  etc.  Yet  there  are  still  many  di- 
verging views  as  to  the  origin  of  the  syncytial  covering  of  the 
villi,  as  has  been  also  observed  in  this  regard  in  the  investigations 
in  animals. 

Selenka  and  Strahl.  in  their  examination  of  young  human  ova, 
find  their  views,  gained  in  the  examination  of  animal  placenta?, 
sustained— namely,  that  the  syncytial  layer  originates  from  the 
uterine  epithelium.  With  this  view  Kossmann  and  Merttens 
agree.  Eckardt  finds  that  the  syncytium  originates  from  the 
maternal  endothelium.  Spee  states  that  the  syncytium  develops 
from  the  connective-tissue  cells  of  the  decidua.  Langhans  con- 
siders the  syncytia]  layer  ectodermal,  and  the  inner  layer  of 
Langhans  mesodermal.  Leopold  and  Gaisser  consider  the  layer  of 
Langhans  to  be  of  mesodermal  origin  becaust  tin  y  find  II"  s<  a  Us 
in  tin  mesoderm  of  the  villi.  Frankel  is  uncertain  as  to  the  ori- 
gin of  the  syncytium  in  human  ova.  and  finds  transitions  b(  iwt  <  n 
the  cell  of  Langhans  and  cells  situated  in  tht   mesoderm  of  the 
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villi.  Kastschenko,  Minot,  Van  Heukelom,  and  Ulesko-Stroga- 
nowa  consider  both  layers  to  be  of  fetal  origin. 

Eckardt,  who  holds  that  the  syncytium  originates  from  the 
maternal  endothelium  (?),  states  that  the  capillaries  of  the  de- 
cidua  which  form  lacunae  under  the  surface  have  a  varying  char- 
acter. Many  possess  a  distinct  growth  of  the  wall  elements, 
which  is  often  so  great  that  he  would  consider  these  areas  to  be 
sections  of  glands,  were  it  not  for  the  blood  therein  contained. 
"We  know  that,  in  the  decidua  menstrualis  and  graviditatis,  blood 
may  enter  the  glands  between  the  epithelial  cells  or  may  break 
into  the  glands.  The  epithelium,  which,  especially  in  the  neigh- 
borhood of  the  ovum,  grows  distinctly  and  shows  an  enlarged 
elongated  protoplasm,  resembles  to  a  certain  degree  the  syncytium. 
These  cells,  however,  degenerate  through  the  action  of  the  blood 
and  the  glands  are  destroyed  or  pushed  aside.  From  his  de- 
scription it  is  quite  evident  that  Eckardt  was  describing  such 
areas,  which  he  mistook  for  a  growth  of  maternal  endothelium. 
With  these  remarks  the  views  of  Eckardt  may  be  dismissed. 

Merttens  found  in  the  particles  obtained  by  curetting  sixteen 
days  after  the  last  menstruation  a  few  sections  of  an  ovum  with 
the  enveloping  decidua.  He  describes  (1)  the  chorion  and  the 
villi.  On  the  latter  are  cell  groups,  and  between  them  are  found 
spaces  constituting  the  intervillous  space.  (2)  The  spongiosa. 
containing  numerous  glands,  and  (3)  the  compacta,  a  pale  zone 
lying  between  1  and  2  and  containing  large  pale  cells,  between 
which  are  numerous  darkly  stained  nuclei. 

In  the  compacta  he  finds  large  cells  and  large  spaces.  Between 
the  large  cells  syncytial  masses  are  irregularly  distributed.  The 
cell  spaces  are  round,  long,  or  irregular,  and  often  empty  into 
the  intervillous  space.  They  contain  blood  and  are  lined  with 
syncytial  masses,  which  at  some  points  are  very  thin  and  at  other 
points  quite  thick.  Where  these  spaces  empty  into  the  intervil- 
lous space  the  syncytial  masses  continue  into  the  syncytium  of 
the  villi.  Merttens  does  not  know  whether  these  spaces  are 
glands,  vessels,  or  lymph  spaces.  They  are  undoubtedly,  how- 
ever, the  lacunae  of  Hubrecht,  Peters,  and  Opitz. 

The  epithelia  of  the  glands  are  like  beaker  cells,  and  on  their 
free  tips  is  a  half -moon  of  glycogen.  The  glands  show  pa- 
pillary projections  (compare  Fig.  1).  Merttens  believes  that  the 
syncytium  results  through  a  change  of  the  surface  and  gland 
epithelium  ( ?).  In  his  Fig.  8  Merttens  represents,  in  the  upper 
portion,   the   epithelium   of  such   a    gland,   and  the  lower  half 
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represents  syncytial  masses.  He  believes  that  the  latter  result 
from  these  epithelial  cells,  which  lose  their  cylindrical  form  and 
unite.  From  his  descriptions  and  his  drawings  it  is  neither 
clear  nor  probable  that  the  epithelium  changes  into  these  syn- 
cytial masses.  Besides,  this  area  is  taken  from  decidua  parti- 
cles not  connected  with  the  ovum,  and  at  no  point  can  he  find  the 
epithelium  of  the  glands  contributing  in  any  way  to  the  syncy- 
tium of  the  chorion. 

On  the  contrary,  this  ovum  is  at  the  stage  where  the  trophoblast 
is  almost  consumed  by  the  growth  of  the  intervillous  space, 
and  the  cell  groups  at  the  end  of  the  villi,  which  Merttens  calls 
points  of  union  between  the  villi  and  the  decidua,  are  simply  the 
remains  of  the  trophoblast. 

In  a  very  early  ovum  described  by  Spee  the  villi  are  covered 
with  two  layers.  The  inner,  the  cell  layer  of  Langhans,  he  at- 
tributes to  the  ectoderm.  The  outer  layer,  the  syncytium  or 
adventitia  of  the  ovum,  he  describes  as  follows:  "This  layer  is 
often  lifted  off  from  the  chorion  ectoderm.  It  appears  as  a 
continuous  thin  streak  of  protoplasm  with  more  or  less  closely 
grouped  nuclei  arranged  in  a  single  row.  In  the  layers  of  the 
enveloping  zone  lying  near  the  ovum  are  found  cells  which, 
through  a  diffuse  staining  of  the  nucleus  and  through  the  vacu- 
olar character  of  the  protoplasm,  resemble  the  cell  elements  of 
the  syncytium  very  much.  In  the  space  between  the  serotina 
and  the  ovum  (intervillous  space)  we  find  them  often  close  to- 
gether and  not  distinctly  separated,  so  that  here  the  early  stages 
of  the  polynuclear  protoplasmatic  groups  are  present.  Such 
groups  are  also  found  united  to  the  membrana  chorii.  Concern- 
ing their  origin  opinions  differ.  I  have  never  observed  a  mitosis 
or  an  amitosis  in  their  nuclei.  The  idea  that  the  chorion  ecto- 
derm furnishes  these  masses  may  be  set  aside  because  of  the  sharp 
division  between  these  two  layers  by  a  cuticula.  These  condi- 
tions prove  that  the  syncytial  formation  does  not  increase  through 
a  division  of  the  nucleus  or  the  cell  in  the  intervillous  space. 
Since,  however,  an  increase  in  the  amount  of  the  syncytial  sub- 
stance occurs  within  the  intervillous  space,  this  can  only  be 
explained  through  a  wandering  of  already  finished  masses  from 
the  connective  tissue  of  the  compacta  into  the  ovum.  Epithelial 
cells  cannot  be  considered  as  the  source,  since  the  maternal 
cavity  surrounding  the  ovum,  even  in  the  earliest  stages,  shows 
no  epithelial  lining,  although  in  the  later  stages  closely  pressed 
glands  are  present  all  about  the  ovum  and  their  epithelium  is 
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preserved  at  least  up  to  the  end  of  the  first  month."  It  may 
he  seen  that  Spee  left  out  of  consideration  any  possible  action  of 
the  blood  upon  the  ectoderm  cells  as  an  aid  to  the  formation  of 
syncytium.  His  deeidua  cells,  resembling'  syncytium,  are  pos- 
sibly changed  trophoblast  cells.  Cells  from  without  probably 
form  the  syncytial  covering  of  the  villi  and  of  the  membrana 
chorii,  in  his  opinion.  We  think  they  are  trophoblast  cells  of 
fetal  ectodermal  origin,  acted  on  by  the  blood — a  possibility 
which  he  left  out  of  consideration. 
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Fig.   40. — Transverse  section  through  the  fetal  sac  of  a  four-  to  five-weeks  ovum. 


Fig.  40  represents  ;i  transverse  section  through  the  greatest 
diameter  of  the  ovum  loosely  connected  with  the  deeidua  in 
the  fourth  or  fifth  week  of  uterine  gestation.  The  centre  is  a 
space  lined  with  a  double  parallel  layer  of  cells  arranged  in 
si  utile  file.  This  also  loses  its  parallel  arrangement  at  certain 
points,  where  cells  of  the  same  character  are  found  in  groups 
several  layers  deep. 

Externa]  to  these  cells,  in  the  entire  circumference  of  the  sac, 
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is  a  substance  staining  a  deeper  red  and  composed  of  extremely 
tine,  granular,  and  thin-fibred,  cotton-like  material.  In  it.  at 
numerous  points,  are  isolated  and  grouped  cells  which  look  like 
nucleated  red  blood  cells. 

The  next  stratum  is  formed  of  round  and  oval  cells,  of  the 
same  character  as  the  lining  of  the  central  space,  but  arranged  in 
several  somewhat  parallel  layers.  Between  these  cells  is  a  fine 
tih re-like  substance,  like  the  one  just  described,  but  taking  a 
lighter  red  stain.  The  outer  cells  are  rounder  and  more  spher- 
ical than  the  inner,  and  the  outermost  cells,  with  a  clear  proto- 
plasm and  distinct  nucleus,  form  a  single  layer  of  distinct  cells 
with  distinct  cell  boundaries. 

The  extreme  external  covering  of  the  membrana  chorii  is  of  a 
plasmodial  character,  and  contains  nuclei  of  various  forms  and 
evidences  many  vacuoles    (Fig.  41).     Each  vacuole  represents 
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Fig.   41. —  Vacuoles  representing  body  of  trophoblast  cells,  while  the  nucleus  is 
a  crescent  in  the  circumference.      From  the  membrana  chorii  of  Fig.  40. 

the  space  filled  by  a  trophoblast  cell,  the  nucleus  being  com- 
pressed at  one  point  into  a  small  crescent.  At  certain  points 
outgrowths  are  present  which  contain  larger  and  smaller  areas 
of  granular  and  plasmodial  character,  the  aforementioned  dis- 
tinct cells,  blood,  and  protoplasmatic  groups  containing  small 
pale  cells,  small  dark  nuclei,  and  nuclei  undergoing  degenera- 
tion. Attached  to  the  membrana  chorii  and  all  about  it  are  in- 
numerable villi  in  all  stages  of  growth,  young  and  old.  The 
older  villi  present  the  same  structure  and  possess  the  same 
cells,  including  the  nucleated  red  blood  cells,  as  are  found  in  the 
chorionic  membrane. 

The  conclusion  gained  from  a   comparison  of  this  specimen 
with  the   structure   of  the  villi   is   the   following:      The   single 
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layer  of  cells  immediately  under  the  plasmodium  of  the  cho- 
rionic membrane,  the  spheroidal  cells  under  it,  the  distinct  cells 
found  in  the  outgrowths,  the  spheroidal  cells  in  the  young  villi 
and  in  the  cell  groups  which  form  the  new  villi,  and  the  cell 
layer  of  Langhans,  are  identical  and  represent  the  ectodermal 
trophoblast  cells.  The  villi  are  simply  excrescences  of  the  mem- 
brana  chorii. 

When  the  blood  comes  in  contact  with  the  trophoblast  cells  it 
does  not  coagulate.     It  does,  however,  exert  a  decided  influence 
on   the   nuclei.     Strahl   found,   in   examining  the   placenta   of 
Galago,   that  the  blood  extravasated   from  the   vessels   of  the 
uterus  is  made  use  of  by  the  fetus,  in  that  the  degenerating 
products  of  the  extravasated  blood  cells  are  taken  up  and  ab- 
sorbed.    These  products  are  found  in  the  form  of  larger  and 
smaller  yellow  granules  in  the  gland  epithelium,  which  the  latter 
uses  in  furnishing  an  iron-containing  gland  secretion.     In  the 
placenta  of  other  animals  the  blood  extravasated  from  the  ves- 
sels of  the  uterus  is  taken  up  and  absorbed  by  the  ectoderm 
cells,  and  in  certain  animals  the  fetus  obtains  its  nutrition  be- 
cause the  ectoderm,  covering  the  villus,  takes  up  the  substance 
given  off  by  the  uterine  epithelium.     Merttens   observes   that 
Lieberkiihn  in  the  placenta  of  the  dog,  and  Strahl  in  the  pla- 
centa of  the  mole,  find  ectoderm  cells  taking  up  and  absorbing  red 
blood  cells.     Peters  states  that  Tafani.  in  the  placenta  of  the 
cat.  found  chorion  ectoderm  cells  outside  of  the  placenta  taking 
up  red  blood  cells.     We  find  much  blood— that  is,  red  blood 
cells— in  the  syncytium.     It  is  also  found  in  the  vacuoles.     Peters 
believes  that  the  blood  takes  part  in  the  changes  of  the  tropho- 
blast nuclei  and  that  its  elements  contribute  to  the  formation 
of  the  protoplasmatic  masses  known  as  the  syncytium.     "Not 
only  the  blood  plasma,  but  also  the  nuclei  of  red  and  white 
blood  cells,  pass  into  the  composition  of  these  masses."     It  may 
be  seen  in  Fig.  11  that  the  red  blood  cells  change  into  a  detritus 
and  combine,  so  that  finally  small  irregular  areas  containing  small 
nuclear  remnants  result.     A  gradual  destruction  of  red  blood 
cells  takes  place,  and  the  presence  of  leucocyte  nuclei  may  be 
observed.     The    plasma,    when    acting   suddenly   and   in   large 
amounts,  causes  the  trophoblast  nuclei  to  shrink  and  take  on  a 
dark  stain.     When  acting  slowly  it  disintegrates  them,  flattens 
them,  so  that  in  a  resulting  homogeneous  protoplasm  nuclei  of  all 
forms  may  be  found.     It  is  evident,  then,  that  the  protoplasm 
of  the  syncytium  is  the  product  of  the  blood  cells,  the  blood 
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plasma,  and  the  protoplasm  of  the  trophoblast  cells.  Tht  nucli  i 
of  the  syncytium  are  the  changed  trophoblast  nuclei. 

"Wherever  blood  comes  in  contact  with  fetal  cells  syncytium 
results,  whether  in  the  decidua  or  in  the  intervillous  space,  so 
that  syncytium  really  plays  the  part  of  an  endothelium  and  at 
all  periods,  especially  in  the  later  stages,  resembles  endothelium 
so  closely  that  it  was  naturally  mistaken  for  it  in  nearly  all  the 
earlier  investigations. 

Many  observers  have  noted  a  brush-like  covering  on  the  syn- 
cytium, though  I  have  never  found  it.  This  striated  surface  on 
the  syncytial  covering  of  the  chorion,  and  often  observed  on  the 
isolated  polynuclear  protoplasmatic  masses,  appears  to  Spee  to 
be  a  sort  of  fibrillation  on  the  cell  protoplasm.  He  believes 
that  it  originates  through  the  influence  of  a  sap  current  toward 
the  ovum,  because  such  a  brush-like  fibrillation  is  found  in  those 
places  where  a  regulated  transit  of  products  through  cells  oc- 
curs, as  in  parts  of  the  excretory  ducts  of  the  salivary  glands 
and  the  kidneys  on  the  side  toward  the  connective  tissue,  and 
also  perhaps  in  the  osteoblasts  in  the  Howship  lacunae  of  bone. 

Tubal  ova  and  the  uterine  ova  furnish  us  with  the  following 
positive  conclusions : 

1.  The  human  ovum  possesses  an  ectodermal  growth  of  cells, 
the  trophoblast,  consisting  of  closely-grouped  cells. 

2.  When  vascularized,  a  second  external  layer,  consisting  of 
plasmodial  mononuclear  and  polynuclear  elements,  results. 

3.  Elements  of  the  blood  circulating  in  the  spaces  and  lacuna; 
of  the  trophoblast  contribute  to  the  protoplasm  of  the  syncytium. 
Among  other  elements,  the  secretion  of  the  uterine  or  tubal 
epithelium  may  likeivise  contribute  to  the  formation  of  the  syn- 
cytial protoplasm.  At  any  rate,  much  of  the  protoplasm  (but 
none  of  the  nuclei)  is  of  maternal  origin, 

4.  On  the  villi  and  the  membrana  chorii  the  plasmodial  cells 
form  the  outer  syncytial  layer,  while  the  closely-grouped  cells 
beneath  it  furnish  the  single  layer  of  Langhans. 

5.  Tlie  stroma  of  the  chorionic  villi  is  formed  of  mesodermal 
tissue  in  which  are  later  found  capillaries  communicating  with 
the  umbilical  vessels  and  containing  fetal  blood.  Clear  in  almost 
every  detail,  then,  a  trophoblast  formation,  consisting  of  an  inner 
layer  of  separated  cells  and  an  outer  or  plasmodial  layer  such 
as  is  found  in  the  placental  development  of  animals,  is  present 
■in  human  placentation. 
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BLOOD-FORVUXG  FUNCTION   OF   THE  TROPHOBLAST. 

Iii  another  particular,  as  I  believe  can  lie  shown,  this  re- 
semblance is  carried  out  still  further— namely,  the  formation  of 
blood  by  the  fetal  placenta. 

In  sections  through  the  umbilical  vesicle  of  Tarsius  and  Tu- 
pa.ja.  Hubrecht  finds  polynuclear  cells  which  he  considers  to 
be  mother  blood  cells.  Their  nuclei  result  through  fragmen- 
tation of  a  large  nucleus.  The  individual  nuclei  within  the 
mother  cell  then  become  surrounded  with  a  special  circle  of 
plasma.  When  the  original  mantle  of  the  protoplasm  of  the 
large  cell  is  lost,  the  included  cells  are  freed,  forming  embryonal 
nucleated  red  blood  cells.  During  their  circulation  in  the  em- 
bryonal fetus  the  nuclear  membrane  disappears  and  the  nucleus 
changes  to  a  drop  in  which  the  chromatin  diminishes,  while  the 
protoplasm  begins  to  resemble  the  former  nucleus.  The  cells 
become  gradually  smaller,  and  the  final  forms  do  not  result 
from  the  protoplasm  but  from  the  nuclei  of  the  cells.  The 
blood  cells  originate,  then,  from  the  original  nucleus  of  a  mother 
blood  cell.  Hubrecht  finds  the  same  steps  in  the  placenta  of 
Tarsius  as  in  the  umbilical  vesicle.  He  finds  the  same  to  occur 
in  the  trophoblast  and  in  the  maternal  spongia,  and  even  in  the 
vessels  which  lie  between  the  glands.  In  the  placenta  of  Tupaja 
the  same  steps  are  noted,  but.  in  addition,  the  epithelium,  as  well 
as  the  connective  tissue  of  the  deeidua.  is  the  seat  of  red  blood 
cells  derived  from  nuclei. 

In  his  ovum  v.  H.  Spee  describes  the  mesoderm  layer  as  follows : 
He  finds  two  different  cell  forms  occurring  side  by  side  and  inter- 
mingled: (1)  Branched  cells,  extending  into  fine  threads  which 
project  in  all  directions  and  which  may  well  be  considered  con- 
nective-tissue fibres.  Where  these  cells  occur  singly— for  in- 
stance, ;0  certain  points  in  the  abdominal  pedicle  and  in  the 
villi— the  mesoblast  appears  exceedingly  poor  in  nuclei.  Strong- 
ly-stained specimens  are  necessary  to  see  the  numerous  fine, 
wavy,  and  sharply  contoured  fibres  of  the  embryonal  connective 
tissue.  '_'  Between  these  structures  are  found  larger,  strongly 
prominent  spindle  cells  with  oval  nuclei,  arranged  sometimes 
closely  together  like  bundles,  and  at  other  points  separated 
from  each  other  by  wide  spaces  without  evident  contents. 
The  course  of  these  fibres  follows,  with  noticeable  constancy,  the 
curves  of  the  free  mesoderm  surface— that  is.  the  surface  covered 
with  epithelium. 
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In  our  opinion  many  of  the  second  form  of  cells  are  probably 
ectodermal.  In  an  ovum  described  by  Reichert,  on  the  inner 
side  of  the  chorion  is  a  substance  which  he  considers  to  be  a 
mucoid-like  deposit  and  which  also  extends  into  the  villi.  The 
cavity  of  the  ovum  is  likewise  filled  with  this  substance.  Spee 
considers  this  to  be  mesoderm  tissue,  although  Reichert  de- 
scribes the  contents  of  the  ovum  simply  as  a  mucoid  substance 
without  cells.  Spee  says  that  the  contents  of  the  amnion  and 
of  the  umbilical  vesicle  of  ova  hardened  in  alcohol  never  coagu- 
late, but  such  a  condition  does  take  place  in  the  wide  mesoderm 
slit  of  dead  young  human  ova. 

Thus  the  early  embryonal  mesoderm  tissue  of  the  membrana 
chorii  and  of  the  villi  is  very  poor  in  cells,  and  the  description  of 
Reichert.  characterized  by  Spee  as  mesoderm  substance,  seives. 
to  characterize  as  mesoderm  the  non-celled  material  found  be- 
tween the  central  space  and  the  external  layers  of  cells  seen  in 
Pig.  40  and  also  found  in  many  of  the  younger  villi. 

It  has  been  mentioned  that  Langhans  considers  the  cell  layer  to 
be  of  mesodermal  origin,  and  that  Leopold  holds  the  same  view 
because  he  finds  transitions  between  the  stroma  cells  and  the 
cell  layer.  Frankel.  who  believes  that  the  cell  layer  and  the 
syncytium  are  probably  identical,  finds  the  question  difficult  of 
solution  because  of  th(  numerous  villi  whose  interior  is  com- 
posed of  ectodermal  trophoblast  cells.  AYe  have  called  atten- 
tion to  this  occurrence  as  a  frequent  one,  and  have  likewise  ob- 
served the  resemblance  between  the  cell  layer  of  the  membrana 
chorii  and  the  several  layers  of  cells  under  it  which  are  embedded, 
however,  in  mesoderm  substance  (Fig.  40).  The  origin  of  the 
villi,  the  fact  that  they  are  formed  out  of  solid  trophoblast 
groups,  the  fact  that  only  later  does  mesodermal  tissue  reduce 
them  to  the  generally  single  layer  of  Langhans,  the  fact  that  in 
this  reduction  to  a  single  layer  many  trophoblast  cells  are  left 
embedded  in  the  stroma  of  the  villi  and  the  membrana  chorii, 
and  the  numerous  transitions  between  these  cells  and  the  cells  of 
Langhans,  prove  that  they  are  ectodermal  cells  situated  in  a  basis 
of  mesoderm  substance  in  which  only  later  mesoderm  nuclei 
appear. 

As  the  villi  grow  older,  these  ectoderm  cells  are  crowded  by 
the  growing  mesoderm  tissue,  so  that  some  degenerate,  while 
others  take  part  in  the  following  important  changes — that   is. 

THEY  FORM  RED  BLOOD  CELLS. 

In  the  same  manner  that  the  external  trophoblast  cells,  which 
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come  in  contact  with  the  blood,  obtain  from  it  a  protoplasmatic 
envelope,  while  they  themselves  form  the  nuclei,  in  quite  the 
same  manner  these  cells  situated  in  mesoderm  are  seen  to  gradu- 
ally change  their  form,  become  darker,  become  surrounded  by  a 
red-staining  granular  protoplasm  of  the  same  character  as  the 
mesodermal  tissue.  They  then  represent  nucleated  red  blood 
cells.  They  are  often  seen  in  stages  where  the  nucleus  becomes, 
fragmented  or  divided  into  other  cells.  These  larger  and  smaller 
nucleated  reds  are  found  isolated  or  in  groups,  often  lying  in 
spaces  or  slits  of  the  mesoderm  of  the  villi  and  membrana  chorii. 
These  spaces  are  often  surrounded  by  very  long,  very  dark,  and 
spindle-like  cells,  evidently  forming  the  endothelium  of  the  fu- 
ture capillaries. 

A\  e  have  observed  the  statement  that  in  animals  the  mesoderm, 
which  enters  the  trophoblast  groups  and  forms  the  stroma  of  the 
villi,  carries  with  it  the  branches  of  the  allantoic  vessels.  Ves- 
sels, however,  are  not  present  in  the  villi  of  the  human  ovum 
until  the  third  week,  and  the  villi  are  then  filled  with  mesoderm 
or  ectoderm  cells,  and  it  would  be  impossible  for  extensions  of 
ili'-  allantoic  vessels  to  enter  into  the  innumerable  extensions  of 
the  membrana  chorii  constituting  the  villi.  The  process  followed, 
however,  is  probably  the  following : 

Mesoderm  does  not  enter  as  a  distinct  tissue  into  the  tropho- 
blast elements  after  they  have  teen  reduced  by  the  maternal 
blood  to  syncytium,  but  is  present  between  the  trophoblast  cells 
from  tJn  very  earliest  period,  as  may  be  seen  in  the  description 
of  the  tubal  ovum.  When,  therefore,  a  trophoblast  cell  group 
comes  in  contact  with  maternal  blood,  the  outer  cells  are  changed 
to  syncytium,  underneath  which  results  the  cell  layer  of  Lang- 
hans.  which  in  the  still  later  periods  disappears.  The  mesoderm 
substance,  when  increasing  in  amount,  dilates  the  villus  and 
forms  the  stroma.  In  the  resulting  stroma  are  left  the  remain- 
in  «r  more  or  less  scattered  trophoblast  cells.  From  these,  nu- 
cleated red  blood  cells  are  formed,  which  lie  in  small  slits  or 
spaces,  which  spaces  become  lined  with  endothelium,  thus  form- 
in-  capillaries.  These  capillaries  gradually  increase  and  finally 
become  very  numerous,  having  a  tendency  to  lie  close  under  the 
epithelial  covering  of  the  villi.  Whether  any  of  these  tropho- 
blasi  ",,|ls  take  P?n  in  the  formation  of  the  endothelium,  it  is 
impossible  to  say  with  certainty.  These  same  processes  are  ob- 
served  in  the  membrana  chorii.    These  capillaries  in  the  villi  and 
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in  the  membrana  chorii  later  unite  with  the  umbilical  vessels 
which  make  their  way  through  the  abdominal  pedicle. 

The  nucleated  red  blood  cells,  in  their  subsequent  circulation 
through  the  fetus,  become  changed,  and  from  the  third  month 
on  ordinary  red  blood  cells  are  found.  In  the  membrana  chorii 
of  our  uterine  ovum  the  same  stages  of  capillary  development 
may  be  observed,  but  to  a  less  extent  than  in  some  of  the  villi 
which  already  possess  numerous  and  distinct  capillaries.  In  the 
later  stages  this  process  is  more  marked  in  the  membrana  chorii 
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Fig.  42. 

than  in  the  villi,  as  may  be  seen  from  the  following  description 
of  a  tubal  gestation  with  well-preserved  fetus : 

The  fetus  was  lying  in  the  central  cavity  of  the  ovum  (Fig.  42), 
attached  by  an  umbilical  pedicle  which  entered  the  placenta  at 
the  site  to  be  mentioned  later.  The  fetus  was  one  centimetre 
long;  the  abdominal  wall  was  not  yet  closed,  and  the  arm  and 
leg  formations  were  just  evident  as  small  pinhead  knobs.  The 
cavity  of  the  ovum  is  lined  by  a  membrane  composed  of  flat- 
tened cells  with  distinct  nuclei.  At  various  points  in  the  cir- 
cumference of  the  membrana  chorii,  and  especially  at  the  point 
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where  the  abdominal  pedicle  is  attached,  are  numerous  larger 
or  smaller  spaces,  separated,  sometimes,  from  the  maternal  blood 
by  only  a  single  or  double  layer  of  cells,  which  at  many  points 
are  of  a  distinctly  plasmodial  character.  The  membrana  chorii 
has  at  various  points,  and  especially  at  the  placental  site,  numer- 
ous villi  attached  to  it  and  numerous  small  projections  of  the 
same  structure  as  villi.  These  spaces,  or  sinuses,  contain  masses 
of  round,  red-staining  protoplasmatic  masses  with  dark  cen- 
tral nuclei,  many  of  which  are  undergoing  division— nucleated 
red  blood  cells.  It  seems  probable  that  many  of  these  sinuses  or 
spaces  represent  dilatations  of  the  parallel  row  of  cells  observed 
in  Fig.  40,  wherein  were  noted,  at  various  points,  groups  of  cells 
of  a  trophoblast  character.  It  is  probable  that  those  groups 
form  the  nucleated  red  blood  cells  observed  in  these  sinuses. 

The  largest  of  these  sinuses  are  present  near  the  insertion  of 
the  abdominal  pedicle,  and  all  of  them  are  separated  from  the 
maternal  blood  of  the  intervillous  space,  often  by  only  a  single 
layer.  These  sinuses  represent,  then,  areas  in  the  membrana 
chorii  filled  with  nucleated  red  blood  cells  of  placental  tropho- 
blast origin,  which  subsequently  enter  the  fetal  circulation. 

In  the  pedicle  itself  a  change  to  the  subsequent  non-nucleated 
red  blood  cells  may  be  observed,  for  in  its  substance  are  fetal  ves- 
sels and  sinuses  filled  with  cells  of  a  different  character.  They 
are  small,  with  a  thin  circumference  of  protoplasm  and  a  dark 
nucleus  filling  out  almost  the  entire  cell  body.  These  represent. 
then,  the  later  stages  of  the  red  blood  cells. 

The  resemblance  of  this  process  to  the  one  noted  by  Hubrecht 
in  Tupaja  and  Tarsius  carries  out.  still  further  the  resemblance 
of  the  various  processes  in  the  human  placenta  to  those  in  the 
placenta-  of  animals.  That  this  theory  and  explanation,  whereby 
red  blood  cells  are  formed  of  trophoblast  ectodermal  cells,  is  a 
rational  one  and  proven  by  the  examination  of  our  specimens 
seems  to  me  evident.  In  addition,  it  serves  to  explain  the  pres- 
ence of  trophoblast  cells  in  the  interior  of  the  villi  — a  fact  which 
has  led  many,  who  have  considered  them  mesodermal  because 
situated  in  the  mesodermal  stroma,  to  likewise  call  the  cells  of 
Langhans  mesodermal.  The  formation  of  nucleated  red  blood 
cells  from  trophoblast  cells,  on  the  addition  of  a  protoplasm  of 
mesodermal  origin,  would  serve  to  make  their  resemblance  to  syn- 
cytium very  ureal  ;  for  the  latter  is  composed  of  trophoblast 
nuclei  with  a  protoplasm  largely  composed  of  maternal  blood 
plasma.      If.  as  many  sections  have  suggested,  the  capillaries  were 
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lined  by  endothelium  which  is  also  formed  of.  these  trophoblast 
nuclei,  the  resemblance  of  this  process  to  the  formation  of  syn- 
cytium would  be  further  increased;  for  the  syncytium  simply 
plays  the  part  of  endothelium,  separating  the  other  fetal  cells 
at  all  times  from  the  circulating  blood. 

THE  RELATION  OF  THE  CHORIONIC  EPITHELIUM  TO  CHORIO- 
EPITHELIOMA. 

There  have  been  observed  and  reported  over  150  eases  of  a 
uterine  growth  of  exceedingly  malignant  character  occurring 
after  abortion  and  labor,  or  even  after  tubal  abortion.  The 
clinical  symptoms  are:  (1)  Pronounced  uterine  hemorrhage, 
recurring  even  after  repeated  curettage;  (2)  very  early  metas- 
tases, especially  in  the  lungs  and  vagina;  and  (3)  early  death 
through  hemorrhage,  cachexia,  or  septic  infection. 

Macroscopically,  these  tumors  are  more  or  less  localized,  ul- 
cerating, degenerating,  hemorrhagic  growths,  frequently  passing 
deeply  into  the  uterine  wall,  or  through  it  with  involvement  of  the 
peritoneum. 

Microscopically,  these  tumors  are  characterized  by  hemorrhagic 
areas,  areas  of  degeneration,  the  presence  of  fibrin,  and  the 
involvement  and  invasion  of  capillaries  and  large  vessels.  They 
are  especially  characterized  by  the  presence  of  (1)  pale  round 
and  polygonal  cells  with  pale  protoplasm  and  pale  nucleus,  and 
(2)  of  large  round  and  spindle-shaped  cells  with  large  dark 
nuclei,  and  also  of  large,  irregular  branches  composed  of  poly- 
nuclear  protoplasmatic  masses. 

These  atypical  growths  have  been  variously  described  as  sar- 
coma, carcinoma,  carcinoma  after  abortion  and  labor,  and  as 
sarcoma  and  carcinoma  causing  abortion. 

Sanger,  in  reviewing  these  cases,  found  a  decided  resemblance 
in  their  characteristic  elements,  and  came  to  the  conclusion  that 
the  decidua  cells  were  the  cause  of  the  growth,  giving  it  then 
the  name  of  deciduo-sarcom  or  deciduoma  malignum. 

As  a  result  of  the  investigations  of  Frankel,  and  later  of  Mar- 
chand,  attention  was  called  to  the  fact  that  those  cells  which 
so  closely  resembled  decidua  cells  were  really  of  fetal  origin 
and  were,  in  fact,  the  cells  of  Langhans,  while  the  spindle-shaped 
and  grouped  masses  of  polynuclear  protoplasm  were  of  syncytia! 
origin. 

From  all  sides,  especially  in  England  and  Germany,  this  view 
was  attacked.  It  was  pointed  out  how  baseless  was  the  view 
11 
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that  fetal  cells  could  produce  a  growth  of  this  malignant  char- 
acter, differing  from  carcinoma  only  in  the  fact  that  metastases 
resulted  through  the  blood  channels  instead  of  the  lymph  paths. 

This  controversy  is  to-day  by  no  means  settled,  many  holding 
the  view  that  these  tumors  are  sarcomatous,  originating  from  the 
decidua  cells.  The  giant  cells  and  the  protoplasmatic  masses 
are  referred,  likewise,  to  changes  in  the  decidua.  Others  hold 
that  these  growths  result  from  the  epithelial  covering  of  the  villi. 
That  these  cells,  if  they  are  of  fetal  origin,  should  be  mistaken 
for  decidua  cells  is  a  natural  error,  for  we  know  that  even  in 
the  normal  processes  a  positive  distinction  is  often  very  difficult. 
It  is  to  be  noted  that  many  investigators  have  called  the  typical 
trophoblast  cells  in  tubal  placentation.  too,  decidua  cells.  Still 
others  lean  to  the  view  that  the  stroma  of  the  villi  plays  its  part. 

On  the  other  hand,  among  those  who  hold  that  these  growths 
originate  from  the  chorionic  covering  a  division  of  sentiment  ex- 
ists ;  for  those  who  consider  the  syncytium  and  cells  of  Langhans 
to  be  of  uterine  origin  class  these  growths  as  carcinoma  and  sar- 
coma of  a  somewhat  atypical  character.  Those  who  believe,  as  we 
have  shown,  that  the  epithelial  covering  of  the  villi  is  of  fetal 
ectodermal  origin,  and  who  therefore  also  class  these  tumors 
under  the  category  of  carcinoma,  are  introducing  into  pathology 
a  new  element. 

.  A  factor  which  has  served  to  clear  our  views  on  these  various 
disputed  points  is  the  knowledge  that  fifty  per  cent  of  these 
malignant  uterine  growths,  commonly  known  as  deciduoma,  fol- 
low the  presence  of  hydatid  mole. 

In  hydatid  mole  we  find  the  same  elements  as  in  normal  pla- 
centation. only  that  these  elements  are  excessive  in  number  and 
size.  Hydatid  mole  represents  a  hypertrophic  growth  of  the 
chorionic  covering,  accompanied  by  dropsical  swelling  of  the 
chorionic  stroma.  As  is  well  known,  the  covering  of  the  villi 
consists  of  two  layers,  an  outer  syncytium,  an  inner,  the  cell  layer 
of  Langhans.  The  growth  concerns  both  the  syncytium  and  the 
cell  layer  of  Langhans.  The  abnormal  element  is  the  occurrence 
of  very  large  cells  with  immense  nuclei  in  large  number,  and  a 
decided  growth  of  the  syncytium,  accompanied  by  the  forma- 
tion in  the  latter  of  large  vacuoles. 

Leaving  out  of  consideration  those  cases  malignant  because  of 
the  diffuse  and  deep  infiltration  of  the  uterine  wall  by  the  cystic 
villi,  by  no  means  are  all  hydatid  moles  of  a  malignant  character. 
An  attempt  to  distinguish  between   the  benign  and  malisnant 
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cases  was  proposed  by  Neumann.  He  observed,  in  tbree  cases 
subsequently  resulting  in  the  so-called  deciduoma,  large  cell  ele- 
ments in  the  stroma  of  numerous  villi  which  he  considered  to  be 
infiltrating  elements  of  the  syncytium.  He  observed,  further,  an 
abnormal  infiltration  of  cell  groups  through  such  syncytial  ele- 
ments. Investigation  of  subsequent  cases  shows  that  malignant 
forms  are  not  always  preceded  by  such  changes  in  the  hydatid 
mole,  while  others  have  found  these  changes  and  yet  no  malig- 
nant growth  occurred. 

Even  the  occurrence  of  metastases  is  no  proof  of  malignancy, 
for  Pick  reported  a  ease  with  a  metastasis  of  villi  in  the  vagina 
and  yet  the  patient  recovered.  "We  know  that  fetal  cells  are 
given  off  from  the  normal  placenta  into  the  maternal  circulation. 
Even  the  normal  placenta,  as  Pick  believes,  may  give  metastases 
of  villi,  and  these  may  (1)  degenerate  or  (2)  grow  slightly  or 
(3)  produce  the  same  syncytial  growth  as  is  observed  in  benign 
hydatid  mole.  (4)  Primary  malignant  growths  may  originate, 
and  have  originated,  from  such  metastases. 

Malignancy,  in  the  case  of  hydatid  mole,  is  not  then  to  be 
judged  alone  by  the  occurrence  of  metastases.  Those  cases  which 
subsequently  develop  into  the  so-called  deciduoma  evidence  their 
malignant  character  by  the  ability  of  their  cells  to  grow  in  an 
unlimiti  d  manm  r,  aided  by  the  character  of  the  tissue  which  per- 
mits or  also  aids  this  growth.  Various  theories  have  been  pro- 
pounded in  explanation  of  this,  phenomenon.  1.  Through  the 
syncytium  there  is  a  constant  exchange  of  products,  and  after 
hydatid  mole,  or  on  the  occurrence  of  abortion  or  labor  or  any 
process  causing  the  removal  or  death  of  the  fetus,  this  exchange 
ceases.  The  fetal  cells  then,  if  in  a  favorable  surrounding,  are 
supposed  to  use  this  nutrition  for  themselves  and  increase  until 
an  unlimited  growth  results  (theory  of  Marchand).  2.  Ribbert 
considers  the  unlimited  ability  of  certain  malignant  tissues  to 
grow  to  be  due  to  the  separation  of  their  mother  cells  from  their 
normal  connections.  3.  As  is  well  known.  Cohnheim  considered 
displaced  embryonal  cells  to  be  the  future  source  of  many  benign 
and  malignant  tumors. 

An  interesting  power  or  potential  retained  by  displaced  cells 
is  that  of  differentiation.  We  know  that  displaced  cells,  cells  re- 
moved from  their  normal  relations,  are  able,  after  an  interval  of 
many  years,  to  grow  and  produce  structures  of  varying  form. 
This  is  best  exemplified  in  the  case  of  dermoid  cysts,  for  their 
•character  distinguishes  them  from  all  other  tumors.     The  later 
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in  the  stage  of  embryonal  development  these  cells  are  displaced 
the  more  simple  is  the  structure  of  the  resulting  dermoid:  the 
c;iilier  in  the  period  of  embryonal  development  their  displacement 
occurs  the  more  differentiated  are  these  cells.  For  that  reason 
embryonal  cells  displaced  in  the  early  weeks  produce  tumors  of 
complicated  character,  for  their  potential  as  regards  differentia- 
tion is  great.  Cells  displaced  at  a  later  period  possess,  a  lesser 
potential  as  regards  differentiation,  while  those  epithelial  and 
connective-tissue  cells  displaced  very  late,  as  at  points  where  the 
skin  only  remains  to  be  united,  and  at  the  branchial  clefts,  pro- 
duce only  the  simplest  form  of  dermoid  growth.  They  produce 
only  cells  of  the  same  character  and  structure  as  the  parent  cell 
if  the-stage  of  complete  differentiation  had  been  already  reached. 
If  the  displacement  occurs  before  this  period,  such  elements  are 
found  in  the  subsequent  growth  as  the  parent  cells  would  have 
produced  had  they  remained  in  their  normal  situation.  Such 
early  cells,  however,  reproduce  far  greater  growths  and  far  more 
extensive  tissues  than  would  have  resulted  had  they  not  been  dis- 
placed. This  is  evidenced  by  the  fact  that  no  loss  of  any  normal 
tis- lie  or  structure  results.  In  dermoid  cysts  of  the  ovary,  for 
instance,  very  large  and  complicated  tumors  are  found,  resulting 
from  the  displacement  of  ectodermal  and  mesodermal  cells  by  the 
Wolffian  body,  and  yet  the  maternal  body  is  otherwise  normally 
developed. 

In  the  genital  tract,  especially,  we  find  numerous  evidences  of 
another  cell  potential,  that  is.  the  ability  to  first  display  ac- 
celerated growth  after  a  lapse  of  many  years.  We  find  in  the 
uterine  wall,  under  the  peritoneum,  in  the  broad  ligament,  and 
in  the  ovary,  generally  after  puberty,  epithelial  and  glandular 
growths,  sometimes  of  considerable  size,  resulting  from  the  dis- 
placement of  cells  of  the  Wolffian  body.  In  the  fetus  and  in  the 
newly-born,  hundreds  of  uteri  and  appendages  have  been  ex- 
amined and  yet  relatively  few  such  displacements  of  Wolffian- 
body  cells  can  be  found.  This  means  that  the  displacement  con- 
cerns simply  embryonal  cells  of  this  organ,  which  even  at  a  much 
later  period  possess  the  power  to  develop  the  same  structures  as 
the  parent  organ.  This  growth  takes  place,  as  a  rule,  at  and 
after  puberty,  and  the  same  is  true  in  the  ease  of  dermoid  cyst-. 

We  find,  then,  thai  the  general  stimulation  of  tissue  and  cell 
growth  occurring  after  puberty  may  influence  such  embryonally- 
displaced  cells  in  the  same  manner. 

We  find,  on  close  investigation,  that  almost  all  ovarian  and 
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parovarian  cysts  result  from  the  continued  growth  of  structures 
which  in  the  embryo  were  functionating  organs,  but  which  in  the 
fetus  and  in  the  adult  are  supposed  to  undergo  regressive 
changes,  namely,  the  epoophoron  and  the  paroophoron,  con- 
stituting the  two  divisions  of  the  Wolffian  body.  Papillomata  of 
the  ovary,  in  all  probability,  also  develop  from  cells  of  these  sup- 
posedly regressive  structures.  Ovarian  cysts  also  frequently 
show  papillomatous  changes.  These  are,  strictly  speaking, 
only  huge  increases  of  the  characteristics  of  the  primary  embry- 
onal organ. 

Not  infrequently  these  papillomatous  growths  are  macroscopi- 
cally  of  a  malignant  character,  in  that  they  break  through  the 
covering  of  the  cyst  or  through  the  ovary,  grow  without  restric- 
tion, invade  the  peritoneum,  infiltrate  the  surrounding  organs, 
and  produce  cachexia. 

Such  changes  may  also  display  the  microscopic  characteristics 
which  we  attribute  to  carcinoma— that  is,  a  continued  growth  of 
the  epithelium,  a  breaking  through  of  the  membrana  propria, 
and  an  infiltration,  microscopically,  of  the  tissue  surrounding  the 
epithelial  cells.  In  other  words,  we  find  a  continued  unlimited 
growth  of  cells,  reproducing,  even  though  in  a  changed  relation, 
the  character  of  the  mother  cell. 

These  smaller  and  larger  reproductions  of  the  Wolffian  body. 
these  cystic  growths  originating  from  the  Wolffian-body  cells. 
these  papillary  and  malignant  growths  originating  from  the  same 
source,  as  well  as  dermoid  cysts,  furnish  us  with  evidence  of  the 
ability  of  regressive  cells  and  organs,  and  cells  removed  from 
their  normal  relations,  to  undergo  a  more  or  less  unlimited 
growth,  even  after  lying  dormant  for  many  years.  These  cells, 
however,  are  cells  of  the  patient  and  are  open  to  the  same  in- 
fluences as  normally  situated  cells. 

In  the  case  of  chorio-epithelioma,  however,  we  find  fetal 
cells,  often  only  a  few  weeks  old,  possessing  naturally  no 
great  potential  as  regards  differentiation,  but  an  exceedingly 
high  potential  as  regards  their  ability  to  grow.  The  energy  and 
potential  of  these  cells  may  be  appreciated  from  the  fact  that  the 
earliest  case  occurred  two  weeks  after  the  interruption  of  preg- 
nancy, while  the  latest  occurred  nearly  four  years  after  hydatid 
mole. 

The  most  prominent  point  of  a  ripening  Graafian  follicle  is 
poor  in  blood  supply  and  is  called  the  stigma  folliculi.  It  is 
here  that  the  opening  takes  place  which  furnishes  an  outlet  for 


166         BAXDLER  :    TROPHOBLAST    AND    CHORIONIC    EPITHELIUM. 

the  ovum  This  opening  is  probably  the  result  of  the  reaction  or 
chemical  effect  produced  by  the  ripe  ovum,  for,  in  the  newly-born 
and  in  children,  follicles  of  the  same  size  and  even  larger  ones 
exist  without  bursting — the  so-called  atresic  follicles. 

After  ovulation  the  ovum  is  thrown  out  into  the  abdominal 
cavity,  and  then,  influenced  by  the  wave  movement  of  the  ciliated 
epithelium  of  the  tube,  the  fimbria?  of  the  ampulla,  and  the  fim- 
bria? ovaricae,  finds  its  way  into  the  uterus.  The  wave  movement 
of  the  ciliated  epithelium  causes  a  current  in  the  peritoneal 
plasma  which  directs  the  ovum  into  one  or  other  of  the  tubes. 

A  fecundated  ovum  embeds  itself  in  the  lining  of  the  uterus 
through  centrifugal  descent.  The  ovum  then  causes  a  reaction  in 
the  surrounding  tissue  and  a  dilatation  of  the  surrounding  lymph 
spaces,  so  that  a  resulting  localized  edema  takes  place.  In  addi- 
tion a  dilatation  of  the  capillaries  is  produced. 

The  outer  layer  of  the  ovum  develops  into  what  is  known  as  the 
trophoblast,  which  is  a  product  of  the  ectoderm,  and  from  it 
develop  the  cells  of  Langhans  and  the  syncytium. 

Shortly  after  the  ovum  is  embedded  in  the  mucosa  a  connection 
between  the  trophoblast  and  the  maternal  blood  takes  place 
through  a  rupture  of  the  capillaries.  The  maternal  blood  then 
bathes  the  ectodermal  trophoblast.     This  opening  of  the  maternal 

ssels  occurs,  however,  before  the  formation  of  villi;  and  the 
•cells  of  the  trophoblast  may  therefore  enter  the  maternal  veins 
at  the  very  earliest  period. 

The  compact  layer  of  the  decidua  is  the  zone  which  envelops 
the  ovum.  The  trophoblast  at  points  may  extend  far  into  the 
compacta,  for  the  cells  have  a  decided  power  of  wandering.  The 
trophoblast,  therefore,  invades  the  maternal  tissues  even  at  the 
earliest  period. 

A  gradual  transition  of  trophoblast  cells  into  syncytial  cells, 
and  a  gradual  change  of  trophoblast  nuclei  to  syncytial  nuclei, 
take  place  through  the  corrosive  action  of  the  maternal  blood, 
and  elements  of  the  maternal  blood  aid  in  forming  the  syncytial 
protoplasm.  'Flic  syncytium  does  not  originate  from  the  ma- 
ternal endothelium,  nor  from  the  uterine  epithelium,  nor  from 
the  decidua  cells. 

Jusl  as,  in  the  early  stages,  the  trophoblast  invades  the  de- 
cidua, so.  after  the  formation  of  villi,  is  the  future  course  of  the 
ectodermal  trophoblast  and  of  the  syncytial  cells  of  a  destructive 
character  so  far  as  the  decidua  is  concerned.  The  trophoblast  and 
syncytium  invade  the  maternal  tissue  and  mingle  with  it.     Thev 
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infiltrate  the  decidua  and  bring  it  to  destruction.  The  tropho- 
blast  and  syncytial  cells  erode  the  capillaries  and  blood  vessels, 
the  blood  in  turn  changing  fetal  cells  to  syncytium. 

The  invading  trophoblast  and  syncytial  cells  have  at  all  times 
a  great  power  of  wandering.  They  enter,  between  bundles  of 
muscular  and  connective  tissue,  into  the  lymph  spaces  and  into 
the  blood  vessels.  At  full  term  the  uterine  wall  is  infiltrated  with 
fetal  cells  of  a  syncytial  character. 

From  the  very  earliest  moment  fetal  cells  are  continually  enter- 
ing the  blood  of  the  mother,  not  only  in  the  primary  intervillous 
space  but  in  the  fully  formed  intervillous  space,  as  well  as 
through  the  vessels  of  the  uterine  decidua  and  wall. 

CHORIO-EPITHELIOMA. 

Under  chorio-epithelioma  we  distinguish  two  forms,  the  typical 
and  atypical.  In  the  typical  form  (Fig.  43)  we  find  large,  round, 
polyhedral  cells  with  strikingly  large,  very  irregular,  lobulated 
nuclei  which  stain  very  deeply  and  often  degenerate,  forming 
vacuoles.  The  protoplasm  is  relatively  scanty.  These  cells  are 
capable  of  great  wandering  and  are  found  more  or  less  isolated 
between  the  muscle  and  the  connective-tissue  bundles  (Fig.  46), 
in  the  lymph  spaces  and  in  the  vessels.  They  form  the  advance 
guard  in  the  way  of  infiltration.  There  are,  further,  irregular 
bridges  of  protoplasm  containing  scattered  or  grouped  nuclei  of 
various  sizes  (Fig.  44).  Many  of  these  groups  of  nuclei  are  the 
same  large,  irregular,  lobulated  nuclei  as  were  observed  in  the 
form  just  mentioned.  In  addition  are  found  irregular  masses  of 
protoplasm  containing  many  small  nuclei.  The  character  of  the 
latter  is  identical  with  normal  syncytium. 

The  irregular  groups  of  protoplasm  containing  grouped  nuclei 
of  various  sizes  are  undoubtedly  of  syncytial  character,  for  they 
result  through  the  blood  surrounding  and  infiltrating  the  cells 
of  Langhans,  and  it  is  very  evident  that  these  cells  form  the  afore- 
mentioned grape-like  nuclei  (Fig.  45).  The  isolated  large  cells 
are  likewise  of  syncytial  character.  They  have  generally  been 
mistaken  for  decidua  cells.  They  may  be  distinguished  from  the 
cells  of  Langhans,  for  the  latter  are  pale,  polyhedral  groups  of 
distinctly  epithelial  character.  They  are  rich  in  glycogen  and 
therefore  often  contain  vacuoles.     The  nuclei  are  large  but  pale. 

The  cells  of  Langhans  are  better  illustrated  in  the  atypical 
form  I  Fig.  47)  Avhere  the  syncytial  elements  are  relatively  in  the 
background.    In  fact,  no  more  and  no  different  syncytial  cells  are 
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present  here  than  in  normal  gestation.  The  trophoblast  cells  lie 
closely  grouped  and  are  surrounded  by  syncytial  elements  in 
quite  the  same  manner  as  in  normal  gestation,  or  especially  in 
tubal  gestation.  They  are  polygonal  cells,  concerning  which 
different  views  have  been  held.  They  have  been  called  decidua 
cells.  No  vessels  of  their  own,  however,  are  present  in  these 
epithelial-like  groups,  and  their  character,  their  structure,  and 
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Fig.  4.;.  LowVpower  drawing  of  the  typical  form  of  ehorio-epithelionia.  show- 
ing the  uterine  wall  invaded  by  chorionic  elements.  A"  X  X.  three  areas  of  dense 
connective  Tissue  surrounded  by  chorionic  epithelial  elements  and  resembling 
■  horionic  villi.  V.  connective  tissue  centre  surrounded  by  polynuclear  syncytial 
mass  of  considerable  thickness,  probably  a  villus. 

their  arrangemenl  so  closely  resemble  the  trophoblast  cells  ob- 
served in  normal  testation  that  any  other  view  is  not  to  be  con- 
sidered. These  epithelial-like  cells  and  the  syncytial  masses  of 
various  forms  all  originate  from  the  trophoblast  cells. 

In  these  growths  newly  formed  villi  have  not  yet  been  found  — 
a  proof  of  the  limited  power  of  differentiation  possessed  by  the 
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trophoblast  cells  alone.  It  may  be  said,  therefore,  that  two  forms 
of  this  tumor  exist,  the  first  typical,  the  second  atypical.  The  for- 
mer cases  are  so  characteristic  that  they  cannot  be  mistaken.  The 
latter  have  been  so  frequently  called  carcinoma  by  eminent  au- 
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Pig.  44. — Upper  left-hand  corner  of  Pig.  4:J.  highly  magnified,  showing  the 
character  of  the  polynuclear  syncytial  masses.  Along  the  right  and  lower  bor- 
ders are  larger  isolated  mononuclear  syncytial  cells. 


thorities  that  our  belief  that  many  of  these  are  overlooked  and 
incorrectly  diagnosed  is  certainly  true. 

A  study  of  the  histology  of  so-called  deeiduomata,  and  a  com- 
parison of  their  structure  with  the  structure  of  normal  placental 
elements,  prove  these  tumors  to  be  of  fetal  origin.       The  cells 
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from  which  they  develop  are  the  cells  which  cover  the  chorionic 
villi.  Since  these  are  epithelial  in  character,  these  tumors,  be- 
longing as  they  do  to  the  most  malignant  forms,  should  be  called 
chorio-epithelioma . 

We  have,  then,  in  the  chorio-epitheliomata  a  reproduction  of 
the  same  constituent  elements  as  are  found  in  normal  placenta tion 
and  as  are  observed  in  benign  andmalignantcasesof  hydatid  mole. 
These  cells  exert  the  same  influence  and  effect  on  the  maternal 
tissues  as  do  the  fetal  cells  in  a  normal  uninterrupted  pregnancy. 


Syncytial 
strand 


Trophoblast  cells  farming  syncytial  masses 
Blood  and  blood  cells 


Pig.  45. — Highly  magnified  area  of  Fig.  44.  showing  finer  characteristics  of 
syncytial  masses.  Change  of  trophoblast  cells  en  masse  into  polynuclear.  vac- 
uolar structures. 


They  invade,  as  do  Tin-  normal  trophoblast  cells,  the  maternal  de- 
eidna  and  destroy  it.  They  infiltrate  and  erode  the  walls  of  the 
Is.  They  invade  and  infiltrate  deeply,  too,  the  uterine  wall. 
They  advance  either  as  distinct  Langhans  or  trophoblast  cells  or 
as  syncytial  cells,  or  else  they  undergo  in  their  advance  a  change 
from  the  former  to  the  latter,  especially  when  in  contact  with 
maternal  blood,  as  in  the  case  of  placentation  either  uterine  or 
tubal.  Their  invasion  of  the  maternal  vessels  and  capillaries 
gives  them,  from  their  earliesl  existence  as  malignant  cells,  the 
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opportunity  of  invading  the  maternal  circulation  with  a  resulting 
early  formation  of  metastases.  Their  ability  to  erode  the  vessels 
causes  profuse  and  constant  bleeding.  Their  ability  to  destroy 
the  maternal  tissue  as  they  advance  produces  larger  and  smaller 
areas  of  degeneration  and  necrosis  accompanied  by  the  presence 
of  much  fibrin.  These  cells  preserve  their  ability  to  grow  when 
they  reach  their  new  It  (rations,  with  the  result  that  they  produce 
in  the  various  organs,  but  most  frequently  in  the  vagina,  malig- 
nant nodules  of  the  same  character  as  the  parent  growth.  In 
fact,  these  secondary  nodules  have  in  some  cases  been  observed 
before  the  character  of  the  uterine  symptoms  called  attention  to 
the  presence  of  malignant  conditions  in  the  uterus. 
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Pig.  46. — Highly  magnified  area  of  Fig.  43,  showing  character  of  isolated 
mononuclear  giant  syncytial  cells  and  the  infiltration  by  them  of  the  uterine  tis- 
sue and  lymph  spaces. 

The  fetal  cells  producing  a  chorioma  are  situated  in  the  most 
favorable  surrounding.  They  have  been  performing  practically 
malignant  functions  in  that  they  have  destroyed,  even  during 
normal  placentation,  maternal  tissues,  and  have  invaded  maternal 
vessels,  and  have  been  carried  off  into  the  maternal  circulation. 
When  connected  as  part  and  parcel  of  an  ovum,  when  feeding 
and  nourishing  the  fetus  with  the  products  of  the  maternal  blood 
which  have  passed  through  them,  they  arc.  so  to  speak,  under 
control  of  the  parent  organism  the  ovum,  yet  when  released  from 
this  connection  they  continue  an  independent  growth  of  their 
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own.  It  is  quite  probable  that  in  hydatid  mole  the  edematous 
swelling  of  the  chorionic  stroma  is  due  to  interference  with  the 
proper  exchange  between  the  fetus  and  the  mother,  due  to  a  more 
or  less  increased  and  independent  growth  on  the  part  of  those 
cells  whose  function  it  is.  normally,  to  aid  and  permit  of  this 
exchange.  It  is  likewise  probable  that  the  growth  of  the  chorionic 
cells  in  chorio-epithelioma  takes  place  during  the  pregnancy  and 
is  rather  the  cause  than  the  result  of  abortion. 

We  have  observed  in  the  development  and  change  of  tropho- 
blast  cells  to  syncytium  that  the  closely  grouped  cells,  when 
vascularized,  change  to  plasmodial  or  syncytial  cells.     That  the 
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Fi<:.   47. — High-power  drawing  of  atypical  chorio-epithelioma  greatly  resembling 
ireinoma. 


blood  of  the  mother  furnishes  the  greater  portion  of  the  proto- 
plasm of  these  syncytial  cells  has  been  clearly  shown.  Therefore 
their  production  and  growth,  even  in  normal  conditions,  depends 
upon  their  taking  up  from  the  mother  essential  elements,  while 
the  trophoblast  cells  themselves  furnish  the  nuclei.  Therefore 
the  growth  of  so  pathological  a  tumor  as  a  chorio-epithelioma  is 
not  absolutely  a  reproduction  of  fetal  cells,  but  is  in  a  more  or 
less  direet  manner  a  maternal  production  also. 

The  invasion  and  destruction  of  maternal  tissues  in  normal 
gestation  occurs  within  certain  fixed  limits,  and  the  fetal  cells 
entering  the  maternal  circulation  undergo  no  future  growth. 
What    preserves   this   balance?     What   limits   and   controls   the 
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potential  of  the  parasitic  fetal  cells'  In  hydatid  mole,  and 
especially  in  ehorio-epithelioma,  the  fetal  cells  are  no  longer  held 
in  check  and  they  possess  the  power  of  unlimited  growth.  What 
has  upset  the  normal  balance  ? 

When  the  fecundated  ovum  enters  the  uterus,  it  destroys  the 
surface  epithelium  under  it  and  descends  actively  into  the  de- 
cidua.  It  produces  ;i  decided  reaction  in  its  immediate  circum- 
ference, so  that  even  in  its  earliest  stages  it  evidences  a  chemical 
power.  When  the  maternal  blood  makes  its  exit  from  the  capil- 
laries it  ought  to  coagulate,  but  does  not,  It  circulates  against 
the  fetal  cells  which  have  the  power  to  prevent  coagulation. 
The  trophoblast  and  syncytial  cells  are  bathed  by  maternal  blood 
and  enter  the  circulation:  therefore  the  ovum  has  a  certain 
enzyme  action  and  the  fetal  cells  may  be  said  to  furnish  or  repre- 
sent a  placental  secretion. 

On  the  other  hand,  the  blood  contains  elements  which  exert  a 
corrosive  action  on  the  trophoblast  cells,  changing  them  to  syncy- 
tium. The  resulting  syncytial  cells  then  cover  the  villi;  they 
play  the  part  of  endothelium  (which  they  then  greatly  resemble) 
and  protect  the  cells  of  Langhans  and  the  stroma  from  the  corro- 
sive influence  of  the  blood.  That  the  individual  cells  in  ehorio- 
epithelioma  have  the  power  to  grow  without  limit,  and  that  the 
cells  entering  the  circulation  have  the  energy  to  produce  malig- 
nant metastases,  shows  that  the  decidua  <i>nl  the  blood  no  longer 
havt   tin   [xiu-<  r  to  limit  and  control  their  growth. 

In  reviewing  the  anatomical  and  physiological  characteristics 
of  the  female  sex  before  and  during  pregnancy,  and  beariim  in 
mind  the  normal  changes  of  pregnancy  (such  as  the  cessation  of 
menstruation,  the  act  of  labor,  etc.),  but  especially  the  pathologi- 
cal states  occurring  almost  entirely  or  exclusively  in  connection 
with  pregnancy  (such  as  osteomalacia,  eclampsia,  and  ehorio- 
epithelioma  .  we  are  forced  to  the  conclusion  which,  while  partly 
theoretical,  is  nevertheless  logical. 

Ovarian  secretion  has  a  great  trophic  influence  upon  the  uterus. 
It  stimulates  the  growth  of  the  round  cells  of  the  stroma  into 
decidua  cells.  The  lining  of  the  uterus  is  truly  a  lymphoid  tissue, 
and  it  is  the  great  development  of  the  decidua  and  its  secretion 
which  prevents  the  involvement  and  maeroscopical  perforation  of 
the  uterine  wall  by  the  placental  villi.  Although  it  may  be  said 
that  ovarian  secretion  stimulates  the  growth  of  the  fetal  cells 
and  that  certain  elements  in  the  blood  hold  their  growth  in  check, 
it  is  probably  the  ovarian  secretion  in  the  maternal  blood  which 
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aids  the  decidua  in  holding  the  placental  development  within 
normal  limits,  and  which  renders  the  trophoblast  cells  and  the 
syncytial  cells  entering  the  circulation  innocuous. 

In  normal  placentation  the  human  organism  furnishes  us  with 
a  process  parallel  to  that  occurring  in  certain  bacterial  infections, 
that  is.  the  production  of  two  opposing  toxins  or  ferments :  (1)  a 
blood  element,  probably  the  ovarian  secretion,  and  (2)  the  pla- 
cental secretion. 

In  the  normal  woman  the  ovary  is  responsible  for  the  periodi- 
cal loss  of  blood  known  as.  menstruation.  This  process  is  due  to  a 
secretion  furnished  by  the  ovaries,  for  on  their  removal  this  pro- 
cess ceases  and  the  reduction  of  oxygen  exchange  amounts  to 
twenty  per  cent.  This  secretion  stimulates  various  functions  of 
the  body,  and  at  regular  periods  an  outlet  for  this  secretion  oc- 
curs. Every  menstruation  represents,  in  addition,  the  birth  of  a 
non-fecundated  ovum,  that  is.  a  labor  en  miniaturi . 

When,  however,  fecundation  and  development  of  the  ovum 
take  place,  the  ovum  and  its  enzymes  nullify  the  menstrual 
stimulation  of  the  ovarian  secretion.  The  trophoblast  cells  in- 
vade the  maternal  decidua  which  is  stimulated  by  the  ovarian 
secretion,  and  likewise  enter  the  blood  of  the  mother.  A  normal 
gestation  is  accompanied  by  the  stimulating  effects  of  the  retained 
ovarian  secretion  and  these  two  enzymes  are  then  opposed  in  their 
action.  No  menstruation  occurs,  for  the  placental  secretion  has 
nullified  the  action  of  the  usual  forces. 

A.1  the  end  of  nine  months,  when  the  ovarian  secretion  is  suf- 
ficient in  amount  or  character  to  overcome  the  neutralizing  action 
of  the  enzymes  of  the  ovum,  labor  occurs,  that  is,  the  same  pro- 
eess  as  is  observed  in  a  minuter  degree  in  menstruation,  for 
menstruation,  as  said  before,  is  a  labor  en  miniature. 

Remembering  the  constitutional  action  of  ovarian  secretion,  it 
may  be  said  that  if,  shortly  before,  during,  or  after  labor,  there 
is  ;m  overwhelming  superiority  of  the  ovarian  secretion  over  the 
placental  or  a  mal-relation  between  ovarian  and  placental  secre- 
tion, the  constitutional  involvement  known  as  eclampsia  results. 

Following  the  analogy  further,  it  may  be  said  that  chorio- 
epithelioma  is  due  to  the  fact  that  the  resistance  to  the  fetal  en- 
zymes and  fetal  cells  offered  by  the  blood  and  the  ovarian  secre- 
tion is  insufficient  to  hold  the  growth  of  the  fetal  cells  in  cheek. 
Chorio-epithelioma  occurring  generally  after  abortion  or  hydatid 
mole  is  certainly  the  cause  rather  than  the  result  of  the  abortion. 
Chorio-epithelioma   represents  a  more  advanced  stage  than  that 
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of  hydatid  mole,  but  both  of  these  conditions  follow  the  normal 
processes  in  their  course  and  growth.  The  only  difference  is  the 
power  of  unlimited  growth  possessed  by  the  chorionic  cells  in 
these  pathological  conditions.  The  difference  in  the  resistance 
offered  by  the  patient  points  to  a  constitutional  element  as  an 
important  factor  in  the  etiology  of  chorio-epithelioma. 
127  East  Sixty-first  street. 


A    CHANGE    NEEDED    IN    OUR    PRACTICE    IN    DEALING    WITH 
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Ten  years  ago  I  had  accumulated  sufficient  evidence  to  con- 
vince me  that  cancer  was  a  contagious  disease  and  that,  contrary 
to  the  opinion  generally  held,  it  was  not  hereditary.  I  cannot 
give  all  the  evidence  here,  but  one  or  two  instances  must  suffice. 
First,  it  has  been  the  exception  and  not  the  rule  for  any  of  my 
cancer  patients  to  have  had  a  cancerous  father  or  mother; 
second,  it  has  been  the  rule  that  they  have  lived  in  the  house  with 
a  cancerous  husband  or  other  person  who  was  no  blood  relation 
to  them,  or,  as  in  the  case  of  two  sick  nurses,  they  attended  a 
woman  with  cancer;  third,  many  others  were  exposed  to  con- 
tagion in  other  ways,  such  as  being  examined  by  a  doctor  who  had 
just  examined  a  woman  with  cancer  without  disinfecting  his 
finger.  Although  the  tradition  of  the  heredity  of  cancer  is  so 
deeply  rooted  in  the  popular  mind,  we  should  leave  ourselves 
open  to  conviction,  as  there  was  just  the  same  stubborn  objection 
to  the  introduction  of  the  belief  in  the  contagiousness  of  tubercle 
twenty  years  ago,  the  belief  in  the  heredity  of  which  latter 
disease  lasted  many  years  after  its  contagiousness  was  absolutely 
proved.  Believing,  as  I  do,  that  cancer  can  be  conveyed  by  con- 
tact, if  the  receiving  soil  is  favorable,  I  think  that  every  hope- 
less case  of  cancer  should  be  isolated,  or  at  least  that  precautions 
should  be  taken  to  limit  the  spread  of  the  disease,  such  as  the 
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wearing  of  jute  pads  to  collect  the  discharges,  which  pads  should 
he  burned ;  also,  the  frequent  douching  with  formalin  or  perman- 
ganate of  potash  to  destroy  the  cancer  cells  which  are  thrown  oft' 
in  the  discharges:  and  the  disinfection  of  the  patient's  own 
hands,  as  well  as  those  of  her  attendants,  whenever  they  are 
brought  in  contact  with  diseased  surfaces.  We  shall  never  know 
how  many  cases  of  cancer  owe  their  origin  to  contagion  carried 
by  the  examining  physician's  fingers.  When  this  possibility  has 
been  fully  realized  the  same  thing  will  happen,  I  believe,  that  has 
happened  with  puerperal  fever — there  will  be  a  rapid  decrease 
in  the  number  of  cases. 

Cancer  of  the  uterus,  whether  of  the  cervix  or  of  the  body. 
is  in  the  beginning  an  absolutely  local  disease,  and  if  operated  on 
at  this  stage,  and  under  absolutely  antiseptic  precautions  against 
infecting  the  cut  surfaces,  the  operation  would  give  us  one  hun- 
dred per  cent  of  ultimate  recoveries.  It  seems  difficult  to  get 
either  patients  or  their  physicians  to  realize  that  on  one  certain 
day  in  the  history  of  the  case  there  was  no  cancer  and  that  on 
the  next  day  the  case  was  cancerous.  More  than  once  a  medical 
friend  in  the  country  has  brought  me  a  case  of  cancer  for  oper- 
ation, in  an  inoperable  condition,  six  months  after  he  had  first 
seen  the  case  and  begun  to  treat  it  with  nitrate  of  silver  applied 
through  a  cylindrical  speculum,  telling  me  of  his  own  accord  that 
the  lacerated  cervix,  which  he  took  for  an  ulcer,  looked  worse 
every  time  he  saw  it.  Such  a  course  is  little  less  than  criminal. 
In  one  case  the  doctor's  remorse  for  his  delay  in  advising  removal 
was  truly  painful  to  behold.  Surely  it  must  be  time  to  make  a 
change  in  our  practice  when  the  best  operators  all  over  the  world 
now  refuse  to  operate  on  from  eighty  to  ninety  per  cent  of  the 
cases  brought  to  them  because  they  find  that  not  one  of  these  re- 
jected cases  would  be  alive  in  two  years  after  removal  of  the 
uterus.  I  presume  their  reason  for  refusing  is  that  an  oper- 
ation which  does  no  good  to  the  patient  does  harm  to  other  pa- 
tients with  the  same  disease  in  a  less  advanced  stage,  who  could 
be  saved  by  operation,  but  refuse  to  undergo  it  because  they  have 
seen  the  bad  results  in  others,  who  were  not  fit  subjects  for  oper- 
ation. Our  only  hope,  therefore,  is  to  get  the  cases  as  near  the 
beginning  as  possible"  and  then  not  to  lose  a  day  in  having  the 
diseased  area  removed.  If  the  disease  were  not  so  awful  or  so 
fatal  I  would  be  satisfied  to  remove  the  cervix  only,  as  I  have  had 
a  few  cases  who  not  only  remained  well  for  many  years,  but  also 
one  who  bore  several  children  afterward:  but,  considering  tin- 
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terrible  risk  we  run  of  thereby  leaving  a  minute  portion  of 
diseased  tissue  above  the  internal  os,  I  feel  that  the  only  safe 
course  to  pursue  is  to  remove  the  whole  uterus.  Must  we  also 
remove  the  ovaries  and  tubes  ?  A  few  years  ago  I  would  have 
answered.  ' ' Not  unless  the  disease  has  reached  the  fundus. ' '  But 
having  seen  two  cases  of  the  disease  recurring  in  the  ovaries 
more  than  a  year  after  extirpation  of  the  uterus,  at  which  time 
they  were  apparently  healthy,  I  think  we  should,  whenever  we 
can  do  it  without  greatly  increasing  the  primary  mortality,  re- 
move the  adnexa  for  the  sake  of  insuring  a  good  remote  result. 

Above  I  have  expressed  the  opinion  that  if  the  uterus  were 
removed  at  the  very  beginning,  under  strict  precautions  against 
infecting  the  remaining  raw  surfaces,  there  would  be  no  recur- 
rences. AVhile  I  recognize  the  fact  that  many  so-called  recur- 
rences are  nothing  more  nor  less  than  the  same  disease  which  has 
already  extended  to  the  broad  ligament,  continuing  on  its  fatal 
course  unhindered  or  even  hastened  by  the  operation,  yet  I 
think  there  are  many  others  in  which  the  disease  was  limited  to 
the  uterus  and  yet  during  the  operation  some  of  the  cancerous 
juices  got  on  to  the  raw  edges  and  cpiickly  inoculated  them.  "We 
cannot,  therefore,  be  too  careful  to  cut  away  all  ulcerating  sur- 
faces and  then  dry  them  up  with  the  thermocautery  before  be- 
ginning the  extirpation.  The  uterine  cavity  should  then  be 
carefully  packed  firmly  with  dry  sublimated  cotton  to  prevent 
any  liquid  from  being  squeezed  out  of  the  uterus  during  the 
manipulation.  Merely  sewing  up  the  cervix  is  not  enough,  as  1 
have  proved  by  passing  the  water  from  the  tap  through  the 
sewed-up  cervix  after  the  uterus  has  been  removed.  If  my 
premises  are  correct,  then  the  method,  lately  advocated,  of  split- 
ting the  uterus  and  removing  it  in  two  halves  should  be  aban- 
doned. If  the  diseased  organ  is  too  large  to  remove  by  the 
vagina,  it  would  be  better  to  free  the  cervix  by  a  vaginal  in- 
cision, clamping  the  uterine  arteries,  then  opening  the  abdomen 
and  tying  off  the  broad  ligaments,  after  which  the  uterus  can  be 
removed  quite  easily  and  without  infecting  the  peritoneum,  which 
latter  is  the  cause  of  the  high  mortality  after  abdominal  hyster- 
ectomy for  cancer. 

The  primary  mortality  of  the  operation  of  vaginal  hyster- 
ectomy for  cancer  in  the  most  favorable  cases  is  quite  small;  in 
fact,  under  certain  conditions  I  believe  it  would  be  nil.  These 
conditions  are,  first,  that  the  operator  be  an  expert  who  can  com- 
plete  the  operation  in  from  ten  to  fifteen  minutes;  second,  that 
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there  be  no  hemorrhage,  either  primary  during  the  operation  or 
later  from  slipping  of  the  ligatures.  For  this  reason  I  prefer 
the  magnificent  clamps  which  Segond  brought  to  America  four 
years  ago,  and  which  I  procured  soon  after  and  have  used  ever 
since.  Although  I  have  used  catgut  ligatures  in  a  considerable 
number  of  vaginal  hysterectomies,  I  have  never  felt  sure  that 
they  would  not  allow  the  ovarian  artery  to  slip  out  of  the  knot, 
especially  in  those  cases  where  the  uterus  could  not  be  well  pulled 
down.  "We  are  obliged  to  drag  the  uterus  forcibly  down  in  order 
to  get  the  ligature  on,  and  what  then  appears  to  be  a  very  tight 
knot  may  become  a  very  loose  one  when  the  tension  is  removed. 
"When  removing  ovarian  cysts  by  the  abdomen  I  always  take  the 
precaution  of  relaxing  the  pedicle  before  putting  the  final  strain 
on  the  first  knot.  Jacobs  claims  that  the  woman  is  brisee 
(broken  up)  more  when  we  use  clamps  than  by  ligatures,  and 
I  have  noticed  the  same  thing.  He  thinks  this  is  due  to  com- 
pression of  the  nerves  by  the  clamps,  while  the  ligatures  only 
compress  the  arteries.  Even  so,  however,  I  consider  the  ad- 
vantages of  the  clamps  in  greater  speed  and  security  from  hem- 
orrhage sufficient  to  give  them  the  preference.  There  is  one 
point  well  worth  remembering,  namely,  to  put  the  clamp  on  the 
ovarian  artery  from  above  downward  instead  of  from  below  up- 
ward, as  there  is  then  absolutely  no  danger  of  the  top  of  the 
broad  ligament  slipping  out  of  its  bite. 

Nothing  short  of  a  revolution  in  our  present  policy  of  waiting 
for  more  proof  holds  out  any  hope  of  improving  our  present 
wretched  showing.  That  the  subject  is  worth  while  discussing 
is  evident  when  we  consider  that  over  one  hundred  thousand 
people  die  every  year  from  cancer  in  Europe  and  America  alone, 
and  that  the  uterus  and  the  breast  are  the  most  frequent  loca- 
tions. The  prevention  and  cure  of  cancer  offers  the  greatest 
field  for  our  energies,  excepting  tuberculosis,  of  all  the  subjects 
in  medicine  and  surgery.  Every  one  of  these  thirty-five  or  forty 
thousand  women  who  die  annually  from  cancer  of  the  uterus 
might  be  saved  if  the  following  plan  were  faithfully  carried  out 
by  every  individual  practitioner.  The  first  thing  to  do  is  to 
abolish  laceration  of  the  cervix,  for  the  best  time  to  save  a  woman 
from  death  from  cancer  is  before  she  gets  it;  the  preventive 
treatment  of  cancer  begins  at  her  first  confinement.  Give  Nature 
time  to  complete  the  first  stage  of  labor  absolutely  without  inter- 
ference, unless  it  be  to  check  its  rapidity  by  the  judicious  use 
of  opium  so  that  the  pains  will  be  less  frequent  and  less  violent. 


SMITH  :    CANCER    OF    THE   UTERUS   AND    OP    THE   BREAST.         179 

Were  I  to  write  the  history  of  the  several  hundred  lacerated 
cervices  I  have  repaired  it  -would  make  a  sad  record,  for  there 
are  many  among  them  in  whom  the  forceps  was  applied  without 
the  shadow  of  an  excuse  an  hour  or  two  after  the  first  pains  of  a 
first  confinement;  and  Emmet,  the  greatest  authority  on  lacer- 
ations of  the  cervix,  has  stated  positively  that  he  has  never  met 
with  cancer  of  the  cervix  without  a  previous  laceration,  for  eveit 
in  a  virgin  who  came  to  him  with  epithelioma  of  the  cervix  he- 
found  on  investigation  that  she  had  had  divulsion  of  the  cervix 
performed  for  dysmenorrhea  many  years  before.  I  believe  that 
if  one  could  make  out  a  list  of  the  various  countries,  according  to 
the  amount  of  belief  their  practitioners  and  specialists  have  in 
the  importance  of  laceration  of  the  cervix  and  the  necessity  for 
its  repair,  we  would  find  that  cancer  was  diminishing  in  those 
countries  at  the  top  of  the  list  and  increasing  in  those  at  the 
bottom.  I  have  recently  seen  it  stated  that  cancer  of  the  uterus 
was  increasing  greatly  in  Germany  and  decreasing  in  the  United 
States  and  Canada;  and  it  seemed  to  me,  during  my  visits  to 
these  two  countries,  that  the  German  physicians  thought  that 
lacerations  of  the  cervix  were  of  very  little  importance,  while 
the  physicians  of  the  United  States  were  the  most  keenly  alive  to 
the  necessity  for  their  repair.  For  my  own  part,  among  the 
seven  thousand  cases  on  my  records  at  the  various  hospitals  and 
dispensaries  which  I  attend,  cancer  of  the  uterus  is  becoming  more 
and  more  rare.  While,  ten  or  fifteen  years  ago,  a  case  presented 
itself  almost  every  week,  now  I  do  not  find  a  case  once  in  two 
or  three  months,  and  this  notwithstanding  that  I  am  looking  out 
more  carefully  than  ever  for  them  and  that  I  have  a  larger  num- 
ber of  patients  to  examine.  I  attribute  this  to  the  fact  that  I 
have  amputated  or  repaired  every  cervix  sufficiently  lacerated  to 
have  eversion  of  the  lips  and  consequent  ulceration  and  scar 
tissue.  I  also  believe  that  all  my  medical  friends  who  send  cases 
to  me  fully  realize  the  importance  of  following  this  plan.  So 
that  ninety-five  per  cent  of  the  lacerations  have  been  repaired, 
and  even  the  few  remaining  ones  are  only  waiting  till  their  babies 
are  weaned  in  order  to  have  it  done.  There  is  one  fallacy  which  I 
would  like  to  controvert:  that  a  woman  with  a  lacerated  cervix 
runs  no  risk  of  cancer  until  she  is  45  years  of  age.  I  have  seen 
several  women  under  30  die  from  cancer  of  the  cervix  during  the 
last  twenty  years,  and  quite  recently  I  have  seen  a  painful  in- 
stance of  it  which  I  will  briefly  relate.  A  little  over  a  year  ago 
a  married  woman,  32  years  of  age,  the  mother  of  one  child,  8- 
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years  of  age,  Avhich  was  born  after  a  severe  instrumental  labor, 
consulted  me  for  menorrhagia  and  a  painful  ovary.  On  exam- 
ination she  was  found  to  have  a  badly  lacerated  cervix,  which  I 
urged  her  to  have  repaired  immediately.  It  not  being  convenient 
to  do  so  then,  she  asked  why  it  could  not  wait  a  year,  when  it 
would  be  more  convenient.  I  replied  that  it  would  not  only 
break  down  her  health,  but  that  there  was  danger  of  cancer  if  she 
waited  till  she  was  45.  She  went  away  promising  to  return  in 
a  year,  which  she  did,  but  when  I  examined  her  then  I  found 
the  everted  anterior  lip  a  mass  of  bleeding,  angry-looking  gran- 
ulations. On  account  of  her  age  I  could  hardly  believe  that  it  was 
cancer,  and  I  lost  two  weeks  in  treating  it  with  soothing  appli- 
cations with  very  little  benefit.  I  then  took  her  to  the  Western 
Hospital  for  curetting,  not  having  been  able  to  obtain  her  consent 
to  hysterectomy.  When  I  proceeded  to  dilate  the  uterus  the  an- 
terior lip  of  the  cervix  broke  easily  and  came  away  with  the 
curette.  I  gave  some  of  the  tissue  to  a  pathological  friend,  who 
made  many  sections  before  he  was  sure  that  it  was  cancer.  As 
she  was  a  resident  of  New  York  and  had  most  of  her  friends 
there,  I  sent  her  to  a  gynecologist  there  of  world-wide  reputation 
who  had  many  facilities  for  the  care  of  such  a  case,  which  I  had 
not.  He  kindly  took  charge  of  her,  but  was  loath  to  remove  the 
uterus  without  first  receiving  pathological  confirmation  of  our 
suspicions.  It  was  two  months  before  the  pathologist  could  he 
sure  that  it  was  cancer,  but  as  soon  as  this  was  decided  my  friend 
removed  the  uterus  and  ovaries  and  tubes.  She  made  a  splendid 
recovery  from  the  operation,  hut  she  is  doomed  to  die.  as  already 
after  three  months  the  disease  is  recurring  in  the  stump.  So  that 
even  a  woman  of  32  with  lacerated  cervix  is  not  safe  from  cancer. 
Now,  with  regard  to  hemorrhage  after  the  menopause,  we  can- 
not lay  too  much  si ress  upon  ,the  importance  of  this  as  a  symp- 
tom of  cancer,  more  especially  as  there  is  a  belief  widespread 
among  women  that  the  return  of  menstruation  after  the  meno- 
pause is  a  matter  of  congratulation  and  an  evidence  of  renewed 
vitality  and  usefulness.  There  is  no  more  disastrous  idea,  and 
we  should  do  our  utmost  to  controvert  it  until  every  woman  over 
40  shall  he  filled  with  apprehension  if  she  menstruates  after  hav- 
ing gone  through  the  menopause.  I  consider  that  this  is  the 
only  symptom  which  is  present  early  enough  to  warn  us  in  time 
to  do  anything  effective  in  saving  the  woman  from  the  dreadful 
fate  overhanging  her.  When  she  has  pain  and  a  foul-smelling 
discharge  it  is  too  late:  when  she  has  the  yellow,  cachectic  appear- 
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anee  of  the  skin  it  is  more  than  too  late ;  when  she  has  a  profuse 
watery  discharge,  even  without  a  bad  odor,  it  is  late  enough, 
and  so  it  is  with  hemorrhage  after  intercourse.  I  am  frequently 
asked  by  medical  friends  upon  whom  I  am  urging  these  views: 
"Do  you  mean  to  say  that  you  would  remove  a  uterus  from  a 
woman  of  45  just  because  she  had  had  several  uterine  hemor- 
rhages two  years  after  the  menopause  or  because  she  had  a  watery 
discharge?"  That  is  just  what  I  mean  to  say,  and  if  we  wish  to 
save  the  thousands  of  lives  that  are  now  being  lost  every  year  we 
must  adopt  an  entirely  different  course  from  that  which  has  been 
followed  in  the  past.  The  plan  I  advocate  gives  practically  no 
mortality  at  the  operation  and  absolutely  no  ultimate  mortality 
from  the  disease.  The  policy  of  delay  which  has  been  followed 
so  long  has  a  high  mortality  from  the  operation  and  holds  out 
little  or  no  hope  of  ultimate  recovery. 

Just  a  word  or  two  about  cancer  of  the  breast  before  closing. 
My  experience  in  thirty-five  or  forty  cases  has  been  just  the  same  : 
many  cases  came  too  late  for  any  treatment:  in  others  1  was 
obliged  to  remove  not  only  the  whole  of  the  breast,  but  also  the 
skin  covering  it.  to  remove  the  pectoralis  major  and  minor  and 
every  particle  of  the  cellular  tissue  and  glands  in  the  axilla  ;  and 
not  one  of  these  women  was  alive  after  two  years;  most  of  them 
died  in  six  to  twelve  months.  The  only  bright  spot  in  my  ex- 
perience of  cancer  of  the  breast  is  having  removed  the  breast 
about  fifteen  times  for  a  small  lump  which  was  not  fixed  and  had 
not  yet  infected  the  glands.  All  these  patients  are  alive  and 
free  from  recurrence,  and  some  of  them  have  lived  now  seven 
years  after  their  operation,  although  the  examination  of  the 
growth  proved  beyond  doubt  its  cancerous  nature.  Of  course  I 
do  not  wish  to  detract  in  the  slightest  from  the  value  of  the 
thorough  operation,  but  I  mean  to  urge  the  importance  of  remov- 
ing every  lump  from  the  breasts  of  women  about  40  as  soon  as 
discovered,  instead  of  waiting  six  months  to  make  sure  that  it  is 
cancer. 
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Statistics  based  on  1,106  cases  of  malignant  tumor  of  the 
ovary,  gathered  from  16  different  gynecological  clinics,  show  that 
about  14  per  cent  were  sarcomata. 

During  the  twelve  years  in  which  the  gynecological  depart- 
ment of  the  Johns  Hopkins  Hospital  has  been  open  there  have 
been  73  malignant  ovarian  growths  (exclusive  of  the  semi-malig- 
nant papillomata),  of  which  11  have  been  sarcomatous  in  struc- 
ture, or  about  15  per  cent. 

The  following  case  of  cystic  sarcoma  is  of  considerable  interest 
on  account  of  the  unique  microscopical  findings,  from  which  it  is 
possible  to  point  out  the  probable  genesis  of  the  neoplasm. 

Mrs.  J.  (Gyn.  No.  3963),  aged  49,  was  admitted  to  the  service 
of  Dr.  Kelly  at  the  Johns  Hopkins  Hospital  on  November  16, 
1895,  complaining  of  a  painful  swelling  in  the  lower  part  of  the 
abdomen. 

The  family  and  past  histories  were  excellent. 

Menstruation  began  at  about  12  years  and  was  always  regular 
and  painless  until  her  forty-second  year,  when  it  ceased  for  a 
period  of  nearly  two  years.  She  then  had  a  scanty,  non-offensive 
discharge,  lasting  about  three  weeks,  followed  by  thirteen  months 
of  amenorrhea. 

Again  there  was  an  apparently  normal  menstruation,  which 
was  also  followed  by  amenorrhea  continuing  for  sixteen  months. 
An  offensive  brownish  discharge  then  began,  accompanied  by 
bearing-clown  pain  in  the  left  lower  quadrant  of  the  abdomen. 

During  the  three  and  one-half  years  previous  to  her  admission 
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to  the  hospital  there  were  irregular  losses  of  blood  from  the 
uterus,  always  accompanied  by  more  or  less  abdominal  distress. 

The  patient  had  been  married  twenty-six  years  and  was  the 
mother  of  four  children.  The  first  labor,  one  year  after  mar- 
riage. Avas  an  instrumental  one  and  occasioned  a  deep  perineal 
tear  which  had  never  been  repaired.  The  other  confinements 
were  normal  and  there  was  no  history  of  puerperal  fever. 

For  several  years  Mrs.  J.  had  noticed  that  the  abdomen  was 
somewhat  swollen,  but  she  had  never  given  this  much  attention 
and  had  not  noted  the  presence  of  a  tumor. 

On  examination  the  abdomen  was  slightly  distended  and  the 
breathing  of  the  abdominal  type.  On  deep  palpation  a  tumor 
mass  was  felt  rising  as  high  as  the  umbilicus.  Its  mobility  was 
limited,  apparently  by  adhesions.  Percussion  over  the  mass  gave 
a  dull  tympanitic  note,  while  around  the  tumor  was  a  distinct, 
corona  of  resonance. 

Examination  per  vaginam  revealed  an  anteposed  uterus,  freely 
movable,  the  tumor  mass  producing  no  bulging  into  the  fornices. 
The  right  ovary  was  palpable. 

The  heart  sounds  were  normal  and  the  lungs  clear. 

The  urinary  examination  was  also  negative. 

Clinical  diagnosis :  Adenocystoma  of  the  left  ovary,  possibly 
carcinomatous. 

Operation. — Dr.  Kelly;  November  18,  1895;  ether  anesthesia. 
An  incision  17  centimetres  long  was  made  in  the  median  line 
through  moderately  thick  abdominal  walls.  The  peritoneal 
cavity  was  found  to  contain  considerable  clotted  blood,  which 
was  sponged  away,  exposing  an  ovarian  cyst,  springing  from  the 
left  ovary,  adherent  in  the  right  flank  and  right  inguinal  region. 
Its  Avails  Avere  black  and  hemorrhagic.  The  adhesions  on  the 
right  side  Avere  readily  broken  by  sAA'eeping  the  hand  over  the 
surface  of  the  tumor,  the  omentum,  Avhich  Avas  also  adherent  to 
the  left  side  of  the  tumor,  ligated  off,  and  the  cyst  rolled  out  of 
the  abdomen.  It  Avas  then  discovered  that  the  pedicle  was 
tAA'isted  one  and  one-half  times  from  left  to  right,  thus  account- 
ing for  the  necrotic  appearance  of  the  tumor. 

The  pedicle  Avas  then  tied  off  Avith  silk  and  catgut  ligatures. 

The  patient  took  ether  AA'ell  from  the  beginning  of  the  anes- 
thesia, when  the  pulse  was  100  to  the  minute,  strong  and  regular. 

As  the  last  sutures  in  the  incision  Avere  being  tied  the  patient 
suddenly  stopped  breathing  and,  despite  long-continued  arti- 
ficial respiration  and  repeated  stimulation,  died. 

The  postmortem  examination,  made  by  Dr.  Simon  Flexner, 
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revealed  no  metastases.  Death  was  probably  due  to  changes  in 
the  myocardium  and  atheroma  of  the  coronary  arteries. 

Resume  of  the  Postmortem  Protocol.  — The  body  is  that  of  a 
well-built,  well-nourished  woman.  The  lips,  mucous  membrane 
of  the  mouth,  and  finger  tips  show  a  slight  cyanosis.  The  sub- 
cutaneous fat  is  moderate  in  amount. 

In  the  middle  line  of  the  abdomen  is  an  incision  17  centimetres 
in  length,  closed  by  silkworm-gut  stitches.  On  opening  the  ab- 
domen a  small  amount  of  blood  is  found  in  the  pelvis. 

Over  an  area  12  x  17  centimetres  on  the  parietal  peritoneum  of 
the  right  side  are  firm  fibrous  adhesions,  many  of  which  are  tied 
off  with  catgut  ligatures,  while  beneath  the  peritoneum  on  the 
left  side  are  a  number  of  small  ecchymoses. 

The  omentum  is  delicate,  lies  across  upper  coils  of  intestines. 
and  its  veins  are  engorged  with  blood. 

The  appendix  is  free,  points  downward  ami  inward  toward  the 
pelvis,  is  somewhat  shorter  than  usual,  and  has  a  well-marked 
mesentery. 

The  pericardium  contains  30  cubic  centimetres  of  clear  serous 
fluid.     Both  layers  of  the  membrane  are  smooth. 

The  right  side  of  the  heart  is  collapsed  and  the  left  contracted. 
The  endocardium  is  smooth  and  valves  are  apparently  normal. 

Pathological  Report.—  (Gyn.  Path.  No.  974s).  The  specimen 
consists  of  an  ovarian  cyst  measuring  22  x  16  x  7.5  centimetres. 
[ts  external  surface  varies  in  color  from  a  dark  blue  to  a 
red< lish  brown  and  is  covered  by  a  few  vascular  adhesions.  Here 
and  there  are  numerous  small  areas  of  ecchymosis,  and  just  be- 
neath the  peritoneum  is  a  network  of  large  branching  blood  ves- 
sels. Projecting  from  the  surface  are  many  small  bosses,  vary- 
ing in  diameter  from   1  to  5  centimetres. 

The  tumor  is  of  a  semi-solid  consistence  and  its  walls  in  many 
places  are  friable  and  necrotic. 

On  section  one  finds  that  the  specimen  is  composed,  for  the 
most,  part,  of  small  cysts,  separated  by  rather  firm  trabecular 
In  many  places  these  septa  have  completely  or  partially  broken 
down,  forming  larger-sized  cavities.  These  cystic  spaces  re- 
semble very  much  corpora  lutea,  and  the  whole  specimen  appears 
like  a  conglomerate  mass  of  these  structures. 

The  outer  wall  is  thin,  averaging  but  1  millimetre  in  thickness, 
but  many  of  the  trabecule  are  much  thicker,  some  readmit:  5 
centimetres  in  diameter.  The  projecting  bosses  are  seen  to  be 
made  up  of  cysts  which  project  beyond  the  neighboring  cavities. 

The  internal  surface  of  the  cysts  presents  a  varying  appear- 
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ance.  In  some,  particularly  the  smaller  ones,  it  is  smooth  and 
glistening.  In  others  there  are  small  papillary  ingrowths  cov- 
ered by  a  hemorrhagic  yellow  fibrinous  substance.  All  are  filled 
with  a  dark-brown  mucilaginous  fluid  which  coagulates  on  ex- 
posure to  the  air. 

The  tumor  is  very  vascular,  many  large  vessels  traversing  the 
septa  in  all  directions. 

The  portion  of  the  tube  present  is  9  centimetres  long  and 
averages  8  millimetres  in  diameter.  It  is  free  from  adhesions 
and  has  a  patent  fimbriated  extremity. 

The  parovarial  tubes  are  well  seen  and  present  a  normal  ap- 
pearance. 


Fig.  1    (natural   size). — Cut  surface  of  a  portion  of   the  tumor,   hardened   in 
Miiller's  fluid,  showing  trabecular  and  cysts  resembling  corpora  lutea. 


Unfortunately,  no  sketch  was  made  when  the  specimen  was 
fresh,  but  Fig.  1  gives  a  clear  idea  of  the  freshly  cut  surface  of  a 
portion  of  the  hardened  preparation. 

Many  sections  were  cut  from  various  portions  of  the  tumor. 
On  microscopic  examination  the  majority  of  these  show  nothing 
but  large  areas  of  canalized  fibrin,  together  with  smaller  portions 
of  tissue  in  which  there  is  so  much  coagulation  necrosis  and 
nuclear  fragmentation  that  the  structure  of  the  tissue  cannot,  be 
made  out. 

In  those  parts  of  the  tumor,  however,  where  the  necrosis  caused 
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by  the  twisting  of  the  pedicle  is  least  marked,  there  is  a  distinct 
alveolar  structure.     The  stroma  is  made  up  of  connective  tissue, 


Fig.  2    (x  135). —  Section  showing  the  alveolar  arrangement   of  the  sarcoma 
cells,  and  stroma  containing  lymph  spaces  filled  with  round  cells. 


the  cells  of  which  are  spindle-shaped,  taking  the  eosin  stain  fairly 
well  and  presenting  long,  well-preserved  nuclei. 
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In  places  this  stroma  is  fairly  dense  and  sends  off  delicate 
ramifications  which  subdivide  the  tumor  mass  into  alveoli  (Fig. 

_> 

These  alveoli  are  filled  by  round  cells  which  have  an  average 
diameter  of  6  to  7  microns.  The  protoplasm  of  the  cells  is  gen- 
erally clear  and  takes  the  eosin  stain  very  faintly.  The  nuclei 
are  relatively  large  and  vesicular  in  outline,  the  intensity  of  the 
nuclear  stain  being  very  variable.  In  many  cells  the  nucleus  is 
dense  and  homogeneously  stained  a  dark  blue.     In  others  it  is 


«  H.SssJ<erji€i 


Fig.  3  (x  360). — Section,  more  highly  magnified,  showing  the  round  sarcoma 
cells  having  relatively  large  vesicular  nuclei,  the  formation  of  new  capillaries 
in  the  stroma,  and  the  large  phagocytic  cells. 

granular  and  the  chromatin  network  is  well  seen.  Here  and 
there  are  cells  several  times  larger  than  the  neighboring  ones, 
with  large  dark  nuclei. 

Karyokinetic  figures  are  present,  but  occur  in  small  numbers 
(Fig.  3). 

There  is  apparently  little  tendency  of  the  cells  to  invade  the 
stroma,  the  alveoli  being  for  the  most  part  sharply  circumscribed. 
Numerous  red  blood  corpuscles  are  diffused  throughout  all  parts 
of  the  specimen. 
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In  some  areas  the  formation  of  new  capillaries  is  well  marked, 
as  is  seen  in  Fig.  3.  This  also  shows  numerous  large  phagocytic 
cells  containing  the  remains  of  red  blood  corpuscles  and  frag- 
mented nuclei. 

So  far  the  description  of  the  specimen  might  apply  to  any 


Fig.  4    i-   240).-    Section  showing  a  small  Graafian   follicle  surrounded  by  an 
alveolus  filled  with  the  sarcoma  cells. 


••y.stic  sarcoma  of  the  round-celled  variety  having  an  alveolar 
arrangement.  The  peculiarity  and  the  interest  in  these  specimens 
lie  in  the  fact  that  the  sarcoma  cells  bear  a  characteristic  rela- 
tion to  the  Graafian  follicles. 
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Throughout  the  sections  one  sees  follicles  of  various  stages, 
many  of  them  degenerated,  but  some  of  them  almost  perfectly 
preserved,  as  seen  in  Fig.  4. 

We  have  here  a  small  Graafian  follicle  approximately  0.12 
millimetre  in  diameter.  It  is  tilled  with  red  blood  corpuscles  and 
lined  by  an  almost  perfect  layer  of  large  cells  with  large  vesi- 
cular nuclei,  the  cells  being  characteristic  of  the  granulosa  layer. 
The  outer  layer  of  cells,  those  forming  the  theca  externa,  has 
more  or  less  completely  disappeared,  and  many  of  them  are  indis- 
tinguishable from  the  sarcoma  cells  which  everywhere  surround 
the   follicle. 


Fig.  5    (x    75). 
corpus  luteum. 


-Section    showing    hyaline   degeneration    closely    resembling   a 


This  picture  is  frequently  met  with  throughout  the  sections. 

Many  parts  of  the  tumor  show  large  areas  of  hyaline  degen- 
eration, and  in  a  few  places  the  hyaline  material  is  so  arranged 
that  it  resembles  the  remains  of  a  corpus  luteum.  The  most 
striking  of  these  areas  is  pictured  in  Fig.  5. 

In  the  stroma  are  many  blood  vessels,  a  great  number  of  which 
are  of  large  size.  Spaces  filled  with  the  sarcoma  cells  are  also 
seen  and  may  be  interpreted  as  lymphatic  spaces  into  which  the 
cells  have  grown. 
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It  is  probable  that  malignant  connective-tissue  tumors  may 
develop  from  any  of  the  mesoblastic  tissue  found  within  the 
ovary.  While  most  cases  undoubtedly  have  their  origin  in  the 
stroma  cells,  as  is  seen  in  the  usual  type  of  sarcomata,  the  ves- 
sels of  the  ovary,  as  of  other  organs,  may  also  be  the  starting 
point  of  neoplasms,  thus  producing  endo-  and  peritheliomata  of 
the  blood  vessels  and  lymphatics. 

There  is  no  reason  to  suppose  that  the  theca?  of  the  Graafian 
follicle  may  not  also  be  the  starting  point  of  such  tumors.  So 
far  as  we  have  been  able  to  find,  however,  no  such  origin  has  ever 
been  pointed  out. 

While  it  is  of  course  impossible  to  state  absolutely  what  the 
origin  is  in  this  case,  it  seems  probable,  from  the  number  of 
sections  showing  nests  of  sarcoma  cells  grouped  about  follicles, 
that  the  neoplasm  has  developed  from  the  theca  externa  of  the 
Graafian  follicle. 

The  very  apparent  transition  from  the  normal  spindle-shaped 
cells  of  the  outer  layer  into  the  fully  developed  sarcoma  cells 
also  supports  this  view. 


REPORT   OF  A  CASE   OF   EPITHELIOMA   OF   THE   CLITORIS, 
WITH   OPERATION.1 


CHARLES   P.    NOBLE,   M.D., 

Surgeon-in-Chief,   Kensington   Hospital   for  Women, 
Philadelphia. 


(With  one  illustration.) 


Epithelioma  of  the  clitoris  is  such  a  rare  condition  that  the 
following  case  is  believed  to  be  worthy  of  report.  Mrs.  G.,  aged 
65,  multipara,  consulted  me  for  a  tumor  of  the  clitoris.  Her 
general  health  had  been  good.  Locally  she  had  complained  for  at 
least  twenty  years  of  pruritus  vulvge.  The  itching  had  varied 
from  time  to  time,  but  had  been  very  severe  for  years.  She  was 
extremely  neurasthenic  and  very  despondent.  She  had  only 
known  of  the  growth  for  a  short  time.  Upon  examination  a  dis- 
tinct tumor  of  the  clitoris  was  found  which  was  at  least  half  an 
inch  in  breadth  and  thickness,  and  almost,  if  not  quite,  half  an 

*Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  April  17,  1902. 
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inch  in  depth.  There  were  some  prolongations  of  the  growth  to- 
ward the  right  labium  majus.  The  skin  of  the  labia  majora  was 
distinctly  unhealthy  in  appearance.  It  was  edematous,  poorly 
nourished,  its  surface  macerated,  nodular,  and  covered  with 
thickened,  whitish  epithelium.  No  enlargement  could  be  made 
out  in  the  inguinal  glands.  A  diagnosis  of  epithelioma  of  the 
clitoris  complicated  by  long-standing  pruritus  vulvae  was  made 
and  excision  advised. 


Epithelioma  of  the  clitoris.  The  whitish  nodular  area  on  the  labia  majora  in- 
dicates the  inflammatory  thickening  and  the  secondary  implantation  growths. 

Owing  to  the  bad  prognosis  given  by  standard  authorities  for 
epithelioma  of  the  external  genitals,  it  has  long  been  my  inten- 
tion to  apply  the  principles  so  well  recognized  in  dealing  with 
cancer  of  the  breast  to  operation  upon  this  region  when  a  favor- 
able case  should  present  itself,  and  on  December  13,  1901,  the 
following  operation  was  performed: 

An  incision  was  made  from  just  above  the  urethra  outward  and 
downward  to  the  labium  majus  upon  each  side.     The  urethra*. 
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was  dissected  loose  from  the  pubic  arch  and  the  incision  on  each 
side  was  made  down  to  the  periosteum.  From  the  outer  ex- 
tremity of  each  incision  a  second  incision  was  made  through  the 
labium  ma  jus  and  extending  into  the  mons  Veneris.  These  two 
incisions  met  at  a  point  in  the  middle  line  well  above  the  pubic- 
bone.  The  incisions  were  carried  down  to  the  periosteum  of  the 
pubic  bones,  and  the  entire  tissues  of  the  vestibule,  labia  majora, 
and  the  lower  portion  of  the  mons  Veneris  were  removed  in  one 
piece.  Tins  was  done  with  a  sharp  knife,  dissecting  as  closely 
as  possible  all  tissue  away  from  the  periosteum.  The  skin  of  the 
outer  portion  of  the  labia  majora  was  then  separated  laterally  to 
a  sufficient  extent  to  permit  the  skin  structures  to  be  approx- 
imated in  the  middle  line. 

The  lymphatics  from  each  groin  were  removed  in  the  following 
manner :  An  incision  was  made  from  the  margin  of  the  wound, 
over  Poupart's  ligament,  to  the  anterior  superior  spine  of  the 
ilium.  The  skin  margins  of  the  wound  were  reflected  upward 
and  downward,  and  then  the  fatty  tissues,  including  the  lymph- 
atics, were  removed  for  a  breadth  of  at  least  two  inches  by  re- 
moving all  tissue  down  to  the  aponeurosis  of  the  external  oblique 
and  the  fascia  lata.  Bleeding  points  were  ligated  with  catgul 
as  necessary.  The  extensive  wound  surfaces  were  then  brought 
together  by  sutures. 

The  convalescence  was  afebrile.  On  the  fourth  day.  however, 
it  was  observed  that  the  vulvar  flaps,  particularly  upon  the  left 
side,  were  sloughing.  A  slough,  roughly  one  inch  in  diameter. 
formed  and  separated.  Later  there  was  some  suppuration  in  the 
inguinal  wounds;  this,  however,  was  clearly  due  to  the  sloughing 
process.  The  sloughing  was  due  to  the  poor  nutrition  of  the  skin 
of  the  flaps,  and  not  to  infection.  After  the  slough  separated  the 
open  wound  healed  rapidly  under  the  influence  of  balsam  of 
Peru. 

A  gratifying  feature  of  the  convalescence  was  the  prompt  dis- 
appearance of  the  itching  which  had  persisted  for  twenty  years. 
This  feature  was  borne  in  mind  in  performing  the  operation,  and 
care  was  taken  to  cut  the  ilio-inguinal  nerves  where  they  emerge 
from  the  external  inguinal  rings,  and  also  to  remove  the  tissue 
down  to  the  periosteum  over  the  pubic  bones,  to  cut  and  remove 
all  branches  of  the  pubic  nerves  coming  up  to  the  vulva  from 
below.  The  relief  from  itching  has  continued,  and  there  has 
been  an  entire  loss  of  sensation  in  the  area  of  the  operation. 

As  the  epithelioma  was  superficial  in  character,  as  the  operation 


NOBLE:    EPITHELIOMA    OF    THE    CLITORIS.  193 

was  a  very  radical  one.  and  as  the  report  of  the  pathologist  is  that 
the  inguinal  glands  were  not  involved,  the  prognosis  is  good.  The 
principles  employed  in  operating  upon  this  case  are  to  be  recom- 
mended in  dealing  with  all  cases  of  epithelioma  of  the  external 
genitals,  and  there  is  reason  to  believe  that  when  this  is  done  the 
prognosis  from  epithelioma  of  the  external  genitals  will  become 
relatively  favorable,  instead  of  positively  bad  as  heretofore. 

Appended  is  the  report  of  the  pathologist.  Dr.  Babcock: 

"The  specimen  consists  of  a  portion  of  the  mons  Veneris,  the 
upper  portions  of  both  labia  majora.  and  the  vestibule,  with  the 
subcutaneous  fascia  and  fat.  It  is  characterized  by  a  rounded 
mass  with  a  granular,  non-ulcerated  surface  and  a  broad  pedicle, 
about  2  centimetres  (three-fourths  of  an  inch)  in  diameter,  that 
projects  from  the  vestibule  at  the  situation  of  the  clitoris *f or 
about  11/9  centimetres  (five-eighths  of  an  inch).  The  adjacent 
surfaces  of  the  labia  are  excoriated  and  show  a  number  of  small, 
irregular,  wart-like  growths  embedded  in  and  firmly  adherent  to 
the  skin.  Embedded  in  the  fat  from  the  inguinal  region  are  two 
moderately  enlarged  lymphatic  glands. 

"Microscopy. — Vertical  sections  through  the  tumor  of  the 
clitoris,  stained  and  examined  under  the  microscope,  show  it  to  be 
coyered  by  a  layer  of  stratified  squamous  epithelium.  In  places 
this  layer  is  thin  or  absent.  Descending  from  the  surface  are 
large,  irregularly  rounded  columns  or  masses  of  characteristic 
squamous  epithelial  cells.  These  invade  the  deeper  layers  of  the 
corinm,  but  the  subcutaneous  fibrous  and  areolar  tissues  below 
an-  nearly  free  from  invasion.  There  are  numerous  epithelial 
pearls.  There  is  a  marked  inflammatory  reaction  throughout  the 
growth,  as  indicated  by  areas  of  intense  leucocytic  infiltration. 
Despite  the  rather  superficial  character  of  the  invasion,  the 
picture  is  characteristic  of  squamous  epithelioma.  Sections 
taken  from  the  adjacent  wart-like  growths  upon  the  labia  also 
reveal  a  distinct  epithelial  ingrowth.  These  growths  may  be 
considered  as  secondary  infections  from  contact.  The  masses  of 
epithelium  have  invaded  the  subcutaneous  connective  tissues  and 
contain  numerous  epithelial  pearls.  There  is  a  marked  leucocytic 
infiltration. 

"Examination  of  the  lymphatic  glands  shows  an  inflammatory 
enlargement  but  no  distinct  epitheliomatous  invasion.  The  path- 
ological diagnosis  is  a  polypoid  epithelioma  of  the  clitoris  with 
implantation  growths  of  the  labia  majora." 

1509  Locust  street. 
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PROPRIETY  OF  SIMULTANEOUS  ATTENDANCE  UPON   SCARLET 
FEVER  AND  OBSTETRICAL  CASES. 


A.  REICH,   M.D., 
New  York. 


The  general  practitioner  is  almost  daily  confronted  with  the 
problem  as  to  what  he  should  do  with  obstetrical  cases  while 
attending  infectious  diseases.  Consulting  the  literature,  we  find 
that  Braxton  Hicks1  says  "that  the  puerperal  woman,  when  in- 
fected with  scarlet  fever,  develops  puerperal  fever."  The  same 
author  is  quoted  in  Playf air's  "Midwifery"2 :  "Out  of  68  cases 
of  puerperal  disease,  37  were  distinctly  traced  to  scarlet  poison; 
of  these,  20  had  the  characteristic  rash  of  the  disease,  but  the 
remaining  17  showed  none  of  the  usual  symptoms  and  were  not 
to  be  distinguished  from  the  so-called  puerperal  fever.  On  the 
theory  that  it  is  impossible  for  the  specific  contagious  disease  to 
be  modified  by  the  puerperal  state,  we  have  to  admit  that  one 
physician  met  with  17  cases  of  puerperal  septicemia  in  which, 
by  a  mere  coincidence,  the  contagion  of  scarlet  fever  had  been 
traced,  and  that  the  disease  nevertheless  originated  from  some 
other  source — a  hypothesis  so  improbable  that  its  mere  mention 
carries  its  own  refutation." 

In  Olshausen  and  Veit's  book  on  obstetrics  we  find  that  a  great 
deal  of  attention  has  been  given  to  a  disease  called  scarlatina 
puerperalis,  which  was  described  as  a  puerperal  septicemia  with 
a  scarlet  rash. 

We  meet  occasionally  with  a  rash  in  septicemia  and  in  pyemia. 
We  also  know  that  a  puerperal  woman  may  have  scarlet  fever 
which  runs  its  natural  course,  and  if  it  occurs  with  puerperal 
fever  there  is  no  special  effect  of  one  on  the  other  in  the  ma- 
jority of  cases. 

As  an  illustration  of  the  cases  reported  as  scarlet  fever  in 
puerperae,  I  cite  a  case  by  Fiessinger.3     Confinement.  May  2.    On 

transactions  of  the  Obstetrical  Society  of  London,  1871. 
^American  edition.  3Gaz.  med.  de  Paris,  1893,  No.  40. 
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the  second  day  chill  and  vomiting;  no  pain  in  abdomen.  The  fol- 
lowing day,  temperature  40. 6° C. ;  tympanites,  without  pain; 
intrauterine  douche.  On  the  fourth  day  chill  and  cold  perspira- 
tion; temperature  41.5°  C. ;  weak  pulse.  Eruption  like  that  of 
measles  on  backs  of  hands  and  forearms,  scarlet-like  rash  on 
lower  extremities  and  body.  Uterine  douche.  In  the  evening 
temperature  37.5°  C,  pulse  108.  Following  day,  temperature 
38.6°  C,  pulse  116 ;  difficulty  in  swallowing;  redness  of  pharynx. 
The  eruption  became  more  like  that  of  scarlet  fever;  tempera- 
ture 40.4°  C,  pulse  152.  May  5,  temperature  39.1°  C,  pulse 
124;  exanthem  leaving  only  face  free;  meteorism  disappearing. 
During  the  uterine  douche  a  piece  of  placenta,  size  of  nut,  ap- 
peared. The  days  following,  temperature  38.8°  C.  and  38°  C. 
Eruption  became  paler  and  the  patient  was  perfectly  well  on  May 
8.  There  was  a  bran-like  desquamation.  On  the  30th  albumin 
in  the  urine,  which  disappeared  on  milk  diet. 

This  woman  was  attended  by  a  midwife  who  had  an  infected 
finger ;  there  was  also  an  epidemic  of  scarlet  fever.  This  case  is 
no  doubt  one  of  sepsis  from  retained  placenta,  with  possible 
scarlet  fever  following  the  infection. 

My  first  experience  was  with  a  Swedish  woman  confined  dur- 
ing 1898.  On  the  second  day  her  8-year-old  boy,  who  slept  in  his 
mother's  bed,  presented  an  angina  and  scarlet  rash  with  fever. 
He  was  at  once  transferred  to  the  Willard  Parker  Hospital,  the 
walls  of  the  room  were  washed  with  bichloride  of  mercury,  and 
the  woman  made  an  uninterrupted  recovery.  Two  months  later 
the  boy's  older  sister  was  taken  down  with  the  same  disease. 
Both  mother  and  baby  escaped.  From  November,  1900,  until 
March,  1901,  I  had  occasion  to  treat  78  cases  of  scarlet  fever  in 
25  families,  with  two  fatal  cases  from  nephritis.  During  the 
same  period  I  attended  40  obstetrical  cases;  14  of  these  were 
primiparse  and  sustained  some  laceration — one  through  the 
sphincter;  two  had  bad  lacerations  extending  along  both  sulci 
well  up  into  the  vagina;  in  one  a  subcutaneous  rupture  (separa- 
tion) of  the  symphysis  pubis  occurred. 

A  few  cases  will  show  how  I  was  obliged  to  see  these  patients. 

Case  I.— Incomplete  abortion.  Scarlet  fever  of  four  days' 
duration.  Seen  at  4  p.m.,  and  at  7.30  p.m.  examination  of  pa- 
tient with  carefully  washed  finger  in  the  uterus  for  retained 
placenta.  Temperature  100°,  pulse  86.  Slight  bleeding.  Pla- 
centa not  removed  at  urgent  request  of  patient ;  replaced  the 
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retroverted  uterus.    Ergot  and  quinine:  bichloride  douches.  Pla- 
centa expelled  spontaneously  the  next  day.    Perfect  recovery. 

Case  II. — Primipara.  Scarlet  fever  of  two  days.  Seen  at 
6:30  p.m.;  at  8  p.m.  examination  of  primipara.  R.  0.  P.  I  ro- 
tated the  posterior  fontanelle  to  the  front,  and,  on  account  of 
its  tendency  to  resume  its  former  position,  held  it  there  during 
a  few  pains.  Birth  of  child  in  R.  0.  A.  at  3  a.m.;  small  tear  of 
fourchette  granulated.     Perfect  recovery. 

Case  III.  — Multipara.  Four  cases  of  desquamating  scarlet 
seen  during  the  morning:  at  8  p.m.  examination  of  woman.  Posi- 
tion R.  0.  A.:  pains  very  sharp:  pendulous  abdomen.  Applied 
binder  to  correct  direction  of  uterus.  At  11  p.m.  complete  dila- 
tation and  artificial  rupture  of  membranes.  Expulsion  of  in- 
fant at  1  a.m.    Normal  puerperium. 

Case  IV.— Multipara.  Same  desquamating  cases  as  in  pre- 
vious ease,  only  one  day  later.  Four  hours  after  looking  at  the 
scarlet-fever  cases,  examination  of  puerpera.  L.  0.  A.  Four 
examinations  made.     Puerperium  normal. 

I  make  it  a  rule  to  see  the  postpartum  cases  early  in  the 
morning  and  do  as  little  examining  as  possible.  Temperature 
and  pulse  are  taken  daily.  The  genitals  are  inspected  only  for 
removal  of  sutures.  Fissures  of  nipples  are  touched  with  stick  of 
nitrate  of  silver  and  covered  with  lanolin.  Before  examining  a 
woman  in  labor  I  clean  my  hands  as  if  for  a  laparatomy.  and  also 
have  the  vulva  washed  with  soap  and  water  and  then  wfith  bi- 
chloride of  mercury.  All  water  used  for  washing  woman  after 
delivery  or  baby  is  boiled. 

My  ''inclusions  from  the  cases  observed  are:  that,  though  at- 
tending contagious  cases,  I  have  succeeded  so  far  in  not  causing 
septic  infection  of  the  parturient  woman;  and,  from  the  observa- 
tions of  others,  that  if  the  parturient  woman  is  infected  with 
scarlet  fever  it  runs  its  ordinary  course;  and  that,  while  scarlet 
fever  and  puerperal  sepsis  may  coexist,  each  runs  its  distinctive 
course.1 

228  West  Therty-foubth  street. 

'The  following  letter  from  one  of  the  medical  inspectors  of  the  De- 
partment of  Health  of  New  York  substantiates  my  conclusions: 

March  19,  1902. 

Deab  Doctob  Reich: — During  the  time  which  I  have  been  doing  Health 
Department  work  I  have  observed  thirty  or  forty  women  who  were  con- 
fined in  the  same  room  and  often  in  the  same  bed  with  diphtheria  or 
scarlet-fever  cases.  I  have  kept  a  record  of  thirteen  cases,  including 
the  period   of  the  disease  to  which  they  were  exposed.     These  cases 
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have  never  had  the  slightest  sepsis  or  fever;  have  gotten  up  promptly; 
then  the  rooms  were  fumigated.  In  no  case  has  there  been  isolation. 
The  women  have  been  attended  in  confinement  by  midwives.  poor  doc- 
tors, and  good  doctors.  None  of  the  women  have  contracted  scarlet 
fever  or  diphtheria.  These  cases  have  all  been  in  tenement  houses, 
filthy,  etc.  I  have  seen  only  one  woman  who  had  scarlet  fever  follow- 
ing confinement.  She  had  it  about  the  third  or  fourth  day.  Whether 
her  doctor  was  attending  cases  of  scarlet  fever  I  do  not  know.  (There 
was  no  scarlet  in  her  family.)     She  did  not  have  sepsis. 

The  conclusions  to  be  drawn  from  my  experience,  and  from  that  of 
those  members  of  the  Health  Board  staff  with  whom  I  have  discussed 
the  matter,  is  that  puerperal  patients  are  not  unusually  susceptible  to 
scarlet  fever  or  diphtheria,  the  books  to  the  contrary;  also,  that  these 
women  are  not  rendered  any  more  liable  to  sepsis.  Five  of  the  depart- 
ment inspectors  are  engaged  to  a  considerable  extent  in  obstetrical  or 
gynecological  practice.  They  assure  me  they  have  never  had  any 
trouble  with  their  cases  traceable  to  their  work  with  contagious  dis- 
eases.    Personally  I  have  never  had  any  such  trouble. 

I  do  not  wish  to  be  understood  as  recommending  the  simultaneous 
care  of  contagious  and  obstetrical  cases,  but  I  believe  the  danger  has 
been  grossly  exaggerated.  Of  course  some  doctors  are  filthy  and  do 
not  understand  aseptic  or  antiseptic  principles,  and  would  have  sepsis 
whether  they  attended  contagious  cases  or  not. 

You  are  at  perfect  liberty  to  quote  any  or  all  of  these  remarks. 

Yours  truly,  E.  J.  Graff.  Jk. 


CESAREAN  SECTION  NECESSITATED  BY  VENTROSUSPENSION. 


ADELAIDE    BROWX.    M.D.. 
San  Francisco,  Cal. 


History.  — 'Sirs.  K.  P.,  aged  '31  years,  came  to  my  office  Septeni- 
ber  26,  1901,  well  advanced  in  pregnancy.  Last  menses  had  ap- 
peared February  1,  1901.  so  that  she  was  at  about  the  third  week 
of  the  eighth  month,  being  due  November  7-14.  Patient,  had 
been  a  delicate  woman ;  operated  on  in  February,  1900,  for  retro- 
version of  the  uterus  by  some  form  of  ventrosuspension.  In  the 
following  month,  March,  1900,  an  operation  for  floating  kidney 
was  done.  The  patient  gave  the  history  of  a  good  recovery  from 
both  operations,  but  was  never  free  from  abdominal  pain.     Con- 

'Read  before  the  Medical  Society  of  the  State  of  California.  April, 
1902. 
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stipation  was  always  marked,  menses  regular.  During  her  preg- 
nancy nausea  was  marked  in  the  first  three  months,  and  the  ab- 
dominal pain  was  quite  severe  at  times,  but  never  enough  to 
make  her  consult  a  physician ;  the  pains  had  grown  worse  during 
the  last  month. 

Physical  Examination. — Patient  sallow;  face,  hands,  and  limbs 
quite  edematous;  urine  normal;  heart  normal.  External  ex- 
amination of  the  abdomen  showed  a  uterine  enlargement  very 
broad  and  at  its  highest  point  reaching  one-third  the  distance 
from  the  umbilicus  to  the  ensiform  cartilage.  Palpation  showed 
the  child  in  a  transverse  position,  head  to  the  right.  Fetal 
heart  124.  Pelvic  measurements :  interspinous.  25  centimetres ; 
intercristal,  29  centimetres;  external  conjugate.  20  centimetres; 
bitrochanteric,  32  centimetres. 

Internal  Examination. — It  was  impossible  to  reach  the  cervix 
at  all ;  the  perineum  and  the  vulva  were  unusually  relaxed,  but 
the  vagina  was  absolutely  smooth  as.  far  as  could  be  reached. 

The  suspicion  that  the  fundus  was  held  firmly  to  the  abdominal 
wall,  which  was  suggested  by  the  low  level  of  the  uterine  tumor 
for  a  Ipara  at  eight  months,  was  confirmed  by  the  fact  that  the 
cervix  was  drawn  up  posteriorly  out  of  reach.  A  second  and  a 
third  examination  showed  no  change,  and  I  asked  for  consulta- 
tion, having  told  the  husband  of  my  patient  that  the  probabili- 
ties were  very  strong  that  to  deliver  the  child  at  all  a  Cesarean 
section  would  be  necessary.  The  consultation  was  set  for  Octo- 
ber 26.  On  October  24,  at  8  :30  p.m.,  the  membranes  ruptured. 
I  was  notified  and  went  to  the  patient's  house,  again  made  a 
thorough  examination,  but  found  the  cervix  out  of  reach,  though 
the  uterine  tumor  was  much  smaller  from  the  loss  of  liquor 
amnii. 

The  patient  was  removed  to  the  Children's  Hospital,  and  Dr. 
Von  Hoffman  met  me  there  in  consultation.  The  patient  was 
anesthetized  and  prepared  for  operation.  Under  anesthesia  the 
cervix  could  not  be  palpated.  The  patient's  husband  had  been 
consulted  and  offered,  all  other  things  being  favorable,  the  choice 
of  Cesarean  versus  Porro-Cesarean  as  the  only  hope  for  a  living 
child,  and  as  offering  the  best  prognosis  to  both  mother  and  child. 
Cesarean  section  was  recommended,  as  the  pelvis  was  normal  and 
a  second  pregnancy  in  no  way  fraught  with  unusual  risk  to  the 
patient. 

Slight  labor  pains  had  begun  and  the  child  was  living  at  the 
time  of  the  operation,  and  the  patient  in  excellent  condition. 
The  operation  was  begun  at  12  :30  a.m.  ;  the  incision,  to  the  left 
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of  the  former  incision,  extended  from  three  inches  above  the  um- 
bilicus to  the  pubes.  On  opening  the  peritoneal  cavity  ad- 
hesions were  found  forming  a  dense  band  three  inches  broad  and 
only  long  enough  to  allow  with  some  difficulty  the  fingers  to 
pass  between  the  uterine  and  abdominal  walls.  There  were 
many  light  adhesions  over  the  uterine  wall,  and,  after  freeing 
these,  the  band  holding  down  the  fundus  was  ligated  in  two  parts 
and  clamped  on  the  uterine  side  and  cut.  The  anterior  wall  of 
the  uterus,  thus,  liberated,  rose  and  occupied  the  field  of  the  in- 
cision. The  uterus  was  then  drawn  out  of  the  abdominal  cavity 
and  anteverted  and  covered  with  gauze  sponges  wrung  from  hot 
normal  salt  solution,  while  the  abdominal  wound  behind  the 
tumor  was  closed  by  silkworm-gut  sutures,  through  and  through. 
The  uterus  was  then  incised  in  the  median  line,  the  whole  length 
of  the  incision  being  below  the  point  of  adhesion  between  the 
fundus,  and  anterior  abdominal  wall,  and  the  child  delivered. 
The  child  was  a  male  weighing  eight  and  one-half  pounds.  It 
was  apneic  and  began  to  breathe  quickly.  The  placenta  followed 
and  its  site  was  to  the  left  and  anterior;  the  child  lay  as  diag- 
nosed, in  the  right  dorso-anterior  position.  During  the  uterine 
evacuation  the  blood  supply  was  controlled  by  manual  pressure 
over  the  uterine  and  ovarian  arteries.  Ergot  was  given  by 
hypodermatic  as  soon  as  the  child  was  born. 

After  sponging  out  the  uterine  cavity  thoroughly  a  strip  of 
gauze  was  passed  through  the  cervix  into  the  vagina  and  the 
balance  folded  back  and  forth  in  the  uterine  cavity.  The  uterine 
wall  was  sutured  with  silk  interrupted  sutures  passing  through 
the  serous  and  muscular  layers.  A  second  row  of  catgut  sutures, 
double  the  number,  covered  in  the  silk  sutures.  The  uterus  was 
then  returned  to  the  abdominal  cavity  and  the  abdominal  incision 
closed.  Several  heavy  bands  of  adhesion  between  the  uterus 
and  intestines  were  separated  during  the  operation.  After  six 
days  of  normal  temperature  the  patient  began  to  have  severe 
abdominal  pains  and  a  rise  to  104°,  which  persisted  twenty- four 
hours  and  then  fell  gradually.  The  abdominal  pain  was  always 
intestinal  in  character.  The  application  of  ice,  etc.,  necessary  to 
relieve  this  pain,  gave  the  opportunity  for  infection  of  the  ab- 
dominal wound  and  two  superficial  stitch-hole  abscesses  resulted. 
The  gauze  was,  removed  from  the  uterus  gradually,  the  last  at  the 
end  of  thirty-six  hours  after  operation.  The  lochia!  discharge 
was  very  scant,  amounting  in  all  to  less  than  an  ordinary  men- 
struation. The  baby  was  weaned,  as  the  mother's  high  tempera- 
ture made  lactation  very  scant.     The  patient  and  the  baby  left 
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the  hospital  on  the  thirty-third  day  after  operation,  and  both 
have  been  well  since.  At  a  recent  examination  the  uterus  was 
found  anteverted,  freely  movable,  and  involution  completed  nor- 
mally. 

This  case  brings,  into  prominence  the  serious  obstetrical  prob- 
lems developed  by  surgical  advances  of  gynecology. 

Obstetricians  are  frequently  called  upon  to  care  for  dystocia 
a  result  of  cervical  amputation  or  of  Emmet  operations  for  la- 
cerated cervix.  The  repair  of  the  perineum  by  the  extensive  de- 
nudation methods  just  now  in  vogue  makes  moments  of  intense 
anxiety  to  the  obstetrician.  Such  tissue  tears  readily  and  heals 
poorly,  and  whether  to  relieve  tension  by  an  episeiotomy  or  not 
is  a  very  active  question. 

Again,  in  pregnancy  following  the  vaginal  or  abdominal 
methods  for  correcting  malpositions  of  the  uterus,  of  which  my 
case  is  an  example,  a  problem  confronts  the  obstetrician,  not 
of  Nature's  making.  The  extensive  compilations  of  cases  of 
ventrosuspension,  ventro-  and  vaginal  fixation  in  which  dystocia 
of  varying  degrees  resulted,  can  be  interpreted  in  many  ways. 
In  1896  Dr.  Charles  P.  Noble  collected  808  cases  from  American 
gynecologists,  with  pregnancy  following  in  56  cases.  Of  these, 
six  miscarried,  three  severe  forceps,  one  Porro-Cesarean  with 
fatal  result,  one  death  from  uncontrollable  vomiting,  one  death 
from  sepsis,  making  a  total  dystocia  of  20  per  cent  and  a  fatality 
of  6  per  cent. 

European  statistics  collected  of  175  pregnancies  show  17  mis- 
carriages, 7  premature  labors.  133  full-term  labors.  Of  these, 
15.  or  11  per  cent,  necessitated  operative  interference.  There 
were  3  Cesarean  sections,  of  which  2  died.  The  fetal  mortality 
was  not  given  in  any  of  these  cases. 

Besides,  these  I  have  noticed  the  following  eases  in  reviewing  as 
much  literature  as  I  could  command.  Edebohls  reports  a  case 
necessitating  celiopanhysterectomy ;  child  and  mother  died. 
Dickinson:  (1)  Cesarean  section  following  ventrosuspension;. 
child  and  mother  died;  the  cervix  was  found  at  the  third  lumbar 
vertebra  at  later  autopsy.  (2)  Rupture  of  the  uterus;  delivery 
being  impossible,  due  to  a  fibroiddike  mass  formed  by  the  an- 
terior uterine  wall  and  preventing  the  passage  of  the  head.  Dr. 
X.  O.  Werder,  a  Porro-Cesarean ;  child  and  mother  lived.  The 
operation  was  done  after  labor  in  a  Ilpara  had  gone  on  twenty- 
one  hours  with  no  progress,  the  cervix  remaining  very  high  up. 
Dr.  F.  H.  Bloomhardt  reported,  after  a  labor  of  four  days,  an 
early  rupture  of  the  membranes:  an  examination  under  anes- 
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thetic  showed  cervix  posterior,  above  pelvic  brim.  Porro-Cesar- 
ean  was  done:  mother  and  child  died.  The  Jahresbericht  fur 
Geburtshulft  und  Gynakologie  for  1900  reports  one  Cesarean 
section  (Case  52)  done  for  threatened  uterine  rupture  due  to  a 
Neutrally  fixed  uterus:  result  not  given. 

These  cases  bring  out  several  points  in  regard  to  results.  The 
cases  necessitating  abdominal  operations  have  been  largely  fatal 
in  results,  due  to  very  obvious  reasons.  Operations  have  been 
resorted  to  too  late  in  the  case,  and  the  risk  of  sepsis  1ms  been 
increased  by  the  exhaustion  of  the  patient  and  by  the  previous 
efforts  at  delivery  by  the  natural  passages. 

The  cases  requiring  forceps  and  version  for  delivery  are  gen- 
erally described  as  difficult  cases.  So  that  fetal  mortality  must 
be  increased,  even  under  less  risk  to  the  mothers. 

It  is  an  inevitable  conclusion  that  the  perfect  method  of  cor- 
rection of  uterine  displacements,  in  the  parous  woman  has  not 
been  found  in  ventral  fixation  or  ventral  suspension.  An  oper- 
ation which  has  possibilities  which  may  jeopardize  the  life  of 
either  mother  or  child  has  need  of  searching  criticism.  The 
woman  facing  such  an  operation  has  the  right  of  a  clear  under- 
standing of  its  risk  to  her  in  ease  of  pregnancy.  In  the  light  of 
our  present  knowledge,  in  cases  where  no  other  course  of  treat- 
ment seems  to  offer  so  much  as  ventral  suspension,  the  patient 
should  be  warned  of  the  necessity  of  careful  supervision  if  preg- 
nancy ensues,  that  the  artificial  freeing  of  the  uterus  or  labor 
induced  before  the  cervix  is  drawn  too  far  posteriorly  may  be 
done;  or,  in  case  the  pregnancy  is  allowed  to  advance  to  full 
term,  that  she  may  be  delivered  by  Cesarean  or  Porro- Cesarean 
as  the  operation  of  selection,  rather  than  of  necessity  after  ex- 
haustion of  her  vital  forces  subsequent  to  a  prolonged,  inef- 
fectual labor. 

1212  Sitter  stkeet. 
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TECHNIQUE  OF  THE  DENUDING  PLASTIC  PERINEUM 
OPERATIONS. 


N.    B.    ALDRICH,    M.D., 
Fall  River,  Mass. 


(With  one  illustration.) 


My  excuse  for  writing  this  article  is  that  I  feel  the  method  of 
using  weighted  traction  ligatures  is  a  step  forward  and  should 
supplant  the  older  method  which  depends  upon  tenacula. 

Take,  as  an  example,  the  Emmet  operation  of  perineorrhaphy. 
In  denuding,  most  gynecologists  use  tenacula  to  raise  the  points 
that  are  to  be  denuded  to.  I  have  seen  so  many  surgeons  lift  up 
a  point  time  and  again  during  an  operation,  or  rather  a  different 
point  each  time  by  the  tenaculum  wmen  it  should  have  been  the 
same  one,  that  I  have  often  felt  like  suggesting  the  traction  loops, 
but,  of  course,  seldom  dared  to. 

When  you  use  these  traction  ligatures  you  have  permanent 
marks,  and  no  need  for  saying  words  that  are  better  unsaid. 
Originally  I  used  two  traction  ligatures  at  the  upper  angles, 
marking  the  points  I  intended  to  denude  to;  the  other  points 
were  picked  up  as  occasion  required  by  tenacula. 

Later  I  tried  introducing  traction  ligatures  at  five  points, 
namely,  the  two  upper  angles,  the  tip  of  the  tongue  piece,  and  the 
two  outer  points  in  region  of  the  caruncuhe  myrtiformes.  These 
ligatures  were  of  silk  and  the  two  ends  of  each  ligature  tied  to- 
gether, making  a  loop. 

I  now  use  silk  ligatures  introduced  at  these  five  points,  and 
sometimes  another  one  in  the  median  line  of  the  skin  perineum; 
the  two  ends  of  the  silk  are  clamped  together  with  hemostats. 

At  the  beginning  of  the  operation,  before  you  do  anything  else, 
thread  a  curved  need.le  with  a  long  piece  of  heavy  silk.  Intro- 
duce the  ligature  first  at  the  right  upper  angle,  then  the  left, 
and  then  in  the  median  line  at  the  site  that  is  to  form  the  end  of 
the  tongue  piece.  Leave  these  ligatures  six  to  eight  inches  long 
and  clip  the  ends  of  each  with  separate  hemostats.  Next  intro- 
duce the  ligature  at  the  two  outer  lateral  points  that  are  to  be 
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denuded  to,  and  cut  off  these  ends  two  inches  long  and  clip  with 
hemostats. 

These  ligatures  are  left  and  not  removed  until  the  operation  is 
completed,  when  the  hemostats  are  loosened  and  the  thread  drawn 
through  and  removed.  They  permanently  mark  the  points  we 
are  to  denude  to,  and  are  a  great  aid  in  keeping  the  parts  on  the 
stretch  when  denuding  and  in  holding  them  in  desired  relation 


while  placing  the  sutures.  In  introducing  the  ligature  take  quite 
a  bite  with  the  needle,  so  as  to  be  able  to  exert  traction  without 
having  it  tear  through. 

The  two  short  ligatures  can  be  allowed  to  hang  down  and  are 
out  of  the  way ;  the  three  long  ligatures,  if  they  are  in  the  way, 
can  be  held  up  out  of  the  way  by  simply  placing  the  hemostats  on 
the  sterile  coverings  of  the  lower  abdomen.  I  find  the  ligatures 
with  the  hemostats  attached  a  great  improvement  over  the  simple 
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traction  loops,  because  the  weight  of  the  hemostats  holds  them 
where  placed. 

Personally  I  outline  the  surface  to  be  denuded  with  the  scalpel, 
outlining  the  right  lateral  half  and  denuding'  it  before  1  outline 
the  left  half.  While  my  assistant  holds  ligatures  1  and  2  taut.  I 
control  ligature  3  with  my  left  hand  and  proceed  to  denude  from 
the  median  line  with  scissors.  After  this  the  left  half  is  de- 
nuded, ligatures  3.  -4.  and  5  being  controlled  in  order  to  give  the 
parts  the  desired  stretch.  We  are  now  ready  to  introduce  the 
sutures;  the  Ligatures  again  come  into  play  in  holding  the  parts 
in  their  desired  relation  while  introducing  them.  Similar  trac- 
tion ligatures  introduced  into  each  lip  of  the  cervix  are  very  use- 
ful in  trachelorrhaphy.  Probably  the  best  non-absorbent  suture 
material  we  possess  is  silkworm  gut. 

The  removal  of  these  sutures  is  a  problem  that  confronts  us 
later,  and  to  anticipate  this  is  our  duty  at  the  time  of  operation. 
These  ligatures  in  the  cervix  or  high  up  in  the  vagina  are  hard  to 
remove  if  the  ends  are  cut  short,  and  more  than  once  I  have  found 
it  necessary  to  place  patients  under  chloroform  in  order  to  re- 
move the  same.  One  source  of  discomfort  they  cause  patients 
is  that  the  short  ends  stick  into  them.  If  the  ends  are  left 
long  enough  to  reach  through  the  vulva,  and  then  bunched, 
placing  rubber  tubing  over  the  same,  which  is  held  to  them 
by  a  piece  of  silk  tied  tightly,  the  ends  will  not  trouble 
the  patient.  When  ready  to  remove  these  sutures,  cut  the 
silk,  remove  the  rubber  tubing,  and  apply  gentle  traction  on  the 
suture,  thus  raising  a  loop  free  from  the  tissues;  then  with  the 
hooked  end  of  Skene's  scissors  catch  the  suture,  cut  it,  and  re- 
move it  by  the  long  end  that,  has  been  exerting  gentle  traction. 


THE  EARLY  DIAGNOSIS  AND  TREATMENT  OF  HIP  DISEASE.1 


A.    R.    SHANDS,    M.D., 
Washington,  l>.  C. 


I  shall  confine  my  remarks  to  the  two  most  important  features 
of  hip-.joiut  disease,  viz..  its  early  diagnosis  and  the  treatment 
in  the  incipiency  of  the  disease.     All  who  have  had  to  deal  with 
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this  trouble  are  fully  aware  of  the  great  importance  of  an  early 
diagnosis,  for  therein  rests  the  only  hope  of  bringing  about  any- 
thing like  a  fair  functional  result.  This  fact  is  readily  appre- 
ciated when  one  remembers  that  there  is  tendency  to  distortion 
of  the  limb  from  the  very  incipiency  of  the  disease,  due  to  the 
muscular  spasm  which  is  one  of  the  earliest  as  well  as  one  of  the 
most   reliable  symptoms. 

The  prospect  that  one  has  to  face  at  the  beginning  of  a  case  of 
hip  disease  is  anything  but  favorable.  It  is  very  desirable  to  be 
able  to  foretell  the  result,  but  even  after  a  large  experience  it  is 
hard  to  approximate  the  result  in  any  given  case,  there  being  so 
many  details  in  the  progress  of  the  case,  extending  over  years, 
that  require  not  only  the  closest  attention  of  the  surgeon,  but 
the  hearty  co-operation  of  the  parents,  and  they  often  tire  of  this 
long  course  of  treatment.  It  is  discouraging,  again,  for  the  best 
one  can  hope  in  the  severe  cases  is  to  have  the  patient  recover 
with  a  shortened  limb ;  any  other  deformity  than  a  short  limb  is 
a  reflection  on  the  treatment  of  the  surgeon,  for  all  distortion 
can  be  either  prevented  or  corrected.  One  should  get  good  func- 
tional results,  in  the  majority  of  cases,  under  thorough  treat- 
ment carried  out  for  a  sufficient  length  of  time. 

Diagnosis.  —  It  is  customary  to  describe  the  diagnosis  of  the 
three  stages  of  hip  disease.  This  I  consider  entirely  useless,  as 
the  time  of  greatest  importance  is  the  first  stage,  and  if  the  diag- 
nosis were  always  made  in  the  incipiency  the  second  and  third 
stages  would  often  never  be  developed,  provided,  of  course,  the 
proper  treatment  were  always  carried  out.  The  symptoms  to 
luiik  for  in  diagnosing  an  early  case  of  hip  disease  are  as  follows : 

1.  Stiffness  of  the  joint,  clue  to  tonic  muscular  spasm. 

2.  Attitude  of  the  limb  in  standing,  walking,  or  lying:  either 
flexion,  adduction,  or  abduction. 

3.  Lameness. 
I.  Atrophy. 
5.   Pain. 

'».  Swelling. 

The  above  list  of  symptoms  is  in  the  order  of  their  importance, 
but  will  vary  some  according  to  the  stage  and  activity  of  the 
disease.  Muscular  rigidity  of  the  muscles  about  the  hip  is,  by  far, 
the  most  important  symptom  in  the  early  diagnosis.  It  is  often 
present  in  other  affections  than  hip  disease.  Absence  of  pain 
and  sensitiveness  counts  for  nothing  and  atrophy  is  not  character- 
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istic.     The  limp  is  peculiar,  but  may  be  seen  in  other  affections- 
also. 

In  manipulating  the  limb  of  a  young  child  who  is  inclined  to 
resist,  great  care  is  necessary  to  detect  the  spasm.  Any  muscu- 
lar resistance  due  to  fright  will  extend  to  the  other  joints  as  well 
as  the  one  suspected.  A  careful  comparison  of  the  motions  of 
the  two  limbs  will  reveal  any  abnormal  resistance.  The  limita- 
tion of  motion  will  be  found  to  be  limited  to  the  extremity  of  the 
normal  arc  of  motion — i.e.,  flexion,  adduction,  abduction,  and 
potation.  In  examining  a  patient  suspected  of  hip  disease 
in  its  incipiency,  the  patient  should  have  all  clothes  re- 
moved and  be  placed  on  a  hard  surface.  Always  begin  the  ex- 
amination by  manipulating  the  well  limb,  carrying  it  through 
all  of  its  normal  arcs  of  motion;  this  will  serve  the  double  pur- 
pose of  familiarizing  yourself  with  the  normal  motions  of  the- 
hip  joint,  that  you  may  the  more  readily  detect  the  limitation 
of  motion  when  you  come  to  the  diseased  limb,  and  at  the  same 
time  will  serve  to  gain  the  confidence  of  the  patient.  One  should 
exercise  the  greatest  possible  gentleness  with  the  child  or  the  ob- 
ject of  the  examination  will  be  defeated. 

Careful  inspection  in  the  early  stage  will  sometimes  show  fibril- 
lary contractions  of  the  muscles  of  the  thigh  on  any  sudden 
movement.  In  well-developed  cases  the  muscular  spasm  is  often 
so  marked  that  it  will  produce  a  practical  ankylosis.  In  such 
cases  a  few  whiffs  of  chloroform  will  relieve  the  spasm.  It  is 
impossible  to  say  just  what  degree  of  limitation  of  motion  should 
be  accepted  as  evidence  of  hip  disease,  but  any  degree  of  limita- 
tion that  has  persisted  is  extremely  suspicious. 

In  considering  the  second  symptom  of  hip  disease— attitude  of 
the  limb— it  should  be  borne  in  mind  that  this  is  due  entirely 
to  the  muscular  spasm.  The  most  common  attitude  is  adduction, 
which  is  very  often  combined  with  flexion.  Adduction  always 
gives  the  leg  the  appearance  of  being  shortened,  and  for  this 
reason  the  parents  always  tell  you  that  the  lame  leg  is  shorter 
than  the  other.  The  anxiety  of  an  intelligent  parent  can  be  re- 
lieved by  explaining  the  difference  between  apparent  and  real 
shortening. 

About  the  first  symptom  noticed  by  the  parent  is  lameness. 
Sometimes  This  is  very  slight  and  often  intermittent,  but  it  may 
be  asserted  that  no  hip  disease  can  be  present  without  it  at  some 
time.  It  is  an  aid  to  diagnosis  only :  it  cannot  be  taken  as  posi- 
tive evidence  without  other  symptoms.    The  lameness  in  the  in- 
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cipiency  of  hip  disease  is  generally  noticeable  in  the  early  part, 
of  the  day,  due  to  stiffness  of  the  joint  from  the  night's  rest,  and 
as  the  joint  is  used  the  lameness  passes  off.  There  are  often  in- 
tervals of  days,  or  as  much  as  a  week,  when  there  is  no  lameness, 
but,  as  time  passes,  these  intervals,  will  become  shorter  until 
there  is  a  daily  morning  lameness,  and  still  later  on  this  becomes 
constant.  By  this  time  all  of  the  symptoms  are  so  well  developed 
that  the  diagnosis  is  very  evident.    . 

Atrophy  is  an  early  symptom,  as  a  rule,  but  there  are  often 
exceptions.  It.  should  be  borne  in  mind  that  the  atrophy  is  a 
reflex  due  to  a  disturbance  of  the  vaso-motors.  This  is  also  caused 
by  the  muscular  spasm,  which  deprives,  the  limb  of  its  normal 
blood  supply,  hence  atrophy  takes  place  from  starvation  of  the 
tissues  and  not  from  disuse. 

Pain  in  the  early  stage  is  always  located  on  the  inner  side  of 
the  thigh  just  above  the  knee ;  when  it  is  at  the  hip  it  is  due  either 
to  abscess  formation  or  a  nervous  hyperesthesia.  Night-cries  are 
common  in  the  early  stage,  and  I  am  convinced  they  should  be 
given  more  weight  as  an  early  diagnostic  symptom  than  I  have 
ever  seen  accorded  them  in  any  text  book.  During  my  service  in 
the  Hospital  for  Ruptured  and  Crippled,  New  York,  I  had  an 
opportunity  to  observe  daily  and  nightly  a  large  number  of  these 
cases,  and  my  attention  was  often  attracted,  while  passing  at 
night  through  the  wards  where  over  two  hundred  crippled  chil- 
dren were  sleeping,  probably  one-third  of  them  with  hip  disease 
in  various  stages,  by  the  sudden  outcries  of  many.  The  night- 
cry  is  almost  always  confined  to  the  early  or  very  acute  cases. 
The  "night-cry,"  as  all  of  the  early  symptoms,  is  due  to  mus- 
cular spasm.  The  cry  is  heard  only  in  the  early  part  of  the 
night,  and  is  due  to  the  fact  that  when  the  child  goes  to  sleep 
the  muscular  spasm  relaxes,  wThich  allows  a  slight  involuntary 
motion  of  the  joint,  causing  the  two  inflamed  surfaces  of  the 
bead  of  the  femur  and  the  acetabulum  to  come  together  and 
pain  results.  Later  in  the  night  the  child's  sleep  is  more  pro- 
found from  exhaustion  and  the  reflexes  are  then  also  asleep  and 
sensation  not  so  acute.  In  the  later  stage  of  the  disease  the  mus- 
cular spasm  is  more  intense,  which  practically  produces  an  im- 
mobilization of  the  joint,  thus  preventing  any  involuntary  mo- 
tion of  the  joint  from  producing  pain. 

Swelling  is  not  common  in  the  early  stage,  unless  the  course 
of  the  disease  has  been  very  rapid ;  and  even  then  it  is  not  very 
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important  as  a  diagnostic  symptom,  for  the  diagnosis  should  he 
made  long-  before  it  develops. 

In  differentiating  this  disease  in  the  early  stage,  quite  a  num- 
ber of  affections  at  times  present  themselves  for  consideration. 
but  only  a  few  of  the  most  important  will  be  considered.  The 
most  common  one  is  contusion  and  sprain.  Here  the  diagnosis 
is  very  easy  when  there  is  evidence  of  violence  to  the  external 
parts  or  there  is  a  reliable  history  of  a  recent  injury;  it  is  not 
so  easy  when  the  contrary  is  the  case  and  many  of  the  promi- 
nent symptoms  of  early  hip  disease  are  present,  Usually  there 
is  a  history  of  sudden  onset  of  the  symptoms — muscular  spasm. 
lameness,  distorting  of  the  limb,  etc.  — while  hip  disease  is  very 
gradual  in  its  onset.  "When  in  doubt,  put  the  patient's  limb  at 
perfect  rest  for  a  few  weeks,  and  if  the  condition  is  due  to  a 
contusion  or  sprain  the  symptoms  will  rapidly  disappear  and 
the  patient  soon  be  well.  If  it  should  prove  to  be  a  case  of  hip 
disease,  no  wiser  course  could  possibly  be  pursued.  The  symp- 
toms of  sprain  always  decrease  immediately:  not  so  in  hip  disease. 

Rheumatism  at  times  strongly  resembles  hip  disease,  but,  by 
close  observation  of  the  case  for  a  few  days,  one  should  be  able 
to  tell  the  difference.  In  rheumatism,  pain  is  much  more  promi- 
nent than  lameness  and  muscular  spasm:  just  the  opposite  in 
the  case  of  hip  disease.  The  onset  of  rheumatism  is.  as  a  rule, 
sudden :  not  so  with  hip  disease.  The  symptoms  in  rheumatism 
will  usually  subside  after  use  of  appropriate  drugs;  not  so  in 
hip  disease.  Rheumatism  rarely  affects  one  joint  alone :  hip  dis- 
ease in  both  hips  is  very  rare. 

.\>  urosis  <>t  the  hip  often  offers  trouble  in  differential  diag- 
nosis, but.  as  a  rule,  one  who  is  accustomed  to  dealing  with  chronic 
joint  diseases  should  not  have  any  great  trouble  in  recognizim: 
the  nature  of  the  case,  for  a  case  of  true  hip  disease  has  a  certain 
clinical  expression  that  should  be  recognized,  however  prominent 
the  nervous  phenomena  may  be.  The  neurotic  ease  is  apt  to  fol- 
low ;i  slight  injury  very  quickly,  with  symptoms  entirely  too 
pronounced  to  indicate  true  bone  lesion,  for,  as  has  been  said, 
the  symptoms  of  hip  disease  are  very  gradual  in  their  onset. 
The  remissions  of  all  symptoms  in  the  neurotic  case  are  much 
more  thorough  and  prolonged  than  they  are  in  hip  disease.  The 
muscular  spasm  in  a  neurotic  hip  will  yield  very  readily  to  gentle 
passive  motion;  in  hip  disease  the  least  passive  motion  will  cause 
the  muscular  spasm  to  be  more  intense.  There  are  other  troubles 
that  may  be  confusing  in  the  diagnosis  of  hip  disease— such  as 
infantile    paralysis,    acute    synovitis,    bursitis,    periostitis,    am! 
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others— but  with  close  attention  to  the  clinical  history  and  symp- 
toms gross  errors  in  diagnosis  should  not  be  made  by  a  close 
observer. 

Treatment. — I  regret  to  say  that  there  has  not  been  a  very 
marked  unanimity  of  opinion  on  the  subject  of  treatment  of  hip 
ili-case.  The  surgeons  are  divided  into  two  grand  classes,  viz., 
the  conservative  and  those  believing  in  radical  measures ;  the 
latter  class  are  the  general  surgeons,  who  have  never  given  any 
special  attention  to  the  conservative  methods  of  the  orthopedic 
surgeon.  It  is  the  firm  conviction  of  the  writer  that  radical 
operations  in  the  early  stage  of  hip  disease  should  have  no  place 
in  the  routine  treatment  of  this  malady,  for  statistics  have  shown 
beyond  all  doubt  that  the  conservative  methods  have  brought 
about  far  better  results,  both  as  to  functional  results  and  as  to 
mortality.  The  bone  of  contention  between  these  two  classes  of 
surgeons  is  as  to  the  advisability  of  excision  of  the  head  of  the 
femur.  It  is  acknowledged  by  both  that  in  removing  the  head  of 
the  bone,  if  the  disease  can  be  entirely  removed,  the  patient  will 
make  a  more  rapid  recovery;  but  it  must  also  be  acknowledged 
that  in  so  doing  the  growth  of  the  femur  is  checked  to  a  great 
extent  and  that  a  flail  limb  is  the  result,  which  is  practically  use- 
less for  locomotion.  On  the  other  hand,  it  is  a  well-established 
fact  that  there  is  a  tendency  to  spontaneous  recovery  in  all  tu- 
bercular bone  lesions;  this  being  the  case,  surely  the  conserva- 
tive and  expectant  method  is  indicated. 

As  an  evidence  that  excision  of  the  head  of  the  femur  will 
check  the  growth  of  the  limb,  I  refer  to  the  brief  history  of  a 
case.  This  boy,  at  the  age  of  5  years,  had  an  excision  of  the  hip 
joint  by  a  surgeon  of  national  reputation.  The  operation  was 
done  in  the  early  stage  of  the  disease,  and  it  is  evident  that  all 
trace  of  the  disease  was  removed,  as  the  wound  healed  by  prim- 
ary union  and  in  a  few  weeks  a  cure  was  the  result.  At  the  age 
of  10  years  the  boy  was  measured.  He  then  had  six  inches  of 
shortening  and  a  perfectly  flail  limb.  At  this  rate  of  growth,  by 
the  time  he  is  a  man  the  leg  will  be  about  one-half  as  long  as  its 
fellow. 

My  remarks  upon  treatment  will  be  limited  to  the  early  stage 
before  any  serious  complications  have  occurred. 

The  joint  should  be  protected  from  all  jar,  exaggerated  pres- 
sure, or  violent  motion;  therefore  the  indications  in  treatment 
are  to  furnish  fixation,  extension,  and  protection;  to  benefit  the 
patient's  health  in  every  possible  way;  to  prevent  and  correct 
deformity  and  to  meet  such  complications  as  may  arise.  The 
14 
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treatment  should  be  so  adapted  that  it  can  be  continued  not  only 
through  the  acute  stage,  but  through  the  entire  convalescence 
until*  the  joint  is  able  to  stand  without  injury  from  the  jars  in- 
cident to  locomotion.  It  matters  little  what  means  are  used  to 
meet  the  indications  above  mentioned.  Muscular  spasm  is  un- 
doubtedly Nature's  effort  to  produce  immobilization  of  the  joint 
to  relieve  the  pain:  therefore  one  should  do  for  Nature  what  she 
is  trying  to  do  for  herself  and  thereby  relieve  her  of  the  strain 
incident  to  her  efforts. 

By  far  the  most  perfect  mechanical  means  of  immobilizing  the 
hip  joint  is  the  plaster-o£-Paris  spica ;  this  method  fulfils  all 
three  of  the  indications  above  mentioned— fixation,  extension, 
and  protection  — when  properly  applied.  If  distortion  is  pres- 
ent it  should  be  corrected  before  the  plaster-of-Paris  is  applied. 
If  the  contraction  is  not  very  intense  the  deformity  can  be  cor- 
rected by  gentle  traction  as  the  dressing  is  applied,  without  an 
anesthetic:  if  this  cannot  be  done  an  anesthetic  should  be  used. 
If  the  contraction  is  of  Long  standing  the  tendons  at  fault  should 
be  cut  subcutaneously  bi  Eore  applying  the  dressing.  The  joint 
should  be  thus  protected  until  all  tendency  to  muscular  spasm 
has  subsided,  which  occurs  very  rapidly  under  the  perfect  rest 
thus  a  Hoi  dcd.  Xo  rule  can  be  laid  clown  as  to  the  length  of 
time  the  plaster  .should  be  kept  on.  This  will  depend  upon  the 
severity  of  the  disease  and  the  perfection  of  immobilization. 
Generally  speaking,  it  will  be  accessary  to  keep  the  plaster  on 
from  three  to  six  mi  aths,  but  in  very  severe  cases  it  often  has 
to  be  worn  dor  a  year  oi  more.  After  the  plaster  is  left  off  the 
ambulatory  brace  should  be  applied.  It  is  worse  than  useless 
to  apply  a  brace  until  the  spasm  has  subsided. 

Two  questions  now  arise:  1.  When  shall  the  brace  be  applied  .' 
2.  How  Long  shall  it  be  worn.'  Ii  should  not  be  applied  until 
the  muscular  spasm  lias  been  sufficiently  overcome  to  prevent 
a  recurrence  ol  the  deformity,  so  that  the  traction  exerted  by  the 
brace  shall  be  in  line  with  the  corred  position  of  the  lei::  and  it 
should  be  continued  just  as  Ion-  as  there  is  any  evidence  that 
the  di>e;iv,.  rcnui i i is  be  ihe  time  one  year  or  five.  Gibney  says 
that  the  joinl  should  be  protected  first,  Last,  and  all  of  the  time 
againsl  trauma,  Erom  accidents  withoul  or  from  muscular  spasm 
induced  retlexly  by  the  disease  itself. 

There  an  sev  t*al  hip  brace-,  iii  use.  The  best  one  is  that  which 
will  afford  the  besl  protection  to  the  joint  and  furnish  traction 
sufficient  to  prevent  the  occurrence  of  deformity  during  the  con- 
■  alescence. 


ACKER  :    DROPSY    IN    CHILDREN.  211 


ESSENTIAL  OR  TOXEMIC  DROPSY  IN  CHILDREN.1 


GEORGE    N.    ACKER,    M.D., 
Washington,  D.  C. 


In  pediatric  practice  cases  are  met  with  which  occasion  much 
difficulty  in  diagnosis,  for  they  present  all  the  general  appear- 
ances of  renal  disease.  There  are  swelling  of  the  extremities, 
puffiness  of  the  face  and  edema  of  the  skin,  but  rarely  dropsy 
within  the  serous  cavities.  When  the  exciting  cause  of  the 
anasarca  is  sought  for  little  of  a  positive  nature  can  be  ascer- 
tained. The  examination  of  the  urine  is  negative  and  thus  the 
kidneys  can  be  eliminated  as  the  cause  of  the  trouble ;  for  though 
cases  of  Bright 's  disease  without  albuminuria  have  been  re- 
ported, a  careful  microscopical  examination  of  the  urine  will  al- 
ways reveal  some  disease  of  the  kidneys,  especially  in  those  cases 
where  there  is  extensive  dropsy.  The  heart  and  lungs  are  also 
found,  as  a  rule,  to  be  in  good  condition.  Thus  the  organs  which 
are  usually  at  fault  when  there  is  dropsy  cannot  be  charged  with 
the  causation  of  this  symptom. 

This  form  of  dropsy  has  been  described  under  the  terms  es- 
sential, toxemic,  or  idiopathic  dropsy.  W.  P.  Herringham2  gives 
an  excellent  account  of  this  disease  and  considers  fully  its  etiol- 
ogy.  The  following  illustrative  eases  have  come  under  my  ob- 
servation  during  the  past  year: 

*  !ase  I.— C.  S.,  male,  white,  6  months  old,  was  admitted  to  the 
Children's  Hospital  August  28,  1901. 

Family  History. — Mother  living,  very  nervous  and  not  in  good 
general  health.  Father  dead;  cause  unknown.  No  other  chil- 
dren.    No  tubercular  or  specific  history  obtainable. 

Previous  History. — Labor  normal.  Breast-fed  only  during 
first  few  days,  then  given  at  varying  intervals  cow's  milk,  con- 
densed  milk,   and   Mellin's    food.        Though   seemingly   a   very 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
February  21,  1902. 

Pediatrics,  November  1,  1901. 
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healthy  child,  has  always  been  predisposed  to  gastro-intestinal 
disorders.    Has  had  none  of  the  diseases  of  childhood. 

Present  Illness.— For  the  past  two  weeks  bowels  have  been 
loose;  stools  loose  and  undigested.  Five  days  ago  first  noticed 
edema  of  the  face  and  extremities. 

Prest  nl  Condition. — The  child  is  very  fretful  and  restless,  toss- 
ing limbs  about  and  crying  out.  Lies  on  back.  Face  swollen, 
eyelids  swollen,  giving  a  puffed  appearance  to  face.  The  ex- 
tremities are  very  much  swollen  and,  with  the  skin  of  the  entire 
body,  pits  on  pressure.  The  skin  is  shining,  smooth,  and  pale. 
Hair  scanty  and  harsh.  The  glandular  system  is  normal.  The 
muscular  system  is  poorly  developed  and  adipose  tissue  lacking. 
The  respiratory  system  is  normal,  there  being  only  a  few  rales. 
Thirty-two  respirations  to  the  minute.  The  second  pulmonic 
sound  is  accentuated  and  the  pulse  120  per  minute,  small,  soft. 
and  compressible.     Temperature  97.4°  F. 

Digestivi  Systi  ///.-- Mucous  membrane  of  mouth  pale.  Tongue 
coated.  No  teeth.  Takes  food  poorly  and  frequently  vomits. 
Stools  frequent,  green,  and  undigested,  with  mucus  and  curds. 
Strains  constantly.  Liver  and  spleen  normal.  Slight  abdominal 
distension.     Nervous  system  normal. 

Genito-Urinary  System.—  Passed  a  normal  quantity  of  urine 
which  was  free  from  albumin  and  casts.  The  weight  is  eleven 
pounds  two  ounces.  The  child  was  placed  upon  the  following 
mixture,  of  which  six  ounces  were  given  every  three  hours :  Milk 
one-third,  sterile  water  two-thirds,  lime  water  two  teaspoonfuls. 
A  warm  bath  was  ordered,  and  small  doses  of  sweet  spirits  of 
nitre  were  given  every  two  hours. 

On  September  2  the  milk  was  increased  to  one-half,  and  half  a 
drachm  of  sugar  of  milk  was  added,  and  on  September  5  barley 
water  was  used  in  place  of  sterile  water.  The  child  lost  weight 
during  the  first  few  days,  but  the  general  condition  improved, 
the  stools  becoming  less  frequent  and  digested,  the  gastric  symp- 
toms disappearing  and  the  anasarca  rapidly  diminishing.  The 
color  of  the  skin  and  mucous  surfaces  improved.  The  child  be- 
came quiet  and  appeared  satisfied.  September  16  :  The  anasarca 
has  disappeared.  The  bowels  are  regular  and  stools  well  di- 
gested. 

The  patient  made  an  uneventful  recovery  and  was  discharged 
October  2,  1901.  The  temperature  was  normal  during  the  at- 
tack.    The  pulse  ranged  from  100  to  130  and  respirations  from 


ACKER:  DROPSY  IN  CHILDREN.  213 

23  to  36.  He  gained  about  a  pound.  When  seen  recently  he  had 
gained  in  weight  and  was  healthy. 

Case  II. — G.  C.  a?t.  5  years,  male,  white,  entered  the  hospital 
November  19.  1900. 

Family  History. — Father  died  of  pulmonary  tuberculosis. 
Mother  for  the  last  four  months  has  had  general  anasarca  of  un- 
known origin.  Three  other  children  living,  all  in  perfect  health. 
Tubercular  history  on  both  paternal  and  maternal  sides. 

Previous  History.— Has  had  none  of  the  ordinary  diseases  of 
childhood  and  has  always  been  healthy.  About  six  weeks  ago  had 
severe  attacks  of  some  gastro-intestinal  disturbance.  He  received 
no  treatment,  but  condition  has  since  much  improved.  The  fam- 
ily has  just  moved  from  Virginia,  where  they  lived  in  the  plain- 
es1  way  and  often  exposed  to  cold  and  wet,  The  cellar  of  the 
house  was  constantly  filled  with  water. 

Present  Illness.— About  three  weeks  ago.  following  an  attack 
of  diarrhea,  first  noticed  edema  of  face  and  eyes,  rapidly  spread- 
ing to  entire  body.  Has  some  fever.  Appetite  has  been  good  and 
bowels  regular.   The  urine  scanty  and  high-eolored. 

Present  Condition. — Skin  smooth  and  pale.  The  cellular  tis- 
sue of  the  entire  body  is  edematous  and  pits  on  pressure.  The 
child  is  very  listless,  dull,  and  anemic.  Gastric  and  intestinal  di- 
gestion good.  All  the  systems  are  normal.  Eepeated  examina- 
tions of  the  urine  were  made  with  negative  results.  December  1: 
The  anasarca  almost  gone,  only  slight  edema  beneath  the  eyes. 
The  temperature  remained  normal  until  December  1.  when  it 
rose  to  101°  F..  and  during  the  next  nine  days  remained  up  with 
marked  remissions,  the  highest  point  being  105. 2°  F.  It  then 
declined  by  lysis.  During  this  time  the  liver  began  to  enlarge, 
the  lower  border  being  felt  about  one  and  one-half  inches  above 
and  to  the  left  of  the  umbilicus.  The  stools  were  white  and  there 
was  slight  icterus.  The  blood  examinations  were  negative  for 
malaria  and  typhoid.  The  diazo-reaction  was  also  negative. 
The  liver  gradually  became  reduced  until  it  was  of  normal  size, 
about  January  4,  and  the  child  was  discharged  cured  March  1, 
1901. 

Case  III.  — B.  ('..  set.  3  months,  female,  white,  entered  the 
hospital  September  19,  1901.     Family  history  good. 

Previous  History.  — Labor  normal.  Breast-fed  only  two  days, 
then  on  modified  cow's  milk,  but  also  given  Mellin's  food  and 
malted  milk  in  addition.     Has  had  none  of  the  diseases  of  child- 
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hood,  but  has  never  been  healthy,  often  having  gastro-intestinal 
disorders. 

Present  History. — Four  weeks  ago  became  ill  with  vomiting, 
diarrhea,  and  slight  fever.  Since  then  has  had  four  or  five 
green,  undigested  stools  daily  and  has  lost  much  flesh. 

Present  Condition. — Child  appears  small  for  age.  Weight  8 
pounds  6  ounces.  Very  restless,  cries  constantly,  and  appears  in 
pain.  Keeps  limbs  flexed.  Is  much  emaciated.  The  skin  is 
dry,  harsh,  pale,  and  flabby.  No  glandular  enlargements.  The 
respiratory  and  circulatory  systems  are  normal.  The  pulse  is 
124,  small  and  of  low  tension.  Temperature  96°  F.  on  admis- 
sion. 

Digestive  System.  —  Tongue  coated.  Appetite  poor.  Vomits 
frequently.  Six  to  ten  loose,  undigested,  greenish  stools  in 
twenty-four  hours.  Liver  and  spleen  normal  and  the  abdomen 
distended  with  gas.  Passes  a  sufficient  quantity  of  pale  urine. 
The  child  was  first  placed  upon  albumen  water,  followed  by 
modified  milk.  The  intestinal  condition  improved  slightly  at 
times,  though  patient  suffered  several  acute  exacerbations,  dur- 
ing which  time  the  temperature  would  rise  and  remain  high  until 
the  bowels  were  flushed  out  and  diet  modified.  Stools  would  im- 
prove in  character  and  lessen  in  number  during  the  intervals  of 
improvement.  Two  grains  of  phosphate  of  soda  were  given  at 
each  feeding,  with  good  results  when  the  stools  lacked  color. 
During  the  course  of  the  sickness  the  weight  of  the  child  fluctu- 
ated, there  being  no  regular  gain.  Food  was  frequently  re- 
gurgitated. 

December  12 :  The  temperature,  which  had  been  normal,  rose 
to  104.4°  F.  in  the  morning  and  the  child  became  very  restless. 
There  had  been  four  watery,  greenish  stools  in  twenty-four  hours. 
December  13:  Temperature  lower.  Slight  edema  of  the  eyelids 
noticed,  and  on  the  14th  there  was  edema  of  the  hands  and  feet. 
The  edema  became  general  on  the  15th.  The  examination  of  the 
urine  Avas  negative.  The  edema  gradually  disappeared,  and 
when  the  child  died  from  weakness,  on  December  21,  it  could 
hardly  be  noticed. 

Case  IV. — H.  E.,  aet.  9  months,  male,  white,  entered  the  hos- 
pital November  27,  1901.     Family  history  negative. 

Previous  History.— 'Weaned  al  the  third  month.  Since  then 
he  has  been  brought  to  the  Children's  Hospital  four  times  for 
medical  treatment,  three  times  for  gastro-intestinal  disorders  and 
the  fourth  time  for  croupous  pneumonia  with  delayed  resolution 
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and  termination  by  lysis,  but  with  perfect  recovery.  Recurrence 
of  the  intestinal  disturbances  found  to  be  due  to  unhygienic  sur- 
roundings and  improperly  modified  milk. 

Present  III n ess.— During  past  ten  days  has  had  diarrhea. 
Stools  loose,  watery,  and  very  offensive,  containing  much  mucus. 
Vomits  all  nourishment  given.  Three  days  ago  the  condition 
became  much  worse,  the  stools  increasing  in  number  and  con- 
taining blood. 

Presi  nt  Condition. — General  condition  good.  Has  eight  teeth 
and  weighs  fourteen  pounds  four  and  one-half  ounces.  Sleeps 
fairly  well.  The  above  condition  continued  with  slight  improve- 
ment in  stools.  The  temperature  was  irregular,  reaching,  when 
intestinal  symptoms  became  aggravated.  102.6°  F.,  then  falling 
to  normal.  Albumen  water  was  given  for  twenty-four  hours 
and  afterward  milk  mixture,  though  feeding  proved  very  unsatis- 
factory. It  was  frequently  necessary  to  stop  milk  and  resort  to 
albumen  water  and  broth.  The  child  steadily  lost  weight.  He 
strained  at  stools  and  had  prolapsus  ani. 

December  17 :  First  noticed  slight  puffiness  under  eyes.  The 
child  was  cross  and  fretful.  There  were  nine  loose,  greenish 
stools  with  mucus  and  blood.  Temperature  99.2°  F..  respiration 
29,  pulse  108. 

<  hi  the  18th  the  dropsy  had  extended  to  the  hands,  feet,  and 
Legs,  which  pitted  on  pressure.  Hands  and  feet  cold  and  blue. 
Face  swollen.  The  child  is  anemic  and  waxy  in  color.  The 
fontanelle  is  sunken.  The  urine  was  pale,  alkaline,  containing 
no  albumin  or  sugar;  microscopical  examination  negative.  Sev- 
eral examinations  were  made.  The  edema  gradually  improved 
until  December  26,  when  it  had  disappeared.  Skin  harsh  and 
dry.  Very  emaciated.  The  stools  continued  bad  and  the  child 
grew  weaker.  The  temperature  was  irregular.  January  1, 1902. 
large  ecchymotic  spots  appeared  upon  the  chest,  abdomen,  and 
extremities.  "Weight  ten  pounds.  The  child's  condition  be- 
came worse,  and  he  died  January  6. 

In  all  these  cases  the  dropsy  took  place  in  children  who  had 
suffered  for  some  time  from  gastro-intestinal  disease,  being  in 
poor  physical  condition  and  worn  out  by  the  drain  upon  the  sys- 
tem before  dropsy  appeared.  It  will  be  noted  that  in  the  third 
and  fourth  cases  the  edema  disappeared  before  death,  though 
i  here  were  no  heavy  sweats  or  unusual  action  of  the  bowels  to  ac- 
count for  the  removal  of  the  fluid. 

I  have  never  seen  this  form  of  dropsy  occurring  as  a  primary 
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disease,  but  always  secondary  to  gastro-intestinal  disorders,  and, 
as  far  as  my  observation  goes,  it  cannot  be  described  as  an  inde- 
pendent disease. 

The  question  of  greatest  interest  in  regard  to  this  condition  re- 
lates to  the  etiology.  The  dropsy  appears  first  in  the  face  and  then 
extends  to  the  extremities  and  body,  as  in  kidney  disease.  The 
postmortem  examinations  do  not  assist  us  in  arriving  at  the  cause, 
for,  from  the  reports  of  those  who  have  written  upon  the  subject, 
no  constant  lesions  have  been  found  and  the  alterations  in  the 
kidneys  have  not  been  of  such  a  nature  as  to  point  to  these  organs 
as  having  anything  to  do  with  the  production  of  the  disease.  I 
regret  that  autopsies  were  not  permitted  to  be  held  in  the  fatal 
cases  reported  by  me.  but  from  the  number  of  urinary  examina- 
tions made  I  can  assert  that  the  kidneys  were  free  from  disease. 

Such  writers  as  Holt.  Ashby.  and  Bristowe  hold  that  anemia 
will  account  for  the  dropsy.  Holt  says :  ' '  Dropsy  is  not  infre- 
quent in  infants  in  simple  anemia  due  to  an  impoverishment  of 
the  blood,  especially  in  the  red  cells,  with  a  corresponding  dim- 
inution in  the  specific  gravity  and  the  amount  of  hemoglobin. 
There  is  an  insufficient  production  of  blood  in  consequence  of 
deficient  food  or  interference  with  the  absorption  of  food,  and 
there  can  be  an  increased  drain  or  destruction  of  blood,  as  in 
exhausting  diseases."  As  a  rule  it  is  found  in  anemic  and  run- 
down children,  yet  we  often  see  severe  cases  of  anemia  without 
anasarca.  Therefore  there  must  be  some  other  factor  besides 
the  anemia  to  cause  the  dropsy.  In  my  last  two  cases  the  edema 
came  on  late  in  the  disease  and  the  fluid  was  absorbed  some  days 
before  the  death  of  the  patient.  Now,  if  the  cause  of  the  dropsy 
was  the  anemic  state  of  the  patients,  this  should  have  increased 
as  the  children  became  weaker:  yet  the  contrary  was  the  ease. 

This  has  been  called  toxemic  dropsy  because  it  is  supposed  that 
there  is  a  toxic  poison  which  produces  the  edema.  This  poison.  I 
think,  arises  in  the  intestines  and  the  dropsy  is  due  to  the  action 
of  the  agent  upon  the  capillaries.  If  there  is  not  a  toxic  agent, 
there  must  be  some  chemical  alteration  of  the  blood  which  causes 
the  serum  to  transude  into  the  tissues. 

No  symptoms  can  be  ascribed  to  the  dropsy,  for  it  does  not 
appear  to  modify  the -regular  disease  in  the  course  of  which  it 
appears.  There  was  fever  in  all  but  one  of  my  cases,  and  this 
would  argue  against  feeble  circulation  being  the  cause  of  the 
disease,  for  in  this  case  there  would  be  a  lowering  of  the  body 
temperature.  While  the  prognosis  is  unfavorable,  the  disease  is 
not  necessarily  fatal. 
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The  treatment  must  be  directed  to  the  condition  which  is  at  the 
root  of  the  trouble.  It  will  be  in  the  main  dietetic.  Strict  at- 
tention to  the  food  supply,  and  measures  directed  to  keeping  the 
alimentary  canal  in  good  condition,  with  remedies  which  will 
Tune  up  the  system,  will  fulfil  all  the  indications. 


TRANSACTIONS  OF  THE  SECTION    ON 
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PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  April  17,  1902. 
1 1  gorge  Erety  Shoemaker,  M.D.,  in  the  Chair. 
Dr.  P».  P.  McReynolds  presented 

A    CASE   OF    ELEPHANTIASIS    OF    THE   VULVA. 

When  I  first  thought  of  reporting  this  case  I  was  under  the 
impression  that  elephantiasis  was  a  disease  rarely  seen  in  this 
country;  but  on  looking  over  the  literature  I  am  afraid  (since 
there  have  been  so  many  cases  reported)  that  I  shall  have  nothing 
new  or  even  interesting  to  report  to  the  members  of  the  Section. 

.Miss  F.  was  admitted  to  the  Presbyterian  Hospital  July  29, 
1901.  and,  through  the  kindness  of  Dr.  Willard,  came  under  my 
care.  The  points  of  interest  in  her  history  are :  White  girl,  aged 
23,  single.  Mother,  father,  and  one  sister  died  of  consumption. 
Since  she  was  12  years  old  she  has  had  enlarged  glands  in  the 
neck,  which  are  probably  tubercular.  Her  menstrual  periods 
have  been  very  irregular — amenorrhea  frequently  for  months  at 
a  time.  When  19  years  old  she  noticed  a  small  red  papule  around 
the  vulva ;  this  gradually  increased  in  size  and  began  to  discharge 
a  white  fluid  (probably  lymph).  In  January,  1901,  she  was  ad- 
mitted to  the  St.  Agnes  Hospital,  diagnosis  of  elephantiasis  made, 
and  a  large  mass  excised  from  both  labia  majora.  Soon  after 
recovering  from  the  operation  her  left  ankle  began  to  swell,  and 
this  has  gradually  extended  up  to  the  knee. 

On  admission  to  the  Presbyterian  Hospital,  seven  months  after 
the  operation,  the  left  leg  and  foot  were  one-half  as  large  again 
as  the  right  one,  and  the  skin  here  hard  and  bluish-white  in 
color.  The  labia  contained  the  scar  from  the  operation,  but  were 
not  markedly  enlarged.  .  The  examination  of  the  rest  of  the  body 
(including  an  examination  of  the  blood)  was  negative.  She  was 
placed  in  bed  and  for  three  months  given  the  most  careful  medi- 
cal treatment.  During  this  time  her  leg  improved  but  little; 
much  to  my  surprise,  the  right  labia  majora  and  minora,  the 
clitoris  and  tissues  around  and  above  it,  began  to  rapidly  enlarge. 

On  November  14,  1901,  she  was  etherized  and  an  incision  made 
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down  through  the  whole  length  of  the  right  labia  majora  ami  a 
lol  of  hard,  dense  connective  tissue  dissected  away.  She  was 
discharged  from  the  hospital  December  23,  1901.  She  had  re- 
covered nicely  from  the  operation  and  the  vulva  presented  a 
much  more  normal  appearance:  the  leg  had  improved  somewhat. 
I  believe,  however,  that  there  will  be  a  recurrence  of  growth  about 
the  vulva,  and  that  if  she  uses  the  leg  it  will  get  gradually  and 
progressively  worse.  The  pathological  diagnosis  of  the  tissue  re- 
moved was  fibrolipoma  with  marked  hypertrophy  of  the  skin. 

I  think  this  case  represents  the  type  of  elephantiasis  generally 
seen  in  this  country ;  the  filaria  sanguinis  hominis  is  not.  as  a  rule, 
found  in  the  blood,  and  the  disease  is  not  of  the  same  gravity  and 
the  parts  affected  do  not  assume  the  same  proportions  as  when 
seen  in  tropical  and  Eastern  countries. 

The  etiology  of  the  disease  is  obscure,  but  it  is  said  to  generally 
attack  those  who  are  physically  weak,  poorly  nourished,  and  who 
live  with  unhygienic  surroundings.  I  have  been  able  to  find 
no  mention  of  tuberculosis  per  se  as  a  cause  of  the  disease,  yet  it 
seems  to  me  that  in  this  case  it  might  be  a  predisposing  factor. 
On  the  other  hand,  syphilis  is  said  to  sometimes  cause  it,  and  the 
rule  is  given  by  some  writers  to  always  give  a  course  of  anti- 
syphilitic  treatment  before  resorting  to  any  operative  procedure. 

In  order  to  cure  the  enlargement  of  the  leg  it  has  been  pro- 
posed to  ligate  the  femoral  artery.  This  has  been  done  a  number 
of  times  and  1he  success  following  the  operation  seems  to  justify 
it.  I  fail  to  see  just  how  it  works,  yet,  if  it  is  true,  from  a  clinical 
standpoint  I  do  not  see  why  ligating  both  internal  pudic  ar- 
teries would  not  cause  the  enlargement  to  disappear  from  in  and 
around  the  vulva.  If  there  is  a  recurrence  in  the  case  reported 
I  hope  to  have  an  opportunity  to  try  this  treatment,  and,  should 
the  leg  continue  to  increase  in  size,  shall  advocate  ligating  the 
femoral  artery  in  the  apex  of  Scarpa's  triangle. 

Dr.  John  C.  Da  Costa.— I  would  like  to  ask  the  age  of  the 
woman,  how  long  before  the  doctor  saw  her  had  the  disease  ex- 
isted, also  whether  filaria  were  found  in  the  blood  examinations. 
I  ask  regarding  the  filaria  because  I  know  of  a  case  in  Heading  of 
a  woman  who  had  not  been  out  of  this  State,  and  yet  the  filaria 
were  found  in  the  blood.  We  see  a  great  many  cases  of  elephan- 
tiasis confined  to  the  vulva,  but  few  in  which  it  extends  to  the  leg. 
Was  it  simply  mi  the  Leg  of  the  corresponding  side,  or  on  both? 

Dr.  George  E.  Sum  maker.  — It  seems  to  me  that  if  the  chief 
seal  of  the  disease  is  in  the  vulva  there  would  be  little  gained 
from  ligating  the  femoral  artery,  as  it  could  only  affect  a  portion 
of  the  distribution  of  the  diseasi  .  A-  1  remember  the  case,  the 
involvement  of  the  leg  by  elephantiasis  proper,  as  distinguished 
from  edema  or  infiltration  of  some  othei  type,  was  not  marked. 
Mighl  the  condition  do1  have  been  caused  by  thrombosis? 

Dr.  McReynolds  (closing!.  — In  answer  to  Dr.  Da  Costa,  I 
would  say  thai  the  woman  was  23  years  of  age  when  T  saw  her. 
and  she  had  had  the  disease  from  the  time  she  was  10  years  of 
agi       The  blood  examinations  were  made  during  the  day  and  the 
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filariae  were  not  noticed.  We  regret  that  we  did  not  have  ex- 
aminations made  at  night,  when  possibly  they  would  have  been 
found.     The  growth  was  confined  to  one  leg.  the  left. 

In  reply  to  Dr.  Shoemaker,  the  hardness  of  the  leg  was  marked, 
and  not  edematous  as  seen  in  cardiac  failure  and  other  diseases- 
Thrombosis  might  have  been  a  probable  cause. 

Dr.  John  C.  Da  CosTA.-^If  I  may  be  allowed  to  speak  a  sec- 
ond time,  I  would  say  that  the  fact  of  the  blood  examinations  not 
having  been  made  at  night  may  account  for  the  filaria  not  being 
found,  as  it  is  not.  as  a  rule,  found  during  the  day  when  the 
patient  is  up  and  about,  except  in  the  diurnal  form.  It  is  ordi- 
narily found  in  greatest  numbers  about  12  to  1  o'clock  at  night, 
three  or  four  hours  after  the  patient  has  lain  down.  If  the  doc- 
tor can  see  the  case  again,  I  would  suggest  that  examinations  be 
made  at  night.  We  know  how  prone  the  filaria?  are  to  abound  in 
the  scrotum  of  the  male,  where  they  often  appear  first,  and  why 
not  in  the  vulva  of  women  ?  I  would  be  glad  to  know  the  result  of 
any  examinations  that  may  be  made  of  the  blood  at  night.  I  have 
been  particularly  interested  in  the  cases  because  of  their  rarity. 
There  have  been  but  five  reported  in  Pennsylvania,  and  my  son 
has  seen  all  of  them.  Two  of  them  were  patients  of  Dr.  Henry, 
one.  in  the  Pennsylvania  Hospital,  a  patient  of  Dr.  Gibbons. 
one  was  in  Reading,  and  the  fifth  in  the  German  Hospital. 

Dr.  George  Erety  Shoemaker  read  a  paper  on 

APPENDICITIS    BY    CONTIGUITY. 

The  specimen  here  shown  illustrates  in  a  striking  manner  the 
fact,  familiar  to  gynecologists,  that  one  of  the  common  causes 
•of  appendicitis  in  women  is  primary  disease  in  some  other  organ, 
usually  the  ovary  or  tube.  Appendicitis  independent  of  disease 
of  other  organs  of  course  occurs  in  women,  though  less  frequent- 
ly than  in  men.  Difference  in  habits  of  life,  lessened  exposure 
to  the  mechanical  and  climatic  causes  of  appendicitis,  with 
probably  some  influence  due  to  a  difference  of  diet,  work  in  this 
direction.  If  one  reviews  his  experience  and  observations  in  the 
wards  of  a  general  hospital,  for  example,  while  cases  of  pelvic 
inflammation  from  all  causes  are  relatively  more  common  in  wo- 
men than  in  men,  the  number  of  cases  of  primary  appendicitis  in 
women  with  no  tubal  involvement  is  comparatively  small.  Cer- 
tainly in  the  experience  of  the  writer  this  has  been  the  case.  If 
an  operator  is  Looking  for  appendicitis,  is  in  the  habit  of  operat- 
ing for  appendicitis  frequently  and  for  pelvic  disease  of  other 
types  but  seldom,  especially  if  in  the  presence  of  acute  right- 
sided  inflammation  he  cuts  down  upon  the  appendix  without 
making  a  previous  careful  bimanual  examination  of  tubes, 
ovaries,  and  uterus,  he  may,  it  is  true,  find  an  inflamed  appen- 
dix ;  but  if  the  investigation  be  stopped  there — and  if  the  in- 
cision lie  small  it  very  frequently  does  stop  there — this  ope- 
rator may.  even  after  operation,  consider  a  case  of  combined 
disease  to  be  one  of  appendicitis  only.     The  position  of  the  writer 
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is  This,  that  in  all  cases  a  combined  involvement  must  be  expected 
and  looked  for.  No  case  of  abdominal  section  for  tubal  and 
ovarian  disease  or  for  tumors  is  complete  unless  the  appendix  is 
examined  through  the  wound  and.  if  not  found  normal,  removed. 
Likewise  the  condition  of  the  right  tube  and  ovary  should  always 
receive  careful  investigation  before  and  during  operation,  other- 
wise the  operation  in  a  considerable  proportion  of  cases  will  fail 
to  cure  the  patient.  "When  both  tube  and  appendix  are  at  fault 
the  incision  through  the  right  rectus  muscle  will  reach  both  con- 
ditions. 

The  patient  from  whom  these  specimens  were  removed  was 
a  girl  of  19  years  from  Shamokin.  Pa.,  who.  unknown  to  her 
friends,  had  led  an  immoral  life  and  had  contracted  gonorrhea. 
This  had  run  an  extremely  mild  course  as  far  as  external  symp- 
toms were  concerned,  and  at  the  time  of  coming  under  observa- 
tion for  an  attack  of  severe  right-sided,  pain  there  were  absolutely 
no  clinical  symptoms  of  gonorrhea  present,  though  microscopi- 
cally and  by  culture  the  gonococcus  was  demonstrated  in  mucus 
from  the  neighborhood  of  the  external  urethral  meatus.  The  leu- 
cocyte count  was  not  positive  in  indication,  but  suggested  pus. 
Clubbed,  contorted,  closed  tubes,  each  three-fourths  of  an  inch 
in  diameter,  were  removed  through  an  incision  in  the  right  rectus 
muscle.  They  contained  pus.  The  left  ovary  was  removed,  as 
it  contained  a  hematogenous  cyst  and  appeared  badly  involved 
by  subacute  inflammation.  The  right  ovary  was  allowed  to  re- 
main. A  small  abscess  was  dissected  out  of  the  uterine  fundus 
one  inch  from  the  eornu. 

The  appendix  was  long,  dipping  into  the  pelvis.  It  was  adher- 
ent to  the  right  tube  and  presented  the  following  condition : 
Length,  four  inches.  More  firm  than  normal  throughout,  but 
not  macroscopically  showing  serious  disease  except  for  an  inch 
from  the  tip ;  here  the  entire  organ  was  swollen  to  three  or  four 
times  the  diameter  of  the  remainder  of  the  organ,  the  walls  were 
dark  red,  softened,  and  showed  extensive  inflammation  but  no 
perforation.  On  section  the  walls  were  seen  to  be  about  five-six- 
teenths of  an  inch  in  thickness,  while  no  extensive  destruction 
had  occurred  even  in  the  mucous  membrane,  which  showed 
purplish  hemorrhagic  infarcts.  In  other  words,  though  exten- 
sive inflammatory  changes  have  occurred,  they  have  proceeded 
from  without  inward  and  not  from  within  outward. 

The  girl  recovered.  In  this  case  the  symptoms  of  tubal  and 
ovarian  disease  were  not  marked  and  her  menstrual  history  was 
not  far  from  normal.  The  chief  symptom  was  severe  recurrent 
pain  in  the  right  lower  quadrant,  and  had  the  ordinary  rapid 
appendicitis  operation  been  done  through  a  short  incision  and  an 
appendix  such  as  this  delivered,  it  would  have  been  easy  to  over- 
look the  real  condition  and  attribute  to  adhesions  any  hardening 
felt  through  the  wound.  The  demonstration  of  the  gonococcus 
determines  the  origin  of  the  whole  process. 
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Dr.  Ueorge  M.  Boyd.  — I  feel  that  Dr.  Shoemaker's  paper  is  of 
interest  in  that  it  brings  up  the  importance  of  studying  more 
closely  than  heretofore  cases  of  inflammation  about  the  appen- 
dages. It  would  seem  that  in  many  cases  of  appendical  involve- 
ment the  trouble  primarily  was  in  the  tube  or  ovary.  It  has  been 
my  custom  for  a  number  of  years,  in  cases  in  which  the  pain 
seemed  referable  to  the  appendix  and  to  the  tubes  as,  well,  to 
make  a  median  incision  and  explore  not  only  the  region  of  the 
appendix,  but  also  the  pelvis  on  that  side,  inspecting  the  tube 
and  ovary.  I  have  in  mind  several  cases  where  the  operator,  be- 
cause of  symptoms  referable  to  the  appendix,  has  made  the 
lateral  incision,  finding  the  appendix  in  some  cases  diseased  and 
in  other  cases  no  trouble.  A  second  operation  has  revealed  tubal 
or  ovarian  abscess.  In  one  case  an  incision  was  made  over  the 
region  of  the  appendix,  a  healthy  appendix  brought  into  view 
and  removed.  The  incision  was  closed,  but  the  patient's  symp- 
toms did  not  improve.  A  short  time  afterward  a  second  incision 
was  made  per  vaginam,  opening  up  a  pelvic  abscess. 

Dr.  John  C.  Da  Costa. — If  examination  was  not  made  for  the 
gonococcus,  I  take  it  that  there  is  nothing  but  surmise  in  con- 
cluding that  the  inflammation  started  from  the  tubes. 

Dr.  Shoemaker.  — The  specimen  in  the  dried  state  does  not 
show  as  distinctly  as  in  the  fresh  state  the  apparent  direction 
which  the  inflammation  has  taken.  The  mucous  membrane  in 
that  early  stage  of  inflammation  showed  the  familiar  appear- 
ance. It  was  the  outer  coats  of  the  appendix  which  made  up 
most  of  the  swelling. 

Dr.  Da  Costa.  —  I  hope  Dr.  Shoemaker  has  made  sections  from 
the  appendix.  They  would  have  determined  the  origin  of  the 
inflammation.  TYe  have  all  seen  cases  in  which  the  appendix  has 
been  fastened  to  the  uterus. 

Dr.  Shoemaker. — The  proportion  is  small  compared  with  the 
number  of  cases  of  pelvic  diseases  we  meet  with  which  we  have 
to  operate  upon. 

Dr.  Da  Costa.  — I  am  getting  doubtful  about  a  good  many 
cases  originating  from  the  tube  and  ovary,  because  I  have  re- 
moved appendices  which  were  fast  to  either  ovary,  tube,  or 
uterus,  that  appeared  healthy  except  for  the  adhesion.  I  think 
the  suggestion  of  Dr.  Shoemaker,  of  examining  the  appendix  in 
•  very  case  of  celiotomy,  a  very  good  one.  I  have  made  it  a  rule 
in  celiotomies  to  examine  the  contents  of  the  abdomen,  and  do  not 
satisfy  myself  with  a  two-inch  incision.  I  make  the  incision 
long  enough  to  insert  my  hand  and  bring  up  the  appendix,  and 
then  examine  the  liver  and  kidneys. 

Dr.  Charles  P.  Noble  presented 

TWO   CASES   OF   DECIDUOMA   MALIGNUM  1 

and 

-Will  appear  in  the  September  issue  of  this  Journal. 
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A    (ASK    OP    EPITHELIOMA    OF    THE    CLITORIS.1 

Dr.  E.  P.  McReynolds.—  I  would  like  to  ask  Dr.  Noble  if  there 
was  any  microscopical  examination  of  the  uterus  after  it  was 
removed. 

Dr.  George  Erett  Shoemaker.— I  would  like  to  ask  whether 
the  flaps  consisted  of  anything  but  the  skin. 

Dr.  Noble.  — I  first  cut  away  the  tumor,  and  the  labium  was 
then  separated  on  each  side  enough  to  let  it  come  together.  I 
fancy  that  the  skin  and  some  of  the  flaps  were  separated  from 
the  subjacent  fat.     Incision  was  made  through  the  fatty  layer. 

Dr.  George  E.  Shoemaker.  — The  point  to  which  I  had  refer- 
ence was  to  account  for  the  sloughing.  If  the  flap  were  made 
very  thin,  with  no  fat  under  the  skin,  it  would  suffer  from  lack 
of  nutrition  and  not  from  any  inherent  disease. 

Dr.  R.  P.  McReynolds.— I  would  like  to  ask  Dr.  Noble  if  the 
glands  in  the  groin  were  enlarged,  or  if  they  were  removed 
simply  as  a  prophylactic  measure.  Tn  epithelioma  in  various 
parts  of  the  body  the  glands  are  not  always  involved.  In 
epithelioma  about  the  face  it  seems  sufficient  to  remove  the  tumor 
with  the  skin  around  it. 

Dr.  Noble  (closing ).—  The  literature  of  the  subject  shows  that 
heretofore  the  prognosis  of  epithelioma  of  the  external  genitals 
has  been  very  bad.  almost,  if  not  all.  cases  dying  of  secondary 
invasion.  Owing  to  this  fact  I  long  ago  determined  to  employ  a 
radical  operation  whenever  a  suitable  case  of  epithelioma  of  the 
vulva  or  external  genitals  should  present  itself.  The  other  cases 
of  epithelioma  of  the  external  genitals  which  have  come  under 
my  observation  have  all  been  hopeless  when  first  seen. 

Dr.  George  M.  Boyd  exhibited 

A    DICEPUAIJC    MONSTER. " 
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Stati  <l  M<  <  ting,  April  8,  1902. 
Tin   President,  .Malcolm  McLean,  M.D.,  in  the  Chair. 

SPECIMEN    OF    ECTOPIC    PREGNANCY     i  TUBAL    ABORTION)     WITH    THE 
FETUS    l-\    THE    UNRUPTURED   MEMBRANES. 

Dr.  Boward  C.  Taylor.— The  history  of  the  ease  is  as  follows : 
The  patienl   was  admitted  to  the   Roosevelt  Hospital  March  9, 

'See  original  article,  p.  190. 
-Report  will  appear  in  full  in  a  later  issue  of  this  Jouhnal. 
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1902.  She  is  32  years  old  and  had  one  child  twelve  years  ago;  no 
miscarriages.  The  last  regular  menstruation  previous  to  her  ad- 
mission to  the  hospital  was  from  February  8  to  15.  This  men- 
struation was  regular  as  to  time,  duration,  and  amount.  Four 
days  later,  February  19,  the  patient  began  again  to  flow  and  con- 
tinued to  do  so  moderately  until  admitted  to  the  hospital  on 
March  9.  No  special  pain.  The  patient  had  enlarged  and 
tender  breasts,  nausea,  and  was  positive  she  had  been  and  was 
pregnant.  On  examination  the  uterus  was  found  to  be  slightly 
enlarged,  but  no  mass  was  detected  in  either  side.  The  diagnosis 
was  made  of  early  miscarriage  and  the  uterus  curetted.  Under 
ether  a  small,  movable  mass  on  the  right  side  was  detected  am! 
the  possibility  of  the  case  being  one  of  ectopic  pregnancy  was 
considered.  The  patient  was  kept  under  observation  in  the 
hospital  and  ultimately  the  diagnosis  of  ectopic  pregnancy  made 
beyond  reasonable  doubt,  on  the  following  signs :  the  examina- 
tion of  the  curettings  showed  no  signs  of  uterine  pregnancy, 
though  the  woman  was  sure  she  had  been  pregnant  and  had 
positive  signs  in  the  breasts ;  the  presence  of  an  indefinite  change 
in  the  feeling  of  the  mass  on  the  right  side,  though  there  had  been 
no  special  increase  in  size ;  the  constantly  increasing  anemia,  as 
shown  by  the  blood  count,  the  hemoglobin  reaching  50  per  cent 
and  the  red  corpuscles  3,250,000. 

At  the  second  operation,  March  24,  a  small  amount  of  blood 
was  found  in  the  peritoneal  cavity.  The  right  ovary  was  much 
enlarged  and  cystic  and  the  right  tube  was  unruptured,  its  outer 
end  distended  and  occupied  by  the  fetal  sac.  The  fetal  sac  was 
partly  in  the  tube  and  pantry  against  the  pelvic  wall.  The  case 
has  had  an  uneventful  recovery,  though  still  in  the  hospital. 

Dr.  Le  Roy  Broux.  —  This  specimen  is  unusual.  Ecpially  so 
are  the  reports  of  two  cases  at  a  meeting  of  the  Woman's  Hos- 
pital Society,  one  report  by  Dr.  Aspell,  the  other  by  Dr.  Baker, 
of  Boston.  In  Dr.  Aspell's  case  the  diagnosis  of  ruptured  ectopic 
uvstation  was  made;  the  patient,  however,  refused  operation. 
Death  followed;  the  postmortem  examination  revealed  that  the 
blood  in  the  peritoneal  cavity  had  come,  not  from  the  ruptured 
tube,  but  from  a  rupture  of  a  vessel  on  the  side  of  the  tube,  and 
that  the  tube  itself  or  the  sac  had  not  ruptured.  Dr.  Baker  re- 
ported a  similar  case  having  occurred  in  his  practice  some  years 
previous.  In  his  ease  the  tube  was  not  ruptured  ;  the  blood,  how- 
ever, was  seen  to  be  coming  from  the  fimbriated  extremity  of  the 
lube. 

retroperitoneal  echinococcus  cyst. 

Dr.  Howard  C.  Taylor.  — The  patient  was  admitted  to  the 
Roosevelt  Hospital  in  May,  1893,  with  an  abdominal  tumor 
which  was  removed  by  Dr.  Tuttle  and  proved  to  be  an  echinococ- 
cus cyst  of  the  omentum.     The  recovery  was  uncomplicated. 
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The  patient  was  again  admitted  to  the  hospital  in  August. 
1893,  with  an  abdominal  tumor  in  the  region  of  the  spleen  ex- 
tending four  inches  below  the  free  border  of  the  ribs.  At  the 
operation  Dr.  Cragin  exposed  the  tumor  by  an  incision  at  the 
outer  border  of  the  rectus  muscle,  and  the  diagnosis  of  an 
echinococcus  cyst  of  the  spleen  was  made.  The  wound  was 
packed  to  allow  the  formation  of  adhesions  to  shut  off  the  peri- 
toneal cavity,  and  the  cyst  was  not  opened  until  four  days  later. 
At  this  time  eight  ounces  of  daughter  cysts  were  evacuated  and 
they  continued  to  be  discharged  from  the  wound  for  some  months 
afterward.  The  patient  left  the  hospital  in  January,  1894,  with 
a  sinus  persisting,  which  subsequently  closed  and  has  given  the 
patient  no  further  trouble. 

The  patient  was  admitted  to  the  hospital  the  third  time  in 
September,  1901,  with  a  tumor  about  five  inches  in  diameter,  so 
situated  that  the  diagnosis  was  made  of  intraligamentous  cyst. 
At  the  operation  I  found  the  tumor  situated  behind  the  perito- 
neum and  to  the  right  of  the  rectum  and  entirely  independent  of 
the  uterus  and  its  appendages.  The  tumor  was  enucleated  with- 
out difficulty,  though  the  cyst  was  ruptured  in  doing  so,  and  the 
divided  edges  of  the  peritoneum  brought  together  with  catgut, 
leaving  a  clean  peritoneal  surface.  The  tumor  proved  to  be  an 
echinococcus  cyst  which  had  developed  behind  the  peritoneum. 

The  patient  is  a  seamstress,  40  years  old,  born  in  Ireland,  and 
has  lived  in  Brooklyn  or  its  vicinity  since  she  was  18  years  of 
age.  I  examined  the  patient  about  sixteen  months  after  the  last 
operation  and  could  detect  no  evidence  of  a  return  of  the  disease. 

VESICAL    CALCULUS. 

Dr.  Egbert  H.  Grandest. — I  wish  to  present  a  vesical  calculus 
which  I  removed  a  few  weeks  ago  by  vaginal  cystotomy.  I  show 
the  specimen  because  in  my  experience  calculi  in  the  female 
bladder  are  rare.  This  is  only  the  second  that  I  can  recall.  The 
first  I  saw  three  years  ago,  and  it  had  as  its  nucleus  a  silkworm- 
gut  suture  which  had  not  been  removed  after  the  repair  of  a 
vesico-vaginal  fistula.  As  a  rule,  in  women  a  foreign  body  of 
some  kind  is  found  as  the  nucleus  of  a  calculus. 

Dr.  Ajbram  Brothers.— I  have  also  seen  one  case  which  was 
directly  of  kidney  origin.  The  patient  passed  through  an  attack 
of  kidney  colic,  and,  under  cystoscopic  examination,  a  small 
calculus  was  noted  at  the  mouth  of  the  ureter.  Later  this  patient 
passed  the  calculus. 

Dr.  Le  Roy  Bruin.  — Does  Dr.  Grandin  mean  to  say  that  all 
calculi  have  some  foreign  nuclei  about  which  accumulations  must 
form  1 

Dr.  <  Iran  dust.  —  I  naturally  exclude  those  calculi  that  are 
passed  from  the  ureter.  In  the  vast  majority  of  cases  calculi 
that  are  formed  in  the  bladder  have  some  nuclei.  During  an 
experience  of  twenty-two  years  I  have  seen  but  two  cases,  and 
one  had  a  nucleus.     The  other  will  be  examined,  and  I  believe 
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that  the  consensus  of  opinion  among'  those  present  here  to-night 
will  bear  me  out  in  this  statement  as  to  the  nucleus  in  a  calculus 
primary  in  the  bladder. 

Dr.  Broun.  — I  removed  one  from  the  urethra  which  entirely 
blocked  it.  The  urethra  was  opened  to  accomplish  its  removal ; 
it  was  too  large  to  be  passed  without  operative  assistance. 

Dr.  Malcolm  McLean.  — It  is  a  well-recognized  fact  that 
idiopathic  calculi  requiring  removal  by  operation,  occurring  in 
women,  are  rare,  but  the  last  woman  that  I  operated  upon  was 
such  a  one;  there  was  no  nucleus  from  foreign  substance. 

CHOLESTEATOMA    OF    THE    MESENTERY. 

Dr.  Egbert  H.  Grandin.  — The  patient  was  brought  to  my 
office  for  diagnosis  as  to  the  nature  of  an  abdominal  tumor  which 
her  family  physician  had  detected.  Upon  opening  the  abdomen 
I  was  unable  at  first  to  locate  the  tumor.  After  suspension  of  the 
uterus  to  the  parietal  peritoneum  and  doing  an  appendectomy.  I 
made  further  search,  and,  after  enlarging  the  incision,  brought 
the  jejunum  into  view  and  enucleated  this  specimen.  It  re- 
sembles a  hen's  egg.  is  about  four  inches  in  diameter,  and  on 
section  its  walls  are  about  one-eighth  of  an  inch  thick,  very  hard, 
and  the  specimen  contained  material  which  resembles  somewhat 
the  yolk  of  a  decomposed  egg.  I  should  like  to  have  the  specimen 
sent  to  the  official  pathologist  for  his  opinion. 

Dr.  S.  "W.  Bandler.  —  On  this  question  I  have  had  experience, 
personally,  only  in  the  reading  of  the  literature,  and  I  think  that 
what  Dr.  Grandin  has  stated  covers  the  possibilities  fully.  It  has 
impressed  me,  from  a  casual  observation,  that  this  might  belong 
to  the  division  of  dermoid  cysts  coming  under  the  head  of 
cholesteatomata.  As  regards  the  etiology  of  such  a  tumor  sit- 
uated in  the  mesentery,  embryological  development  renders  it 
so  readily  possible  that  the  wonder  is  that  not  more  such  tumors 
are  developed  instead  of  so  few. 

SPECIMENS  FROM  THREE  RECENT  CASES  OF  EARLY  ECTOPIC  GESTATION. 

Dr.  Abram  Brothers.— As  is  the  case  with  most  of  the  mem- 
bers of  this  Society,  it  occasionally  happens  to  me  that  groups  of 
the  same  kind  of  cases  run  together.  Thus,  within  the  past 
month  I  have  operated  upon  three  cases  of  early  ectopic  gestation, 
two  of  them  within  a  few  days  of  each  other,  and,  as  each  pre- 
sented different  varieties,  I  thought  it  would  be  of  interest  to 
bring  the  specimens. 

Case  /.—This  specimen  shows  the  fetus  and  ovum  intact.  It 
was  neither  a  case  of  ruptured  nor  of  unruptured  tube,  nor  of  a 
tubal  abortion,  although  the  abdominal  cavity  was  full  of  blood 
and  the  pulseless  patient  was  operated  upon  in  a  state  of  pro- 
found collapse.  Dr.  Bandler,  who  has  been  kind  enough  to  care- 
fully examine  all  of  my  recent  specimens,  tells  me  that  the 
chorionic  villi  had  simply  grown  through  and  perforated  the 
peritoneal  coat  of  the  tube  and  caused  the  fearful  hemorrhage. 
15 


226  TRANSACTIONS   OF 

Cast  //.  —  This  specimen  illustrates  an  unruptured  tubal  preg- 
nancy. A  little  clotted  blood  had  escaped  into  the  peritoneal 
cavity,  after  which  the  fimbriated  end  of  the  tube  became  ag- 
glutinated. The  little  sausage-shaped  tumor  has  been  hardened 
and  the  transverse  sections  simply  show  a  large  intratubal  clot. 
Ordinarily,  from  macroscopical  examinations  and  appearances, 
this  might  be  pronounced  to  be  a  simple  hematosalpinx.  The 
microscopic  examination,  however,  has  shown  the  presence  of 
chorionic  villi.  It  is  interesting  to  note  that  the  ovary  removed 
with  the  tube  does  not  show  a  corpus  luteum,  which  corresponds 
with  my  statement,  made  on  a  former  occasion  in  connection  with 
other  specimens,  that  the  ovum  frequently  is  derived  from  the 
opposite  ovary  through  transperitoneal  migration. 

Case  III.  —  This  specimen  illustrates  the  well-known  form  of 
ruptured  tubal  pregnancy.  On  the  upper  surface  of  the  tube  is 
a  ragged  gash,  about. one-half  an  inch  long,  from  which  the  ad- 
jacent ball  of  blood  escaped.  This  large  clot,  as  well  as  the  edges 
of  the  rupture,  shows  the  presence  of  chorionic  villi.  The  ac- 
companying ovary,  removed  with  the  tube,  shows  very  beauti- 
fully the  corpus  luteum. 

I  wish  to  accentuate  this  fact,  that  the  largest  hemorrhages 
that  we  see  in  the  early  cases  of  ectopic  gestation  may  not  come 
from  true  rupture,  but  from  the  outgrowth  of  the  chorionic  villi. 

Dr.  Bandler.  —  The  point  that  Dr.  Brothers  mentions  is  of 
interest.  I  have  seen  several  cases  where  it  was  macroscopically 
impossible  to  understand  how  so  much  blood  could  have  entered 
the  peritoneal  cavity :  it  could  not  have  entered  through  the  closed 
abdominal  opening  nor  through  any  evident  point  of  rupture. 
Yet.  when  examined  microscopically,  only  two,  three,  or  half  a 
dozen  villi  were  found  to  have  perforated  the  peritoneal  cover- 
ing. Not  alone  the  ends  of  the  villi  but  the  placental  sea  or  inter- 
villous space  was  involved  and  enough  blood  thus  entered  the 
peritoneal  cavity  to  produce  symptoms  of  a  profound  intra- 
peritoneal hemorrhage.  Openings  only  microscopical  in  char- 
acter may  close,  and  it  may  lie  that  for  clays  or  weeks  the  patient 
may  go  without  further  bleeding,  and  then  another  perforation 
occurs  .11  the.  same  or  at  another  point.  This  process  is  of  the 
greatest  interest  in  this  specimen. 

COLON    BACILLUS  INFECTION  OF  THE  FEMALE  GENITAL  AND  URINARY 

SYSTEMS. 

Dr.  Albert  H.  Ely.— Although  much  attention  has  been 
given,  by  the  bacteriologists  and  those  engaged  as  clinicians  in 
general  medicine  and  surgical  work,  to  the  study  of  this  variety 
of  bacteria,  we  cannot  but  feel  the  results  thus  far  obtained  have 
been  less  definite  than  is  desired.  That  the  results  have  been  less 
definite  is  undoubtedly  due  to  the  great  frequency  with  which  we 
observe  this  bacillus  in  many  different  types  and  locations  of 
pathologic  processes.  That  lesions  by  reason  of  continuity  of 
anatomical   parts  to  the  habitat  of  the  bacillus  coli  communis 
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show  their  presence  in  such  frequency,  is  but  natural,  bu1  what 
most  demands  consideration  is,  what  factors  cause  these  bacilli 
to  vary  so  much  in  their  pyogenic  action.  The  virulency  of  the 
infection  from  the  colon  bacilli  seems  in  most  cases  to  depend 
upon  their  associate  pyogenic  organisms,  for  we  find  the  colon 
bacilli  present  in  great  numbers  in  the  urine  without  at  times 
giving  any  symptoms. 

Again,  when  the  other  pyogenic  organisms  have  disappeared, 
the  colon  bacillus  will  remain  as,  the  organism  which  produces  a 
most  intractable  type  of  disease.  Hence  we  conclude  that  a 
suitable  nidus  is  necessary  for  their  propagation  and  action  which 
give  us  the  clinical  symptoms  of  infection  and  disease  of  the  tis- 
sue. Many  of  the  cases  which  are  designated  as  autoinfection, 
sapremia,  and  septic  intoxication  may  be  due.  in  a  measure,  to 
infection  from  the  colon  bacillus,  and  can  be  illustrated  by 
cultures  taken  from  what  appears,  and  the  later  process  shows, 
to  be  a  mild  degree  of  wound  infection.  These  cases  are  ob- 
served in  celiotomy  wounds,  especially  where  there  has  been 
trauma  of  the  intestines  during  the  process  of  abdominal  opera- 
tions. Analogy  is  drawn,  also,  to  those  cases  which  show  a  mild 
form  of  the  infection  coming  on  after  sixty  hours  from  the  time 
of  normal  labor,  especially  where  opportunity  is  so  advantage- 
ously given  for  the  infection  direct  from  the  feces. 

From  these  mild  forms  of  infection  we  pass  to  those  severe 
types  as  illustrated  in  the  most  pronounced  degree  of  infection, 
where  the  colon  bacilli  are  found  associated  with  streptococci  and 
staphylococci  pyogenic  organisms,  only  that  the  proportion  be- 
tween the  number  and  virulence  of  the  organisms  shows  that  it 
is  the  colon  bacilli  that  have  played  the  chief  role  in  causing  the 
fatal  peritonitis  and  abscesses,  such  as  nephritic,  hepatic,  and 
subphrenic.  To  illustrate  the  normal  type  of  pelvic  inflammation 
followed  by  evident  colon  infection,  as  shown  by  frequent  cul- 
tures, the  following  case  is  presented: 

Cast  /.—Mrs.  L. ;  34;  married  four  years;  sterile.  Curettage 
with  divulsion  was  performed  in  the  general  operating  room  of 
one  of  the  large  hospitals.  No  untoward  symptoms  developed  un- 
til the  fourth  day,  when  a  slight  rise  of  temperature  was  noted 
and  a  distinct  local  tenderness  of  the  pelvic  tissues  and  the  first 
symptoms  of  a  mild  grade  of  cystitis,  as  shown  by  frequent,  mic- 
turition with  slight  degree  of  vesical  tenesmus.  Under  mild 
treatment  employed  for  the  pelvic  inflammation,  this  quickly 
subsided,  but  the  cystitis  continued  to  increase  in  severity,  al- 
though irrigations  of  the  bladder  were  made  to  remedy  this 
trouble,  together  with  the  usual  measures  for  sterilizing  the 
urine,  especially  the  employment  of  urotropin.  The  cystitis  con- 
tinuing for  ten  days,  cystoscopic  examination  was  then  made  and 
a  marked  hyperemia  of  the  trigonum  was  discovered  and  treat- 
ment by  local  applications  instituted.  This  was  continued  for 
some  time  and  was  productive  of  good  results  in  so  far  that  the 
symptoms  of  vesical  tenesmus  disappeared,   and  yet  the  colon 
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bacillus  was  found  in  the  urine  in  large  numbers.  Desiring  to 
leave  the  hospital,  she  passed  from  observation  for  six  months. 
when  she  again  returned,  and  at  this  time  (seven  months  from 
the  time  of  the  original  curettage)  examination  showed  no  lesion 
of  the  pelvic  organs,  but  a  very  pronounced  type  of  cystitis,  and 
now  for  the  first  time  quantities  of  pus  were  passed  containing 
the  typical  bacilli  of  pyogenic  infection.  There  had  been,  for  a 
short  time  previous  to  readmission  to  the  hospital,  evidences  of 
a  general  septic  infection,  as  shown  by  irregular  temperature, 
accelerated  pulse,  and  sweating.  By  cystoscopic  examination  the 
greater  part  of  the  lower  zone  of  the  bladder,  including  a  very 
marked  area  of  inflammation  about  the  mouth  of  the  left  ureter, 
was  observed.  Fearing  that  by  ureteral  catheterization  further 
infection  might  result,  this  was  not  employed,  but  it  was  found 
by  the  use  of  the  Kelly  speculum,  arranged  to  obtain  the  urine 
as  excreted  from  either  ureter,  that  the  urine  obtained  from  the 
right  ureter  was  clear  and  failed  to  show  pathogenic  organisms, 
while  that  of  the  left  was  loaded  with  them.  The  diagnosis  of 
pyelonephritis  of  the  left  kidney  was  then  made.  Measures  were 
employed  for  the  next  ten  days  to  improve  this  condition,  with- 
out relief  of  the  symptoms  of  the  general  infection,  and  recourse 
was  then  had  to  nephrotomy,  which  was  successfully  performed 
on  the  left  kidney,  and,  except  for  a  slight  wound  infection,  a 
progressive  but  very  gradual  improvement  of  the  bladder  oc- 
curred and  complete  recovery  took  place. 

Cast  II. — H.  C,  aged  9.  First  came  under  my  observation 
during  the  summer  in  the  country,  where  I  was  called  to  see  the 
child,  who  was  suffering  at  that  time  with  what  appeared  to  be 
a  mild  form  of  ^astro-enteritis.  The  measures  employed  to  re- 
lieve this  condition  were  apparently  effective  and  after  a  few 
days  the  child  seemed  well.  The  following  week  I  was  again 
called  to  see  the  child,  who  at  this  time  gave  all  the  symptoms  of 
a  typical  colitis,  frequent  stools  with  large  quantities  of  mucus 
and  some  blood.  Xo  examinations  were  made  of  the  stools,  but 
colon  irrigation  was  employed  and  again  the  symptoms  disap- 
peared so  far  as  the  colitis  was  concerned,  but  the  child  now  lo- 
cated a  pain  above  the  pubes  with  pain  radiating  down  the  right 
thigh.  The  urine  now  for  the  first  time  became  thick  and  the 
symptoms  of  some  vesical  tenesmus  with  frequent  micturition 
were  presented.  The  highest  temperature  was  100.2°,  pulse  94; 
no  pain  or  rigidity  of  the  rectus  muscle  was  observed  on  the  right 
side.  This  condition  continued  for  thirty-six  hours  without  any 
special  pain,  yet  the  thought  that  he  might  have  a  case  of  ap- 
pendicitis was  considered.  Consultation  with  the  family  physi- 
cian. Dr.  <i.  B.  Brewer,  resulted  in  the  belief  that  it  was  a  case 
of  appendicitis  and  operation  for  that  lesion  was  accordingly 
performed.  A  lone-  appendix,  gangrenous  for  a  quarter  of  its 
distal  extremity  and  firmly  attached  to  the  pelvic  floor  and  ad- 
herent to  the  right  tube,  was  removed  without  special  difficulty. 
The  abdominal    wound   was  closed,  except   for  a  long  cigarette 
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drain  carried  to  the  pelvic  floor,  and  this  was  allowed  to  remain 
in  situ  until  the  fourth  day,  when  it  was  removed.  Following 
that  removal  the  temperature  and  pulse,  which  before  had  been 
normal,  gave  evidences  of  a  septic  condition.  The  wound  was 
now  thoroughly  explored  and  absolutely  nothing  was  found  indi- 
cating infection  at  that  place. 

The  child  gradually  became  more  profoundly  septic,  and  on 
the  seventh  day  it  was  noticed  that  the  hepatic  area  was  enlarged 
and  the  diagnosis  of  a  subphrenic  abscess  was  made.  The  leuco- 
cytes at  this  time  had  increased  from  14,000  to  36.000.  Operation 
for  draining  the  abscess  was  performed  by  excision  of  the  ninth 
rib.  and  following  the  location  by  aspiration  of  the  abscess; 
drainage  was  introduced  and  the  contents  of  a  large  abscess  of  a 
most  fetid  character  were  evacuated.  The  child  never  rallied 
from  the  operation  and  died  that  night.  This  case,  in  my  opinion, 
was  one  of  mixed  infection,  with  the  colon  bacillus  as  the  most 
important  of  the  pathogenic  organisms. 

Case  111.  — The  third  and  last  case  which  I  present  is  that 
with  the  following  history:  Miss  K.  M.  C,  aged  26;  family  his- 
tory good,  and  except  for  occasional  attacks  of  supposed  intes- 
tinal indigestion,  probably  reattacks  of  mild  catarrhal  appendi- 
citis, no  other  symptoms  were  given  until  she  began,  two  years 
prior  to  coming  under  my  observation,  to  have  symptoms  refer- 
able to  bladder  trouble.  At  that  time  there  was  a  slight  hematuria 
and  frequent  micturition.  Being  then  in  England,  she  consulted 
medical  aid  and  the  family  was  informed  that  she  was  suffering 
from  tuberculosis  of  the  bladder  and  a  bad  prognosis  was  made. 
She  returned  to  America  and  passed  the  following  year  without 
any  special  increase  in  symptoms  referable  to  the  bladder,  and, 
except  for  the  occasional  attacks  of  hematuria  and  the  necessity 
to  frequently  urinate,  she  enjoyed  fairly  good  health  and  en- 
gaged  in  her  usual  amusements  and  recreation,  including  horse- 
hack  riding.  In  July,  summer  of  1900,  after  an  unusually  long 
Sea-bath,  taken  just  prior  to  the  time  of  her  expected  menses, 
she  became  suddenly  quite  ill,  suffering  from  general  abdominal 
pain,  and  the  bladder  symptoms  became  very  pronounced.  It 
was  at  this  time  that  I  first  saw  her,  and  found  on  examination 
an  hypertrophied,  retroverted,  and  firmly  fixed  uterus,  with  exu- 
dates in  the  left  broad  ligament.  The  menstruation  became  es- 
tablished twenty-four  hours  after  she  first  came  under  my 
observation,  and  was  accompanied  with  marked  dysmenorrhea 
lasting  for  three  days.  At  this  time  there  was  temperature  of 
101.5°,  pulse  110,  and  a  leucocyte  count  of  11,000.  She  referred 
some  pain  to  the  region  of  the  appendix  and  there  was  a  rigidity 
of  the  right  rectus.  Treatment  for  this  condition  was  employed, 
but  without  any  result,  and  she  became  gradually  more  septic 
and  the  leucocytes  increased  to  16,000.  Examination  per  vagi- 
nam  now  revealed  a  boggy  mass  in  Douglas'  cul-de-sac.  This  was 
incised  and  drainage  established,  which  for  the  following  four 
days  gave  great  relief  of  all  septic  symptoms.    On  the  fifth  day 
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after  the  vaginal  incision  she  again  gave  symptoms  of  recurring 
sepsiSj  and  it  was  decided,  after  consultation  with  Dr.  W.  C. 
Bull,  to  perform  abdominal  section  with  the  idea  of  thorough 
exploration  of  the  abdominal  and  pelvic  viscera,  and,  if  neces- 
sary, to  establish  drainage  from  any  focus  of  septic  inflammation 
that  might  be  above  with  the  drainage  which  had  been  made  per 
vaginam.  A  distinct  abscess  cavity  was  found  about  the  caput 
coli  containing  typical  fetid  pus  associated  with  lesions  of  this 
type.  A  second  abscess  cavity  was  also  found  involving  the  left 
ovary  and  tube.  Large  drainage  tubes  were  inserted  into  these 
abscess  cavities  and  also  brought  out  through  the  vaginal  in- 
cision. For  nine  weeks  the  patient  continued ' to  progressively 
improve  and  the  sinuses  had  now  entirely  closed.  During  all 
this  time  the  bladder  had  been  a  source  of  great  annoyance,  and, 
although  efforts  had  been  made  by  frequent  irrigation  to  im- 
prove this  condition,  the  distressing  symptoms  of  painful  and 
frequent  micturition  continued.  The  urine  was  filled  with  pyo- 
genic organisms  which  seemed  to  vary  in  their  type.  At  one 
time,  when  it  was  evident  there  were  large  quantities  of  pus.  the 
streptococci  and  staphylococci  were  present  in  great  quantity. 
but  always  large  colonies  of  colon  bacilli  were  found.  At  this 
time  the  first  satisfactory  cystoscopic  examination  was  made, 
and  it  was  found  that  almost  the  entire  bladder  mucosa  had  been 
denuded,  and  on  the  left  side,  about  a  half-inch  below  the  entrance 
of  the  left  ureter,  was  located  a  distinct  depression.  The  patient 
was  now  seen  by  Dr.  Howard  A.  Kelly,  of  Baltimore,  who  on 
examination  pronounced  the  pelvic  organs  in  a  remarkably 
healthy  condition,  considering  the  virulent  septic  process  which 
had  taken  place  in  and  adjacent  to  them.  On  cystoscopic  exam- 
ination he  confirmed  the  diagnosis  of  a  most  virulent  type  of 
cystitis,  and,  from  cultures  made,  found  the  colon  bacilli  in  great 
numbers,  and  stated  that  there  was  a  sinus  which  communicated 
with  the  left  side  of  the  bladder  upward  and  had  undoubtedly 
been  a  fistulous  track  connecting  a  left  tubo-ovarian  abscess  with 
the  bladder.  On  his  advice  the  bladder  was  drained  by  vesico- 
vaginal incision  for  three  months,  during  all  of  which  time  topi- 
cal applications  were  made  to  the  interior  of  the  bladder,  and  a 
gradual  and  continual  improvement  occurred,  such  as  warranted 
the  closure  of  the  vesico-vaginal  fistula.  For  the  past  six  months 
there  has  been  progressive  increase  of  bladder  capacity,  and  in- 
stead of  being  compelled  to  urinate  always  as  often  as  once  each 
hour  or  each  hour  and  a  half,  she  now  goes  tour  hours,  and  the 
capacity  was  increased  from  one  or  two  ounces  to  six  or  eigb.1 
ounces.  The  interior  of  the  bladder  now  is  normal,  except  for  a 
slight  grade  of  trigonitis;  there  is  no  other  pathological  con- 
dition. 

This  case  illustrates  the  virulence  and  persistence  of  the  colon 
bacillus  infection  ;  also  how  much  more  active  these  bacilli  become 
when,  as  above  stated,  a  suitable  nidus  for  their  propagation  is 
afforded. 
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It  is  my  desire  that  the  presentation  of  these  eases  shall  serve 
to  remind  members  of  the  Society  of  experiences  which  they  have 
had  with  colon  bacilli  infection,  and  warrant  me  in  deducing  the 
following  conclusions: 

1.  That  there  exists  as  much  necessity  for  thorough  cleansing 
and  rendering  as  aseptic  as  possible  the  rectum  and  colon  as  the 
field  of  operation,  especially  when  that  operation  is  performed 
per  vaginam;  that,  in  all  cases  of  election,  the  routine  treatment 
of  mild  mercurial  catharsis,  followed  by  a  saline  and  irrigation 
of  the  colon  with  salt  or  boracic  acid  solution,  should  be  em- 
ployed. 

2.  Again  to  reiterate  a  warning  that  best  results  can  be  ob- 
tained when  the  intestines  receive  the  minimum  degree  of  trauma 
from  handling,  and  especially  the  absence  of  careless  use  of 
retractors,  where,  for  cosmetic  effects  or  fear  of  hernia,  too  small 
incisions  are  made  to  permit  of  operation  by  sight  rather  than 
by  touch. 

Dr.  Brothers.— During  my  work  at  the  Post-Graduate  Hos- 
pital several  years  ago  I  had  a  series  of  pus  cases,  which  I  had 
operated  upon,  examined  microscopically,  and  I  must  say  that 
those  cases  in  which  we  found  the  colon  bacillus  were  very  much 
in  the  minority :  I  do  not  recall  any  case  in  which  the  colon 
bacilli  were  the  only  bacteriological  elements  present.  The  gon- 
ococci  were  the  most  frequent  and  then  the  streptococci  and 
staphylococci.  The  colon  bacilli  were  exceptionally  rare.  In  one 
case,  unfortunately,  the  pus  was  not  examined;  it  was  in  connec- 
tion with  a  fibroid  ovary.  The  case  was  presented  to  the  gentle- 
men of  the  class  for  examination  prior  to  operation,  and,  as  the 
result  of  manipulation,  pelvic  inflammation  occurred.  Abscess 
formed  which  was  operated  with  the  fibroid  tumor ;  colon  bacilli 
Ave  re  present,  as  shown  from  the  intense  fecal  odor  given  the  pus. 

Dr.  Grandest.— I  should  like  to  ask  Dr.  Ely  what  topical  appli- 
cation was  made  in  the  last  case  reported. 

Dr.  Ely.  — Ten  per  cent  ichthyol  in  lubrichondrin  as  prepared 
by  Van  Home.  This  was  not  so  painful  as  was  the  application 
when  some  other  solvent,  as  water,  was  used. 

Dr.  Broun. — How  much  was  used  at  a  time  .' 

Dr.  Ely.  — This  patient  could  not  stand,  without  much  pain, 
more  than  one-half  to  two  ounces;  gradually  this  was  increased 
to  seven  or  eight  ounces  when  solutions  were  employed  to  dis- 
tend the  bladder.  But  better  results  were  obtained  with  the  use 
of  the  Clark  balloon,  which,  when  inflated,  brings  every  part  of 
the  mucosa  in  contact  with  the  ichthyol  applied  to  the  surface 
of  the  balloon. 

Dr.  Broun.— That  coincides  with  an  experience  I  had  at  the 
Woman's  Hospital,  where  Ave  used  ichthyol  in  watery  solution 
and  good  results  were  obtained;  a  ten  per  cent  solution  was 
employed.  I  think,  too,  that  the  solution  as  made  by  Dr.  Ely 
adheres  better  than  the  watery  one. 

Dr.  Ely.— I  am  surprised  to  hear  what  Dr.  Brothers  has  said, 
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for  I  am  sure,  if  an  examination  had  been  made  for  the  different 
pathogenic  organisms,  the  frequency  of  the  colon  bacilli  would 
have  been  very  great.  If  they  are  found,  as  reported  by  bacteri- 
ologists, even  in  arthritic  joints,  then  the  point  I  want  to  bring 
tut  is.  why  do  they  vary  so  much  in  intensity  and  intractability? 


TRANSACTIONS  OF   THE 
WOMAN'S    HOSPITAL  SOCIETY. 


Meeting  of  April  22,  1902. 

Tht   Vice-President,  James  N.  West.  M.D.,  in  the  Chair. 

Dr.  Le  Roy  Broun  reported  for  Dr.  Clement  Cleveland 

I.  A  CASE  OF  LARGE  OVARIAN  CYST. 

Dr.  Broun.  — This  specimen  is  presented  for  Dr.  Cleveland, 
who  is  not  present.  It  is  shown  on  account  of  the  size  and  the 
difficulty  attending  its  removal.  Years  ago  it  was  no  uncommon 
occurrence  to  see  ovarian  cysts  of  enormous  size,  but  with  the 
increased  knowledge  of  later  years  their  removal  is  always  ac- 
complished early.  The  solid  portion  of  this  tumor,  as  shown, 
weighs  twenty-five  pounds.  Four  gallons  of  fluid  were  evacuated 
at  the  time  of  operation,  giving  the  actual  weight  of  the  tumor 
removed  as  at  least  sixty-five  pounds. 

A  week  before  the  operation  Dr.  Cleveland  removed  two  gal- 
lons of  fluid  in  order  to  relieve  dyspnea.  The  cyst  was  unilocu- 
lar, densely  adherent  to  the  parietal  peritoneum,  from  which  it 
was  separated  with  difficulty.  At  the  base  of  the  cyst  was  a  large, 
solid  mass  wedged  into  the  pelvis,  and  to  dislodge  it  required 
considerable  strength.  The  left  ovary  was  also  the  seat  of  a 
cyst  of  about  eight  inches  in  diameter,  also  containing  much 
solid  material. 

The  patient  is  doing  well,  as  far  as  the  temperature,  pulse,  and 
respiration  show.  A  peculiar  complication,  however,  is  a  marked 
edema  of  the  face  and  a  frequent  occurrence  of  mental  aberra- 
tion. Both  of  these  symptoms  appeared  since  the  operation.  I 
do  not  regard  these  conditions  as  connected  with  a  kidney  lesion. 
since  she  is  passing  twenty  ounces  of  urine  with  ten  grains  of 
urea  to  the  ounce.  She  is  on  infusion  of  digitalis  and  nitro- 
glycerin. I  would  like  Dr.  Janvrin  to  express  an  opinion  as  to 
the  cause  of  this  mental  condition. 

The  patient  now.  three  weeks  after  the  operation,  is  well,  the 
above-mentioned  symptoms  having  subsided  gradually. 

Dr.  Joseph  E.  -Janvrin.  —  The  specimens  themselves  are  very 
interesting  from  the  fact  that  there  is  so  much  solid  tissue  in 
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both.  However,  considering  the  amount  of  fluid  in  the  large 
sac,  the  amount  of  solid  tissue  is  perhaps  not  disproportionate 
compared  with  what  we  find  in  smaller  cysts. 

As  to  the  character  of  the  tissue.  I  hardly  think  there  is  any- 
thing malignant  about  it.  I  think,  if  there  were,  the  patient 
would  have  presented  not  only  the  ordinary  symptoms  of  which 
Dr.  Broun  has  spoken — extreme  exhaustion,  etc. — but  a  good 
deal  of  cachexia  in  appearance,  which  she  did  not  have.  I  think, 
when  examined,  it  will  be  found  not  to  be  malignant. 

The  case  reminds  me  of  one  I  operated  on  in  my  sanitarium 
seven  years  ago.  It  was  almost  a  fac-simile  of  this,  though  it  was 
larger.  I  knew,  from  examination,  the  patient  had  an  immense 
ovarian  cyst  and  some  smaller  ones;  I  knew  also  there  was,  a 
fibroid  condition  of  the  uterus— at  least  I  thought  so  before 
operating.  She  came  from  the  northern  part  of  the  State  and 
was  in  excellent  condition,  about  46  years  of  age.  I  removed  a 
large  ovarian  tumor;  the  amount  of  fluid  from  the  large  cyst 
weighed  eighty-seven  pounds.  Then  lower  down,  at  its  base, 
connected  with  the  uterus,  quite  an  amount  of  solid  material, 
one- fourth  as  much  as  in  Dr.  Cleveland's  specimen,  was  present. 
In  addition  to  this  large  tumor  on  the  right  side  there  was  also 
a  small  one  on  the  left  side,  which  I  removed,  and  then,  on  ac- 
count of  the  fibroid,  I  went  on  and  removed  the  uterus,  as  Dr. 
Cleveland  did  in  this  case,  except  that  I  made  a  total  ablation 
down  through  the  vagina.  The  combined  weight  of  the  whole  of 
the  uterus  and  tumors  was  some  ninety-three  pounds.  It  was 
the  largest  I  ever  removed.  The  recovery  was  perfect.  No 
temperature— never  above  99°.  She  was  a  big,  strong,  robust 
woman.     In  three  weeks  she  went  home. 

I  suppose  the  combined  weight  of  this  specimen,  all  told,  is 
about  seventy-five  pounds. 

Dr.  Cleveland.— As  to  the  pathological  condition,  my  im- 
pression was,  when  I  looked  at  the  large  papillomatous  growths 
(one  very  near  the  diaphragm,  the  other  low  in  the  pelvis),  that 
they  might  be  in  the  beginning  stage  of  malignant  papilloma. 
Possibly  we  shall  find  it  to  be  so  on  microscopic  examination. 
This  tumor  had  been  in  the  woman's  body  for  over  ten  years. 
She  had  been  seen  by  several  gentlemen  and  operation  had  been 
advised  against.  One  of  the  most  interesting  features  of  the  case 
was  the  very  firm  adhesion  to  the  peritoneal  peritoneum  at  every 
point.  In  consequence  I  had  the  greatest  difficulty  in  enucleat- 
ing the  mass  from  the  abdominal  cavity,  and  particularly  so 
that  portion  which  lodged  in  the  pelvis.  The  second  tumor  was 
isolated  and  pediculated  and  very  easily  removed.  The  first 
tumor  was  the  most  adherent  one  removed  totally  that  I  have 
ever  seen.   The  woman  has  done  very  well,  as  Dr.  Broun  said. 

Dr.  E.  L'H.  McCinnis.— Was  there  no  previous  history  of 
brain  symptoms— mind-wandering  .' 

Dr.  Cleveland.  — A  history  of  coma  at  one  time  was  given, 
said  to  be  due  to  the  condition  of  the  kidneys. 
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Dr.  McGinnis.— ]  wondered  if  that  could  account  for  her 
being-  flighty  at  times,  following-  the  operation. 

Dr.  Cleveland.  — I  suppose  that  would  be  the  explanation. 

II.    LAPARATOMY   WITH  FAILURE  OF  WOUND  TO  UNITE,  AND  FINALLY 

A  COMPLETE  SEPARATION   OF  ALL  THE  LAYERS  OF  THE 

ABDOMINAL  WOUND  AFTER  REMOVAL  OF  THE 

STITCHES  ON  THE  EIGHTH   DAY. 

Dr.  Broun.  — The  second  case  of  Dr.  Cleveland's  showed  a 
most  interesting  and  unusual  condition.  Some  twelve  days  ago 
Dr.  Cleveland  had  occasion  to  remove  a  very  adherent  double 
pyosalpinx.  and  he  did  a  supravaginal  hysterectomy,  establish- 
ing drainage  posteriorly.  On  account  of  the  poor  condition  of 
the  patient  the  abdomen  was  closed  with  through-and-through 
sutures.  Each  alternate  suture  embraced  only  the  skin  and 
fascia. 

The  sutures  were  taken  out  at  the  usual  time,  the  morning 
of  the  eighth  day.  She  had  no  temperature,  but  had  an  obstinate 
cough  during  the  convalescence.  On  the  afternoon  of  the  eighth 
day  the  house  surgeon  reported  that  the  entire  abdominal  wound 
gaped.  The  wound  was  finally  sutured  layer  by  layer.  She  has 
had  no  temperature  since  the  closing  of  the  wound,  a  week  ago 
to-morrow  morning.  This  morning  the  wound  was  examined  and 
found  sloughing.  As  far  as  we  know,  there  is  no  history  of 
syphilis. 

Dr.  West.  — The  breaking  open  of  the  wound  without  the 
presence  of  pus  is  very  interesting.  I  remember  a  case  which 
occurred  several  years  ago  in  the  Woman's  Hospital.  The  pa- 
tient was  supposed  to  have  peritonitis  which  was  expected  to  be 
fatal.  The  stitches  were  removed  a  little  ahead  of  the  usual 
time.  She  had  typhoid  fever— showed  symptoms  the  second 
day:  the  wound  broke  open  very  deep,  to  the  peritoneum. 

Dr.  Cleveland.  —  I  have  seen  one  or  two  cases  where  the 
wound  has  broken  open  after  the  removal  of  stitches  at  the 
usual  time.  A  number  of  years  ago  I  removed  a  fibroid  by 
supravaginal  method,  taking  out  the  stitches  on  the  eighth  day; 
the  wound  opened  down  to  the  peritoneum.  The  wound  healed 
by  granulation.  A  very  good. line  of  union  resulted,  almost  as 
good  as  after  taking  stitches.  It  was  like  union  by  first  inten- 
tion. In  this  ease  which  Dr.  Broun  reported  for  me  to-night  I 
feel  pretty  well  convinced  there  is  a  constitutional  taint.  She 
is  on  mixed  treatment  now. 

DISCUSSION  ON   CERTAIN  STEPS  IN   CELIOTOMY. 

Dr.  West.— First,  as  to  abdominal  incisions,  there  is  a  great 
variety  in  the  way  of  length  and  character,  from  the  straight 
median  incision  to  the  cross  incision  and  turning  up  a  fiap. 

Dr.  Broun.— We  are  all  pretty  well  muted  in  this,  that  the 
median  line  of  incision  of  the  abdomen  is  the  most  favorable 
one.    I  am  convinced  thai  it  is  much  to  the  patient's  benefit  that 
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the  incision  should  be  of  sufficient  length  to  enable  the  surgeon 
to  work  with  case.  If  the  case  is  one  of  pyosalpinx  or  fibroid 
tumor,  the  length  of  the  incision  should  be  such  as  to  enable  the 
operator  to  work  by  sight.  The  attempt  to  do  such  an  operation 
through  small  incisions  can  only  increase  the  difficulty  of  the 
operation  and  be  a  detriment  to  the  patient.  It  is  the  habit  of 
some  to  enter  the  abdomen  a  little  to  the  right  or  left  of  the  me- 
dian line,  in  order  to  go  through  the  rectus  muscle.  This  has 
certain  advantages,  especially  in  the  final  closing  of  the  wound, 
since  each  layer  can  be  approximated  accurately. 

In  closing  the  wound  I  prefer  coaptating  each  layer  separ- 
ately, chromicized  catgut  being  used  for  the  fascia.  To  take  off 
tension  from  these  sutures  caused  by  vomiting,  it  is  my  custom 
to  place  two  or  more  silkworm-gut  retaining  sutures  through 
all  layers  (excepting  the  peritoneum).  These  sutures  can  be 
removed  after  vomiting  has  ceased. 

Dr.  E.  E.  Tull.  — I  always  feel  that  the  abdominal  incision 
is  a  very  important  part  of  the  operation,  from  the  infection 
point  of  view.  I  try.  in  making  incisions,  to  make  a  clean  cut. 
I  invariably,  before  going  into  the  abdomen,  pick  up  the  abdom- 
inal wall  and  measure  its  thickness,  and  keep  some  sort  of 
record  as  to  how  long  it  takes  to  go  into  the  abdominal  cavity.  It 
should  not  take  more  than  one  minute  or  one  and  one-half  min- 
utes to  go  through  the  anterior  abdominal  wall. 

It  is  much  more  convenient  to  cut  from  below  upward.  We 
have  a  fixed  point  below:  we  must  go  as  near  the  pubis  as  possi- 
ble, but  we  can  extend  as  far  as  we  please.  From  above  we  do 
not  know  how  large  an  opening  we  may  require ;  we  limit  the 
incision.    If  we  start  from  below  upward  it  can  he  extended  '/'/ 

libit  Hill. 

As  to  going  to  one  side  of  the  median  line.  I  do  believe  we  gel 
better  union  if  we  go  to  one  side  or  the  other,  and  have  muscle 
to  cut  through.  In  pyosalpinx  or  where  pus  is  more  or  less  likely 
to  be  spilt.  I  would  rather  have  fascia  in  contact  with  it  than 
the  raw  edge  of  the  muscle. 

In  regard  to  the  use  of  retractors  in  opening  the  abdominal 
wall.  I  think  that  the  use  of  this  instrument  is  fruitful  in  pro- 
ducing abscesses  and  giving  trouble.  I  have  known  of  several 
such  cases  within  the  last  seven  or  eight  years.  I  think  we  can 
gel  alone-  without  retractors. 

The  incision  should  be  clean  cut.  generally  in  the  median  line: 
if  we  have  pus  to  deal  with  the  incision  should  certainly  be  in 
the  median  line.  If  we  have  a  definite  condition  in  the  centre  of 
the  abdominal  cavity,  without  pus,  we  may  select  a  muscle.  I 
think  the  incision  should  be  very  concise  and  clean. 

Dr.  Cleveland.  — In  regard  to  whether  it  is  better  to  go  di- 
rectly through  muscles  or  to  take  advantage  of  the  separation 
of  the  muscles,  I  am  not  absolutely  clear  myself.  I  have  always 
been  in  the  habit  of  finding  the  spot  where  muscles  separate  and 
drawing  them  apart  with  my  fingers,  and  going  in  in  that  way. 
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Several  times  I  have  gone  through  the  muscles.  I  cannot  see 
any  particular  advantage  in  that  method.  I  cannot  make  up 
my  mind  that  there  is  really  any. 

[n  sewing  up  layer  by  layer,  if  you  know  the  spot  where  the 
edge  of  the  muscle  should  be  stitched  to  the  other  side,  it  is  very 
easy  to  stitch  it  to  that  spot. 

I  was  surprised  at  what  Dr.  Tull  said  as  to  retractors.  I 
have  used  them  all  my  life.  I  can  see  no  contraindication.  I 
cannot  see  how  their  use  might  lead  to  abscess.  Of  course  in  a 
pus  ease  it  is  important  that  great  care  should  be  taken  to  keep 
tie-  abdominal  wall  covered  with  gauze. 

Dr.  Till.  — I  mean  simply  that  retractors  give  rise  to  trauma. 

Dr.  Cleveland.  — I  always  use  retractors.  I  cannot  see  that 
They  bruise  the  tissues  enough  to  produce  injury  such  as  you 
mention. 

Dr.  Janvrjn.  —  I  would  like  to  ask  Dr.  Tull  for  an  explanation. 
If  he  goes  directly  through  in  making  abdominal  section,  he  does 
not  pick  up  the  tissues  and  peritoneum  separately,  as  is  fre- 
quently done.  I  find  it  absolutely  necessary  to  do  so  in  many 
eases  where  there  are  adhesions  to  the  anterior  wall  of  the  tumor 
or  of  the  bladder.  If  I  understand  Dr.  Tull  aright,  he  said  he 
would  trim  off  the  sides  of  the  cut  afterward. 

Dr.  Tull. — I  mean  in  approximating  several  layers,  ragged 
edges  may  be  made:  if  so,  I  am  very  careful  to  trim  them  off. 

Dr.  Janvren. — That  would  not  militate  against  slowness  in 
making  the  abdominal  incision  and  so  avoid  going  into  the  blad- 
der where  adhesions  were  suspected,  and  you  thought  it  best  to 
pick  up  the  tissues  slowly  and  so  avoid  injury  to  the  intestines 
or  bladder,  especially  in  cases  of  hernia. 

Dr.  Till.  —  In  hernia,  as  a  rule.  I  make  the  first  incision  down 
to  the  peritoneum.  That  means  I  do  not  have  one  layer  at  one 
angle  and  another  at  another  angle.  I  pick  up  what  the  thick- 
ness is.  one  or  one  and  one-half  inches,  and  protect  the  point  of 
the  knife  for  that  length.     I  never  cut  the  intestine  in  my  life. 

Dr.  Cleveland.— I  would  like  to  emphasize  what  Dr.  Tull 
said  about  the  point  of  beginning  the  incision.  I  always  stand 
on  the  patimt's  left  side  and  cut  from  the  pubis  upward,  for 
the  very  reason  he  states.  If  you  make  a  short  incision  you 
know  where  to  begin  below  and  can  limit  it  at  the  umbilicus,  if 
you  choose.  That  is  a  very  important  point  and  I  would  like  to 
emphasize  it. 

Dr.  West.  —  I  believe  that  the  Length  of  the  incision  is  an  ex- 
tremely important  factor  with  the  patient.  I  have  seen  incisions 
which  varied  between  the  extremely  long  one.  extending  from 
the  umbilicus  to  the  pubis,  for  simple  ovariotomy,  and  the  one 
that  was  only  two  inches  long  and  the  attempt  made  to  remove 
a  pus  tube.  The  latter  is  extremely  dangerous.  The  question  is 
not  settled.  Some  men  prefer  very  short  incisions,  others  very 
lone  ones.  It  is  a  question  of  judgment.  In  slight  operations, 
as  for  chronic  oophoritis,  a  very  short  incision— one  and  one-half 
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inches— is  sufficient.  For  the  dissection  of  pus  tubes,  where  one 
should  have  his  eyes  upon  the  work  he  is  doing,  to  have  an  in- 
cision of  sufficient  length  is  of  great  importance.     In  pyosalpinx 

an  incision  from  three  to  four  or  four  and  one-half  inches  in 
length  is  required.  In  hysterorrhaphy  an  incision  of  one  or  one 
.Hid  one-half  inches  will  suffice. 

Another  factor  enters  into  this  question,  namely,  hernia.  An 
extremely  long  incision  is  much  more  injurious  to  the  abdomi- 
nal wall  than  a  short  one.  I  have  known  of  men  who  operated 
Eor  simple  ovaritis  and  made  an  incision  from  the  umbilicus  to 
the  pubis,  followed  by  abscesses  and  ventral  hernia.  The  oper- 
ation could  have  been  done  through  a  two-inch  incision  with 
probably  much  less  danger  of  hernia.  The  less  the  length  of 
the  incision,  the  less  shock:  the  less  to  sew.  the  more  time  saved. 
One  must  not  attempt  to  use  a  small  incision  for  a  pus  case  or 
where  a  tumor  has  to  be  dragged  out. 

METHODS  OF   CARING  FOR  AND  PROTECTING  INTESTINES  DURING 

OPERATION. 

Dr.  West.  — I  think  if  there  is  one  aspect  more  important  than 
another  in  performing  celiotomy,  it  is  that  of  the  care  of  the 
intestines,  and  the  subject  is  so  large  one  hardly  knows  where 
to  begin  it.  It  is  easier  to  care  for  the  intestines  with  a  small 
abdominal  opening.  There  are  times  when  large  incisions  are 
necessary,  and  where  the  intestines  must  be  exposed  and  must 
themselves  be  operated  upon. 

I  think  that,  in  the  first  place,  we  may  consider  that  aspect 
of  the  case  which  involves  the  handling  or  moving  of  the  intes- 
tines about.  It  has  been  my  experience  and  observation  that  if 
the  intestines  are  dragged  upon  the  shock  produced  is  more  pro- 
found. This  should  always  be  avoided.  The  mesentery  should 
not  lie  stretched,  as  the  effect  on  the  sympathetic  system^  is  bad. 
In  such  manipulations  a  condition  of  shock  has  been  produced 
where  death  has  followed.  Whether  the  bowel  is  to  be  sutured 
or  handled  otherwise,  let  us  not  drag  on  them.  Do  the  work  with 
the  intestines  lying  loosely  under  the  hand,  not  dragging  upon 
the  mesentery. 

Second,  protection  of  the  intestines.  They  are  near  the  seat 
of  the  great  blood  supply,  sympathetic  nerve  supply,  and  should 
not  be  exposed  to  the  air  more  than  is  necessary.  This  can  be 
accomplished,  when  exposing  is  necessary,  by  keeping  them  cov- 
ered  with  warm  towels  moistened  with  saline  solution.  The  best 
protection  is  in  the  abdomen,  covered  with  omentum,  kept  warm, 
and  covered  with  normal  secretions. 

When  separating  adhesions,  if  we  rupture  pus  tubes  or  pus 
accumulations  of  any  kind,  and  get  the  intestines  soiled,  the 
chances  are  very  great  for  fatal  peritonitis.  It  is  of  the  great- 
est importance  possible  that  we  should  prevent  such  infection  of 
the  intestines.  I  believe  a  ruptured  intestine  should  be  at  once 
sewed   up.    Intestinal   adhesions  are   always  to  be   feared,   and 
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some  patients  have  especial  tendencies  toward  their  formation. 
A  great  deal  of  thought  and  experimentation  has  been  given 
tn  the  subject,  but  no  satisfactory  conclusion,  so  far  as  I  know, 
has  been  reached  in  regard  to  preventing  adhesions.  Dr.  Mor- 
ris has  been  carrying  on  some  interesting  experiments,  using 
aristol.  He  gives  the  intestines  a  good  coating  of  aristol.  Some 
writers  advocate  the  practice  of  filling  the  abdomen  with  normal 
saline  solution.  This  is  not  satisfactory;  it  does  not  prevent  in- 
testinal adhesions.  I  operated  upon  two  cases  and  filled  the 
abdomen  with  normal  saline  solution,  and  the  adhesions  occurred 
again  as  badly  as  before  operation.  Dr.  Morris  is  now  experi- 
menting with  sterilized  animal  peritoneum.  He  prepares  the 
peritoneum  of  the  ox,  which  will  at  once  adhere  to  a  denuded 
surface  when  placed  upon  it.  the  opposite  side  forming  a  glisten- 
ing, non-adhesive  membrane.  What  the  outcome  will  be  Ave  do 
not  know.    He  is  to  present  a  paper  shortly  upon  that  subject. 

Dr.  Broun.  — I  agree  with  Dr.  West  that  there  is  nothing  on 
the  line  of  our  abdominal  work  which  demands  closer  attention 
than  the  protection  of  the  intestines.  My  belief  is  that  the  pro- 
tection of  the  intestines  should  chiefly  be  done  at  the  commence- 
ment of  the  operation.  That  is,  when  the  abdomen  is  opened 
the  intestines  should  be  gotten  as  completely  out  of  the  way  as 
possible,  so  that  the  field  of  operation,  whether  for  pus  tubes  or 
pyosalpinx,  cancerous  uterus  or  otherwise,  will  practically  be 
extraperitoneal  so  far  as  the  intestines  are  concerned— entirely 
cut  off  from  the  intestinal  mass.  It  is  our  custom  at  the  Wo- 
man's Hospital  to  use  the  regulation  abdominal  pads,  eight  inches 
square,  with  long  tape  attached.  To  prevent  their  adhering  to 
the  intestine  they  are  moistened  with  salt  solution.  The  patient 
is  put  in  extreme  Trendelenburg  position:  if  no  adhesions  exist 
the  intestines  at  once  gravitate  toward  the  diaphragm.  We 
usually  jmt  in  eight  or  nine,  sometimes  ten,  abdominal  pads, 
and  cover  the  intestines  thoroughly,  so  that  if  there  should  be 
any  escape  of  fluid  it  will  be  met  by  the  pads  and  not  soil  the 
(•nils  of  the  intestines.  Where  dense  adhesions  exist  and  we  fear 
the  spilling  of  pus,  the  patient  is  put  in  extreme  Trendelenburg 
position  to  get  the  intestines  as  far  back  as  they  will  go.  Pads 
are  put  <>ver  them,  special  attention  being  paid  to  the  sides 
where  there  are  least  adhesions,  so  that  any  escape  of  pus  or 
fluid  must  necessarily  fall  against  the  pads  as  the  operator  be- 
gins to  separate  the  adhesions.  As  he  gets  down  closer  to  the 
mass  lie  is  followed  by  his  assistant,  who  keeps  the  pads  well 
applied.  As  the  adhesions  are  separated  and  the  intestines  liber- 
ated they  are  pushed  back  and  covered  with  fresh  pads,  if  nec- 
essary. Although  I  know  that  after  the  removal  of  these 
inflammatory  masses,  pus  tubes,  etc..  in  a  large  majority  of 
cases  their  contents  are  sterile,  it  adds  to  the  operator's  discom- 
fort to  soil  the  intestines  with  escaping  fluids,  and  greatly  to 
his  comfort  nol  t<>  do  so. 

If  we  have  pus  to  deal  with,  the  assistant  slips  pads  over  each 
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side  of  the  edge  of  the  abdominal  wound  underneath  the  re- 
tractors, and  any  spilled  pus  does  not  come  in  contad  with  the 
wall  but  with  the  pad  that  lies  against  it.  No  intestines  get  out 
and  none  are  exposed.  As  little  dragging  as  possible  is  done. 
By  keeping  the  intestines  covered  in  that  way,  if  pus  be  spilled 
no  flushing  out  is  necessary:  dry  pads  are  placed  in  after  touch- 
ing up  the  soiled  field  with  peroxide.  After  the  pelvis  is  cleared, 
soiled  pads  are  taken  out.  fresh  ones  put  in.  and  we  change  our 
gloves.  "We  know  that  in  a  large  majority  of  eases  the  pus  is 
sterile,  yet  it  is  comfortable  to  feel  that  in  all  human  probability 
we  have  not  soiled  the  intestines  with  pus.  The  results  are 
excellent. 

Dr.  J.  Dougal  Bissell  presented  a  paper  on 

CLOSURE   OF    THE   ABDOMINAL    INCISION. 

Permit  me  to  say  a  word,  first,  in  regard  to  the  opening  of 
the  abdomen.  I  prefer  the  median  incision,  chiefly  for  the  rea- 
son that  the  abdominal  walls  are  more  easily  retracted  and 
manipulation  within  facilitated  when  the  incision  is  along  the 
linea  alba.  The  length  of  the  incision  should  depend  upon  the 
extent  of  work  to  be  accomplished.  I  had  promised  to  prepare 
a  paper  for  this  Society,  to  be  read  next  fall,  and  had  selected 
as  my  subject  for  that  occasion  the  one  you  have  assigned  me  for 
this  evening:  being  thus  anticipated,  I  shall  be  brief  in  my  re- 
marks, reserving  for  the  future  a  more  detailed  description. 
The  methods  of  closing  the  abdominal  incision  are  numerous; 
that  which  is  used  by  the  majority  of  operators  may  be  de- 
scribed as  a  "through-and- through"  method,  the  suture,  silk- 
worm-gut or  silver,  being  passed  through  skin.  fat.  fascia,  mus- 
cle,  and  peritoneum.  A  modification  of  this  method,  introduced 
by  Dr.  Waldo  and  used  now  by  many,  consists  in  omitting  al- 
ternately the  fascia.  Rapidity  is  the  chief  advantage  in  these 
methods.  The  layer-by-layer  suturing  is  being  more  commonly 
used  and  is  the  method  I  personally  prefer.  Every  method  has 
its  successes  and  failures,  but  these  successes  and  failures  de- 
pend, to  a  very  great  extent,  upon  the  precision  of  the  operator. 
My  objection  to  the  "through-and-through"  method  is  that  it 
is  difficult  to  regulate  the  tension  of  the  sutures:  often  traction 
is  too  great,  the  circulation  is  thus  impaired,  and  the  tissues 
break  down.  Stitch  abscesses  are  a  very  common  sequel  to  this 
method.  Until  within  the  past  year  it  had  been  the  custom  on 
our  service  at  the  Woman's  Hospital  to  close  the  incision  by 
suturing  separately  each  layer  and  passing  two  silkworm-gut 
sutures  entirely  through  the  abdominal  wall  for  the  purpose  of 
relieving  strain  upon  the  sutures  which  unite  the  separate  lay- 
ers. It  was  our  habit  to  use  chromicized  catgut  for  fascia.  We 
repeatedly  found  abscesses  in  the  angles  of  the  wounds.  On 
two  occasions  the  incision  broke  down  its  entire  length,  leaving 
only  the  peritoneum  intact.  We  attributed  the  cause  of  the 
breaking  clown  of  the  wound  to  chromic  gut ;  this  gut  was  exam- 
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ined,  but  pronounced  free  from  microscopic  life,  which  led  us 
to  conclude  that  the  chromium  itself,  being  a  chemical  irritant, 
was  in  excess  in  the  strands  of  gut  used  and  was  the  probable 
cause  of  tissue  destruction.  Last  summer  I  abandoned  alto- 
gether the  chromic  gut,  also  the  silkworm  gut,  substituting-  for 
these  plain  catgut,  adopting  the  following  method:  Two  or  three 
Xo.  3  catgut  sutures  are  first  passed  through  fascia,  muscle. 
peritoneum  on  one  side,  peritoneum,  muscle,  fascia  on  the  other, 
which,  when  tied,  act  as  supporting  sutures  to  those  uniting  the 
peritoneum  and  fascia.  The  peritoneum  is  closed  with  No.  1 
catgut,  the  fascia  with  No.  '2.  and  the  skin  with  black  silk.  Our 
successes  have  been  most  gratifying,  and  I  hope  to  report  re- 
sults more  fully  at  another  time. 

Dr.  Shaii.kk.  —  Dr.  Bissell  has  spoken  of  two  ways  of  closing 
wounds,  with  silkworm  and  catgut.  Wounds  may  be  closed  an- 
other way:  Starting  at  the  deep  fascia,  passing  silkworm  gut 
down  through  the  peritoneum  and  through  the  opposite  edge 
of  peritoneum,  then  passing  through  deep  fascia,  crossing  the 
ends  and  passing  them  through  the  skin,  making  a  figure-of- 
eight  suture.  That  brings  in  approximation  the  several  layers 
better  than  anything  I  have  seen  in  the  way  of  using  silkworm 
gut. 

In  regard  to  the  failure  of  union  in  Dr.  Cleveland's  case:  In 
one  case  I  saw,  the  ovary  and  tubes  had  been  removed  in  a  very 
virulent  form  of  pyosalpinx.  The  woman  died  at  about  the  end 
of  a  week.  We  found,  just  before  she  died,  pus  pouring  out  and 
the  intestines  exposed  in  different  areas  along  the  incision.  In 
one  section  the  peritoneum  would  be  closed,  and  in  another  open. 
A  virulent  microbic  infection  had  destroyed  the  whole  abdomi- 
nal incision.  I  have  also  seen  cases  where  through-and-through 
sutures  had  been  used— eighteen  silver  wires  in  an  incision  of 
about  four  inches  in  length.  All  but  about  one  inch  of  the  in- 
cision had  burst  open  at  the  end  of  two  weeks  when  the  silver 
wires  were  removed. 

Dr.  Cleveland.  — I  think  the  point  Dr.  Bissell  brings  out  with 
regard  to  the  chromium  retained  in  catgut  a  very  good  one.  At 
his  suggestion  the  chemists  Van  Home  &  Co.,  who  have  estab- 
lished a  reputation  for  their  excellent  preparations,  examined 
the  catgut.  They  found  that  some  of  the  larger  sizes  did  contain 
the  chromium,  and  I  believe  they  have  now  succeeded  in  getting 
rid  of  all  of  it.  They  do  not  state  Iioav.  but  I  imagine  it  is  by 
very  thorough  washing  of  the  catgut.  I  believe  the  catgut  they 
have  produced  of  late  is  not  open  t<>  the  same  objection  as  for- 
merly. 

At  one  time  I  had  a  passion  for  the  figure-of-eight  suture.  I 
felt  that  I  must  use  it  frequently.  I  thought  once  it  was  a  very 
good  method— did  for  several  years,  hut  I  have  abandoned  it 
for  no  particular  reason.  I  think  it  a  very  good  way.  a  little 
more  difficult,  possibly,  than  the  ordinary  method.  I  used  it 
continually  with  silkworm  gut. 
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In  regard  to  the  case  of  breaking  open  of  the  wound,  it  is  the 
first  case  I  have  ever  seen  of  complete  separation  of  all  the  lay- 
ers, peritoneum,  fascia,  and  integument.  In  this  case  the  acci- 
dent occurred,  and  the  following  morning  the  patient  was  put 
under  ether.  I  found  what  proved  to  be  edematous  intestine 
with  the  peritoneal  edges  attached  all  along  the  line.  It  was 
remarkable  how  firmly  the  peritoneum  was  attached  to  the  intes- 
tine in  such  a  short  time.  I  had  some  difficulty  in  separating  it. 
The  wound  must  have  been  thoroughly  cleaned,  as  no  peritoni- 
tis followed.  The  peritoneum  was  not  infected  in  the  slightest 
degree.  Why  I  should  have  pus  after  the  secondary  closure  is  a 
mystery.     There  was  none  in  the  first  place. 

Dr.  Jaxvrix.  — I  would  like  to  speak  in  favor  of  silver  wire 
in  closing  abdominal  wounds.  I  find  any  approximation  used 
to  bring  peritoneum  together  sufficient,  to  hold  it.  There  is  no 
strain  upon  the  peritoneum,  as  I  understand  it,  because  it  is 
such  elastic  tissue.  I  have  used  catgut  for  the  peritoneum  itself, 
and  then  other  sutures,  as  Dr.  Bissell  and  others  have  mentioned. 
I  believe  there  is  no  strain  at  any  time  upon  the  peritoneum 
itself. 

I  have  tried  chromicized  catgut,  silkworm  gut.  etc.,  but  have 
got  back,  within  the  last  five  or  six  years,  absolutely  to  the  use 
of  the  throimh-and-through  silver-wire  suture.  In  putting  it  in 
I  always  pass  my  needle  through  the  skin  about  one-third  of  an 
inch  from  the  edge.  I  invariably  carry  the  needle  point  outward. 
so  as  to  take  a  good  hold  upon  the  muscle,  carry  it  down  through 
the  fascia,  and  then  simply  catch  the  peritoneum.  Then  carry- 
ing it  through  from  inside  cut  and  making  a  reverse,  the  result 
is  that  I  have  a  perfect  loop.  Every  suture  is  applied  in  that 
way.  AVhen  the  surfaces  are  brought  together  and  sutures 
tightened.  I  always  resort  to  the  practice  Dr.  Emmet  taught  us 
of  shouldering  the  sutures.  I  take  the  tenaculum  and  lift  the 
Loop  and  twist  a  little  more;  consequently,  as  I  believe,  there  is 
not  too  much  traction  upon  the  sutures,  the  walls  are  approxi- 
mated, and  I  very  rarely  see  any  abscesses  whatever.  Too  much 
stricture  is  not  put  upon  the  stitches,  just  sufficient  strength 
and  power  to  hold  the  surfaces  together  in  a  looped  form,  and 
they  are  held  perfectly.  Enough  tension  is  put  upon  them  so 
1hat  muscle  and  fascia  are  brought  together  properly,  but  not 
sufficient  to  cause  any  undue  tension  which  might  lead  to  the 
formation  of  abscesses.  I  have  used  silver  wire  almost  invari- 
ably for  the  past  five  or  six  years;  once,  for  a  period  of  two  or 
three  years,  I  resorted  to  other  methods.  I  had  always  used  the 
silver  wire  before  this  for  at  least  twenty  years,  and,  after  trying 
the  catgut  and  silkworm  gut  for  two  or  three  years,  I  returned 
to  the  silver  wire,  applied  as  before  described. 

Dr.  Laxgstaff.— I  notice,  in  the  drawing  Dr.  Bissell  showed 
ns.  that  the  stitch  which  includes  skin  and  fat  runs  very  super- 
ficially to  the  surface  of  the  cut.  I  think  when  tied  it  would 
make  a  pocket  in  the  tissues  there.  I  believe  it  should  be  made 
16 
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with  a  full  curved  needle,  to  include  a  great  deal  of  tissue  as  in 
the  perineum;  then  you  will  eliminate  the  dead  spaces  and  press 
the  tissues  more  firmly  together.  Not  only  that,  if  you  put  in  a 
superficial  stitch  which  runs  close  to  the  cut  surface,  you  pro- 
duce greater  strangulation  of  the  vessels.  The  more  superficial 
the  stitches,  the  more  are  required  and  the  greater  the  strangu- 
lation of  vessels.  The  Hagedorn  needle  is  something  like  a  small 
tenotomy  knife.  You  take  a  deep  stitch  and  you  do  not  know  how 
many  vessels  you  catch  in  its  passage  through  the  tissues.  The 
incision  is  closed  up  by  the  tension  of  the  stitch,  and  that  pre- 
vents the  escape  of  blood  on  the  surface.  In  that  way  you  do 
not  know  how  much  blood  escapes  in  the  tissues  below.  I  think 
these  conditions  will  often  explain  the  suture  abscesses  which 
form. 

Dr.  Broun.  — The  impression  produced  upon  the  minds  of 
those  present  would  be  that  we  are  in  the  habit  of  having  ab- 
scesses at  the  Woman's  Hospital.  It  is  the  rarest  thing.  When 
they  do  occur  we  want  to  know  the  cause. 

Dr.  West.— In  regard  to  finding  free  chromium,  etc.,  I  think 
we  used  some  chromicized  gut  at  the  Woman's  Hospital.  In 
all  the  winter's  work  there  has  been  but  one  abscess  in  the  serv- 
ice of  Dr.  Bache  Emmet  in  these  closings  of  celiotomy  wounds; 
we  constantly  use  the  chromic  gut.  We  had  one  abscess  last  sum- 
mer; in  one  year's  work,  two  abscesses,  which  I  consider  an 
excessive  number  in  that  service.  We  ought  not  to  have  more 
than  one  in  a  couple  of  years.  We  have  used  chromicized  gut, 
closed  the  peritoneum  with  fine  catgut,  fascia  with  medium- 
sized  chromium  gut,  and  skin  with  silk. 

Official  transactions.  H.  Grad,  Editor. 
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CHICAGO  GYNECOLOGICAL  SOCIETY. 


Meeting  of  February  21,  1902. 

The  President,  Lester  E.  Frankenthal,  M.D.,  in  the  Chair. 

uremia  in  pregnancy. 

Dr.  Frankenthal.— I  desire  to  briefly  report  the  case  of  a 
multipara  who  was  delivered  some  six  years  ago.  At  that  time 
no  urinalysis  was  made.  The  woman  is  the  wife  of  a  lawyer,  a 
remarkably  bright  man,  who  of  his  own  accord,  after  her  deliv- 
ery, concluded  that  there  must  be  something  wrong  with  his 
wife  because  her  extremities  were  so  badly  swollen.  This  case 
occurred  in  the  Northwest  of  our  country,  and  my  interne  ob- 
tained this  history  after  her  admission  to  hospital :  Three  weeks 
before  her  first  confinement,  six  years  ago,  she  noticed  a  swell- 
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hiz  of  the  feet  and  legs.  She  had  at  that  time  suffered  from 
occipital  headaches,  but  manifested  no  other  symptoms.  She 
had  an  easy  confinement  which  lasted  but  two  hours.  One  -week 
later  the  headaches  returned,  particularly  in  the  back  of  the 
head.  This  continued  for  five  months,  during  which  time  the 
] >ains  became  at  times  more  severe  and  were  distinctly  remit- 
tent. It  was  seven  months  before  the  swelling  in  the  feet  and 
legs  decreased  and  she  was  well  again.  During  that  time,  at  the 
instigation  of  the  husband,  her  urine  was  examined  and  found 
to  contain  large  quantities  of  albumin.  At  the  expiration  of 
'eight  months  the  albumin  had  disappeared  entirely  from  the 
urine.  A  few  years  after  that  she  had  a  miscarriage.  I  saw  the 
patient  a  week  ago,  and  the  history  given  at  that  time  was  the 
following :  A  week  previous  to  my  seeing  her  she  suffered  from 
a  severe  toothache,  and  her  family  physician  administered 
chloroform  and  the  tooth  was  extracted.  Two  days  after  the  ex- 
traction of  the  tooth  there  was  general  edema  of  the  body,  and 
upon  examination  of  the  urine  large  quantities  of  albumin  were 
found.  She  was  then  in  her  thirty-first  week  of  pregnancy.  The 
physician  asked  me  to  see  the  patient  at  that  time.  She  was  taken 
to  the  hospital  and  kept  on  a  milk  diet,  given  sweat  baths,  bowels 
attended  to,  etc..  etc. ;  and  wrhile  the  albumin  decreased  some- 
what in  quantity  at  the  expiration  of  three  or  four  days,  the 
decrease  was  so  little  that  I  felt  the  woman's  kidneys  would  be 
permanently  impaired  if  pregnancy  were  to  continue,  especially 
if  so  slight  an  insult  as  the  administration  of  the  chloroform 
could  provoke  another  attack  of  nephritis ;  and  inasmuch  as  we 
would  have  to  wait  at  least  eight  more  weeks  before  the  expira- 
tion of  her  pregnancy,  I  deemed  it  advisable  to  bring  on  labor. 

I  put  in  several  Barnes'  bags  of  the  largest  size,  tied  them  to 
the  bed,  intending  to  make  slow  dilatation,  but  each  and  every 
one  broke  after  being  attached  for  five  or  six  minutes.  I  finally 
put  in  Champetier  de  Kibes'  bag  and  made  steady  traction  for 
about  thirty  to  forty  minutes,  when  the  os  was  sufficiently  well 
dilated  for  me  to  feel  that  her  labor  wTould  have  to  continue ;  it 
was  then  not  larger  than  two  inches  in  diameter.  I  left  the  pa- 
tient long  enough  to  take  some  supper,  and  in  my  absence  the 
physician,  who  was  likewise  in  attendance,  ruptured  the  bag  of 
waters,  thinking  the  os  completely  dilated.  It  was  one  of  those 
conical  bags  of  waters  that  we  find  in  breech  presentations.  After 
my  return  I  found  an  incomplete  breech  presentation,  with  the 
os  no  more  dilated  than  when  I  left.  She  gave  birth  to  a  dead 
child,  life  having  ceased  during  the  delivery. 

The  most  interesting  feature  of  this  case  is  the  urinalyses, 
which  show  speedy  improvement  after  the  delivery  of  the  child. 
The  woman  is  making  an  uninterrupted  recovery.  The  edema 
has  disappeared;  the  headaches  have  gone,  also  the  epigastric 
pain,  and  the  chronic  uremic  restlessness  has  disappeared,  so 
that  I  am  in  hopes  of  her  having  in  time  a  completely  restored 
kidney. 
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Dr.  Gustav  Kolischer. — I  desire  to  speak  of  only  one  point  in 
connection  with  this  case,  as  Dr.  Frankenthal  has  already  stated 
that  I  indorsed  his  opinion  of  inducing  labor  in  his  case.  It  is 
the  experience  of  the  last  two  years  that,  in  all  cases  where  we 
want  to  dilate  the  cervix  rapidly  or  within  a  short  time,  it  is 
better  to  use  a  non-elastic  colpeurynter  for  two  reasons.  Elastic 
eolpeurynters  are  hard  to  keep  in  good  shape;  they  become  brittle 
and  break  easily,  and  if  you  pull  hard,  or  the  cervix  is  rigid,  as  is 
usually  the  ease,  the  colpeurynter,  if  it  does  not  burst,  becomes 
stretched  out  to  the  shape  of  a  sausage  and  slips.  So  it  is  better, 
in  case  one  desires  rapid  dilatation,  to  use  one  of  the  French 
colpeurynters.  They  do  not  give  way  and  they  do  not  become 
brittle." 

Dr.  Alexander  Hugh  Ferguson.  —  I  would  like  to  ask  Dr. 
Frankenthal  whether  he  has  noticed,  in  his  practice  in  this  line, 
the  effect,  in  bringing  on  labor,  on  the  secretion  of  urine  and  the 
amount  of  urea  during  that  time;  whether  the  amount  of  urea 
was  increased  or  decreased,  or  whether  the  amount  of  urine  was 
decreased  or  increased. 

Dr.  Frankenthal.  —  I  believe  that  our  clinical  estimate  of  the 
a  mi  Mint  of  urea  secreted  by  a  patient  is  simply  a  fake,  because 
wre  have  hardly  any  right  to  estimate  the  amount  of  urea  secreted 
by  a  patient  when  we  do  not  know  the  amount  of  nitrogenous 
food  taken  by  the  patient,  likewise  the  amount  of  sweating,  the 
bowel  movement,  etc.  All  these  things  have  an  important  bear- 
ing on  the  amount  of  urea,  and  unless  we  are  accurate  in  one 
instance  we  have  no  right  to  make  deductions  in  the  other.  In 
pregnant  patients  of  whose  eases  I  have  kept  careful  records  of 
urinalyses,  say  ten  to  fifteen  times  through  pregnancy,  I  have 
found  that  the  patient's  urea  varies  anywhere  from  one-half  per 
cent  to  2.2  per  cent  all  through  pregnancy,  whether  we  take  fresh 
specimens  or  twenty-four-hour  specimens,  and  I  do  not  find  that 
the  induction  of  labor  has  any  instantaneous  appreciable  effect 
on  the  amount  of  urea  ex  en  •led  by  those  patients. 

!)k.  Alexander  Hugh  Ferguson  read  a  report  on 

UTERINE    SUSPENSION    PER    VAGINAM. 

During  the  last  three  years  indications  presented  themselves 
in  a  limited  number  of  cases  to  suspend  the  uterus  to  the  anterior 
abdominal  wall  and  fasten  it  in  the  same  position  of  slight  ante- 
rior flexion  that  is  obtained  by  the  Kelly  method  through  an  ab- 
dominal incision.  It  is  simply  Kelly's  suspension  without  his 
technique.  The  indications  for  it  are  the  same,  the  same  ob- 
jections obtain,  and  the  results  cannot  be  different. 

By  this  method  the  objectionable  scar  on  the  abdomen  is  ob- 
viated. I  perform  it  when  I  am  not  allowed  to  open  the  abdomen 
above  the  pubes  and  do  my  operation  of  "anterior  transplanta- 
tion of  the  round  ligaments,"  and  also  when  Webster's  operation 
is  not  feasible  through  the  vagina. 

Operation. — Perform  anterior  eolpotomy.  turn  the  uterus  out 
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Pig.  1)  ;  fasten  a  long  double  suture  of  Xo.  1  chromoform  catgut 
To  the  posterior  surface  of  the  fundus  of  the  uterus,  and  pass  a 
narrow-bladed  knife  through  the  abdominal  wall  at  the  supra- 
pubic fold  without  penetrating  the  peritoneum;  insert  a  sound 

Pig.  2)  into  the  bladder  and  with  it  push  that  viscus  to  one  side 
and  down,  so  as  not  to  receive  injury.  Now  pass  a  long,  curved, 
blunt-pointed  needle  through  the  abdominal  puncture  and  pierce 
ili>-  peritoneum  between  two  fingers  of  the  left  hand  that  have 


\ 


Fig.  1. 


^=>. 


Fig.  2. 


been  inserted  through  the  vaginal  incision  to  the  anterior  ab- 
dominal wall  where  the  needle  penetrates.  The*  fingers  feel  the 
bladder  and  serve  as  an  additional  guide  to  protect  it.  The 
needle  is  allowed  to  pass  behind  the  bladder  and  come  out  through 
the  vagina  by  way  of  the  colpotomy  incision.  Thread  the  needle 
'Fig.  1)  and  withdraw  it  through  the  abdominal  puncture,  then 
make  traction  on  the  catgut  suture  until  the  uterus  is  brought  to 
its  normal  position  (Fig.  3). 

One  strand  is,  threaded  into  an  ordinary  curved  surgical  needle 
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and  a  bite  taken  of  the  linea  alba,  the  needle  emerging  through  a 
second  small  puncture  in  the  skin ;  then  the  other  strand  is  simi- 
larly dealt  with,  the  suture  tied,  and  the  uterus  is  held  suspended. 
A  horsehair  suture  closes  each  puncture  in  the  skin  and  a  col- 
lodion dressing  seals  them  up.  Two  or  three  sutures  are  inserted 
in  the  vaginal  vault  to  close  the  wound  there,  the  vagina  is  packed 
with  gauze,  and  the  operation  is  completed. 

Should  omentum  or  intestines  show  in  the  vaginal  wound  or 
come  in  contact  with  the  seat  of  operation,  then  the  patient  is 


Fig.  3. 


placed  in  the  Trendelenburg  position,  when  they  at  once  recede 
out  of  the  way. 

I  have  performed  this  operation  thirteen  times  successfully 
without  an  accident.  In  eight  cases  the  uterus  was  simply  retro- 
displaced;  one  of  these  has  since  borne  a  child.  In  two  cases 
conservative  work  was  done  on  cystic  ovaries  and  the  ovaries 
suspended  in  place  by  shortening  the  utero-ovarian  ligaments. 
These  are  symptomatically  cured,  but  have  not  become  pregnant. 
In  the  remaining  three  cases  the  tubes  and  ovaries  were  removed 
for  chronic  inflammation  and  the  displaced  womb  suspended. 
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Dr.  Ferguson  also  reported 

THREE  CASES  OF  ACUTE  GASTRECTASIA,  TWO  FOLLOWING  OPERATIONS. 

Acute  dilatation  of  the  stomach  causing  pyloric  obstruction  is, 
rare.  Works  on  medicine  make  slight  reference  to  it,  and  surgi- 
cal text  books  make  no  mention. 

Case  I.— J.  P.,  24  years  of  age,  was  referred  to  me  by  Dr. 
Bacon  and  sent  to  the  Post-Graduate  Hospital  in  June,  1895. 
He  was  complaining  of  repeated  attacks  of  pain  in  the  right  iliac 
region,  these  becoming  more  frequent  and  severe.     The  pain  be- 


Acute  gastrectasia. 


came  nearly  constant.  In  short,  he  had  a  clear  clinical  history  of 
chronic  appendicitis,  which  proved  to  be  so  by  operation.  It  was 
an  easy  case  to  operate  upon.  The  appendix  was  not  adherent, 
it  was  enlarged  toward  its  distal  end,  had  two  strictures  in  it, 
and  contained  three  gallstones.  The  abdomen  Avas  closed  with- 
out drainage  and  the  young  man  placed  in  bed.  He  vomited 
once  or  twice  on  the  operating  table,  but  he  was  free  from  it  for 
three  hours  after  the  operation.  Then  vomiting  set  in,  in  a  mild 
manner  and  without  distress.  Day  by  day  he  became  worse. 
No  bile  or  intestinal  contents  in  the  matter  vomited.     Consulta- 
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tion  was  called  on  the  fifth  clay.  Then  he  was  bloated  over  the 
entire  abdomen,  pnlse  rapid  and  weak,  skin  cold,  temperature 
normal.  He  died  on  the  eighth  day.  A  complete  postmortem 
of  the  chest  and  abdomen  was  performed.  The  organs  were 
normal  except  the  stomach. 

The  seat  of  the  operation  upon  the  appendix  was  in  a  perfect 
state.  The  stomach  literally  filled  the  abdomen  and  extended 
into  the  pelvis  (see  illustration).  The  pylorus  was  completely 
obstructed  on  account  of  being  acutely  bent.  The  pyloric  end  of 
the  stomach  was  greatly  thickened  and  congested.  A  sketch  was 
taken  of  it,  as  here  presented. 

Case  II.— In  July.  1897.  Dr.  G.  G.  Burdick  called  me  to  the 
Chicago  Charity  Hospital  to  see  a  case  of  supposed  intestinal 
obstruction.  He  was  2-4  years  old.  a  healthy  laborer.  He  com- 
plained of  abdominal  distress,  a  sore  sense  of  fulness,  constant 
vomiting,  great  thirst,  general  prostration,  and  increasing  tym- 
pany of  the  abdomen.  The  illness  was  of  three  days'  duration 
and  attributed  to  overeating.  On  the  fourth  day  of  July  he  ate 
corned  beef,  cabbage,  carrots,  etc..  to  an  enormous  extent,  and 
even  before  he  left  the  dinner  table  he  felt  the  distress  and  in  a 
few  minutes  began  to  vomit.  For  twenty-four  hours  he  suffered, 
but  a  doctor  was  not  called  till  the  next  day. 

The  vomiting,  etc..  became  alarming  and  he  was  sent  to  the 
hospital.  A  physical  examination  revealed  an  alarming  condi- 
tion. Pulse  120,  rapid  and  weak,  sighing  respirations,  tempera- 
ture subnormal,  restless,  eyes  sunken,  cold  perspiration  over  his 
body,  and  extremities  cold.  Everything  he  swallowed  was  soon 
rejected.  The  vomited  material  was  from  the  stomach  alone. 
It  contained  no  bile  nor  intestinal  contents.  Stomach  tympany 
extended  below  the  umbilicus  and  succussion  could  be  elicited. 
Acute  dilatation  of  the  stomach  was  recognized  and  treated  by 
washing  out  the  distended  organ.  I  have  no  note  of  the  quantity 
of  liquid  material  removed  by  the  first  passing  of  the  stomach 
tube,  but  it  was  several  quarts. 

At  the  end  of  a  week  he  left  the  hospital,  able  to  take  his  food 
by  the  stomach.     Three  months  later  he  was  in  normal  health. 

Case  III.— Mr.  C.  H.  R.,  aged  43  years,  patient  of  Drs.  Cotton 
and  C.  H.  Andersen,  entered  the  Chicago  Hospital  on  June  5, 
1901.  He  was  complaining  of  colicky  pains  in  the  region  of  the 
appendix,  tenderness  on  pressure,  the  presence  of  a  tumor,  con- 
stipation, and  losing  flesh  and  strength.  Trouble  began  four  or 
five  years  previously  in  the  form  of  attacks  of  pain  in  the  right 
iliac  region.  Since  that  time  he  has  had  a  clinical  history  of 
chronic  catarrhal  recurrent  appendicitis.  The  last  attack  of 
this  nature  he  had  a  temperature  of  102°,  two  weeks  before  enter- 
ing the  hospital,  and  a  mass  in  the  iliac  region  was  detected  for 
the  first  time. 

Physical  examination  revealed  a  mass  in  right  iliac  region 
about  two  and  one-half  inches  in  diameter,  firm,  hard,  and  tender. 
Right  iliac  region  beloAv  the  mass  was  quite  tympanic,  while 
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above  it  there  was  flatness.  Upon  listening  with  stethoscope  the 
noise  of  gas  rushing  through  a  narrow  opening  could  be  heard. 
Diagnosis:  Probably  carcinoma  of  the  cecum.  Operation  ad- 
vised. 

Operation.  —  The  next  day  I  removed  entire  cecum,  about  two 
and  one-half  inches  of  ileum,  and  four  or  five  inches  of  ascending 
colon.  Made  an  anastomosis  between  small  to  large  bowel,  end  to 
side,  with  Murphy  button;  closed  the  abdomen.  Specimen  re- 
moved was  cancerous  in  character,  with  pathologic  stricture  large 
enough  to  admit  the  end  of  an  artery  forceps.  A  couple  of  can- 
cerous lymphatic  glands  were  removed.  Patient  stood  the  oper- 
ation well. 

After-Treatment. — For  the  first  two  days  after  the  operation 
patient  vomited  not  more  frequently  than  is  often  met  with  after 
such  an  operation.  His  pulse  and  temperature  remained  normal. 
On  the  third  day  the  vomiting  became  very  distressing  and  fre- 
quent, even  though  nothing  was  allowed  by  the  mouth.  On  the 
morning  of  the  fourth  day  the  stomach  extended  below  the  um- 
bilicus and  was  considerably  larger  than  on  the  previous  day. 
Diagnosis  of  acute  gastrectasia  was  made,  in  which  Drs.  Cotton 
and  Andersen  agreed.  Several  quarts  of  stomach  contents  were 
siphoned  off.  Stomach  was  washed  out  with  salt  solution  at 
temperature  of  120°  at  once  and  afterward  every  four  hours. 
Large  doses  of  strychnine  sulphate  were  given  every  four  hours. 

Next  day  he  was  so  improved  that  the  stomach-washing  was 
stopped.  Small  portions  of  hot  water  were  allowed  to  be  swal- 
loAved.  In  the  afternoon  the  vomiting  returned  and  the  stomach 
dilated  as  before,  and  in  order  to  avoid  the  use  of  the  stomach 
tube  he  rolled  over  the  edge  of  the  bed  and  pushed  his  fingers 
into  his  throat.  For  the  next  forty-eight  hours  he  repeated  this 
several  times  to  cause  vomiting,  in  order  to  relieve  the  distress 
caused  by  the  dilatation  of  the  stomach.  Nothing  was  given  by 
the  mouth  during  this  time.  On  the  seventh  day  he  was  able  to 
take  liquid  diet,  after  which  he  rapidly  improved. 

Dr.  Gustav  Kolischer.— I  would  like  to  ask  Dr.  Ferguson 
what  he  does  with  the  peritoneum  between  the  bladder  and  uterus 
after  the  uterus  is  replaced. 

Dr.  Ferguson. — I  simply  close  the  cul-de-sac  with  tier  stitches. 

Dr.  Kolischer. — In  discussing  abdominal  or  vaginal  oper- 
ations for  displacement  of  the  uterus  there  will  always  be  great 
diversity  of  opinion.  If  one  prefers  to  make  the  vaginal  oper- 
ation, he  does  it  for  two  reasons :  First,  the  operation  is  con- 
siderably less  dangerous,  and  the  uterus  is  not  so  exposed  as  it  is 
in  abdominal  operations..  Second,  the  uterus  is  placed  in  a 
physiological  position ;  it  is  not  dragged  out  of  the  minor  pelvis, 
and  it  should  be  able  to  become  pregnant  without  any  interfer- 
ence by  adhesions.  If  we  pull  the  uterus  down  we  expose  it  and 
we  lose  the  advantages  of  the  vaginal  operation.  These  advan- 
tages are  only  to  be  had,  first,  if  we  do  not  expose  the  uterus; 
second,  if  the  uterus  is  not  fastened  in  an  unphysiological  posi- 
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tion.  When  the  uterus  is  fastened  with  the  fundus  to  the  ab- 
dominal wall  low  down,  the  development  of  the  uterus  during 
pregnancy  will  be  at  the  expense  of  the  posterior  wall  only.  This 
is  a  condition  which  is  most  dreaded  in  all  methods  of  fixation  of 
the  uterus.  There  are  cases  on  record  where,  during  the  per- 
formance of  version,  such  uteri  ruptured.  The  uterus,  when 
held  in  such  a  position,  causes  serious  disturbance  in  the  blad- 
der which,  as  a  rule,  is  not  reported.  You  will  find  ultimately 
that  there  is  not  a  patient,  who  has  undergone  abdominal  fix- 
ation of  the  uterus  or  an  extreme  Alexander  operation,  who  does 
not  suffer  from  serious  disturbances  of  the  bladder  which  cannot 
be  relieved  or  cured.  I  cannot  see  any  good  reason  for  sus- 
pending or  fixing  a  uterus  to  the  abdominal  wall  in  the  way  Dr. 
Ferguson  does  it.  We  lose  all  the  advantages  of  the  vaginal 
operation  by  so  doing,  and  I  do  not  believe  it  is  possible  to  con- 
trol what  we  are  doing  high  up  inside  the  abdominal  cavity 
through  the  vagina.  We  are  fortunate  if  we  can  see  what  we 
are  doing  with  the  appendages  in  vaginal  operations.  That  is 
the  strongest  objection,  so  far  as  the  technique  is  concerned.  I 
do  not  believe  such  an  operation  is  justifiable.  If  we  make  an 
abdominal  fixation  at  all  of  the  uterus — and  I  do  not  approve  of 
it— we  have  to  make  an  abdominal  incision. 

Dr.  T.  J.  Watkins.— The  operation  described  by  Dr.  Ferguson 
of  fixation  of  the  uterus  reminds  me  of  one  which  was  reported 
by  a  New  York  surgeon  some  five  or  six  years  ago.  He  did  his 
operation  very  much  as  Dr.  Ferguson  does,  with  the  exception 
that  he  made  a  vaginal  incision  posterior  to  the  cervix  and  then 
carried  sutures  up  through  the  abdominal  wall.  I  would  hesi- 
tate to  do  this  operation  for  fear  of  injury  of  the  bladder  and 
intestines. 

I  do  not  know  how  Dr.  Ferguson  can  tell  when  the  knife  gets 
to  the  peritoneum,  and  how  he  can  be  sure  that  the  puncture  does 
not  go  through  the  peritoneum.  Considering  the  number  of  bad 
results  of  abdominal  fixation  of  the  uterus,  I  have  come  to  fear 
very  much  all  methods  of  fixing  the  uterus  to  the  abdominal  wall. 
Although  I  have  done  a  large  number  of  abdominal  suspension 
operations,  hereafter  my  abdominal  operations  for  retroflexion 
will  shorten  the  round  ligaments  or  suture  the  broad  ligaments 
in  such  a  way  as  to  hold  the  uterus  forward.  Fixation  of  the 
uterus  to  the  abdominal  wall  has  caused  quite  a  large  number  of 
cases  of  intestinal  obstruction.  I  believe  the  uterus  fixed  to  the 
abdominal  wall  is  in  an  abnormal  position.  It  is  not  normal  for 
the  uterus  to  be  fixed  up  so  high,  which  causes  the  same  circula- 
tory disturbances  as  prolapse  of  the  uterus. 

I  fail  to  see  the  use  of  Dr.  Ferguson's  attempt  to  carry  the 
bladder  to  one  side  with  a  staff,  because  I  believe  the  bladder  is 
attached  to  both  sides  of  the  pelvis. 

Dr.  Albert  Goldspohn.— It  pleases  me  to  see  the  ingenuity 
displayed  by  Dr.  Ferguson  in  connection  with  this  operation, 
and  I  can  see  how  it  can  be  safely  done.     But  I  would  second  the 
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■objections  raised  by  Dr.  Kolischer  and  Dr.  Watkins,  that  fixation 
of  the  uterus  to  the  abdominal  wall  means  drawing  the  uterus 
out  of  the  pelvis  into  the  abdomen,  where  it  does  not  belong. 
And  supposing  that  it  were  a  legitimate  and  desirable  object  to 
attach  or  approximate  the  uterus  to  the  abdominal  wall,  and  that 
we  could  do  it  safely  and  avoid  the  greater  scar  on  the  abdomen, 
etc.,  so  that  there  would  be  some  more  practical  reason  for  this 
technique,  even  then  I  must  declare  that  I  am  sorry  to  see  Dr. 
Ferguson  retrograding  in  his  principles ;  for  a  few  years  ago  Ave 
could  give  him  credit  for  devising  a  procedure  that  is  of  con- 
siderable merit,  namely,  suspending  the  uterus,  not  by  impro- 
vised, or  so-called  artificial,  ligaments,  but  by  actual  ligaments, 
viz..  drawing  the  round  ligaments  into  the  abdominal  wall.  This 
was  first  suggested  by  Dr.  Carl  Beck,  of  New  York,  some  ten 
years  ago,  and  published  in  the  Centralblatt  fiir  Chirurgie.  He 
did  it  with  one  ligament  only.  But  what  are  the  comparative 
merits  of  an  actual  ligament,  a  structure  that  is  made  of  uterine 
muscle  extended  into  the  form  of  a  ligament?  The  actual  liga- 
ment can  and  does  participate  in  the  evolution  or  growth,  and  in 
the  involution  or  contraction,  which  the  uterus  undergoes  during 
gestation  and  after  labor.  When  such  a  thing  is  available,  what 
shall  we  think  if  a  man  goes  to  work  and  fixes  a  uterus,  after  the 
idea  of  Kelly,  with  a  junction  or  a  band  wholly  pathological  in 
nature,  and  whose  strength  or  tenure  of  service  is  beyond  the 
knowledge  and  power  of  any  operator  to  certainly  determine? 
When  we  consider  the  general  principle  that  we  cannot  do  any 
operating  without  slight  infection  making  its  way  into  our  work, 
which  may  not  change  the  clinical  course  at  all,  but  it  makes  a 
big  difference  in  the  amount  of  round-cell  infiltration  that  oc- 
curs in  order  to  overcome  the  infection.  This  round-cell  infil- 
tration ends  in  connective-tissue  formation,  and  I  may  get  in  that 
way  a  strong  structure  when  I  am  doing  my  level  best  to  make 
only  a  weak  one.     Let  me  illustrate  this  point : 

I  had  a  case  of  pus  tube  on  one  side  which  I  removed  by  ab- 
dominal section  and  shortened  the  round  ligaments  by  loop  for- 
mation for  the  heavy  retroverted  uterus.  Then  I  thought  it  would 
be  safer  if  I  added  to  the  round-ligament  shortening  a  slight 
supravesical  fixation  by  a  little  sero-serous  junction.  If  the  wo- 
man became  pregnant,  this  could  not  hold  anything,  I  felt  sure. 
It  would  give  way.  Well,  the  woman  became  infected  during  the 
year  following  that  operation,  and  I  had  a  pus  tube  to  deal  with 
on  the  other  side  and  a  diseased  uterus.  I  then  did  a  vaginal 
hysterectomy,  and,  much  to  my  surprise,  when  I  had  everything 
free  I  could  not  get  the  uterus  out  of  the  abdomen  down  into  the 
vagina.  There  were  two  strong  cords,  like  lead  pencils,  extending 
upward  from  the  fundus— structures  of  such  strength  that  T 
could  not  sever  them  with  blunt  dissection.  I  had  to  catch  them 
in  forceps,  ligate  them,  and  cut  them  off.  These  large  bands 
would  have  caused  disaster  in  case  of  pregnancy,  and  they  re- 
sulted from  a  little  auxiliary  sero-serous  attachment  which  I  had 
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made  of  the  serous  covering  of  the  uterus  to  the  peritoneum 
above  the  bladder,  thinking  they  would  be  as  harmless  as  any- 
thing could  be.  I  did  not  expect  it  to  hold.  I  thought  it  would 
guide  the  heavy  body  of  the  uterus  forward,  and  it  would  be  more 
successful  cure  of  the  displacement  than  to  depend  upon  loop 
formation  of  the  round  ligament  alone.  This  case  impressed 
upon  my  mind  a  fact  which  every  one  must  recognize,  namely, 
that  we  are  not  able  to  control  the  strength  of  the  structures  that 
we  mean  to  construct.  If  we  intend  to  make  them  strong  we 
may  constrict  the  necessary  circulation  in  suturing  the  part  and 
obtain  a  weak  structure.  We  are  dealing  blindly  with  serious 
things.  The  fruit  of  our  labor  may  be  a  disaster  without  our 
knowledge  and  in  spite  of  our  best  efforts.  Kelly  in  no  case  can 
say  how  long  a  period  will  elapse  before  his  peritoneal  ligament 
will  stretch  an  inch  or  a  foot;  and  certainly  it  can  never  retract 
after  stretching.  Therefore,  if  I  were  to  draw  the  uterus  up  and 
attach  it  to  the  abdominal  wall,  instead  of  drawing  the  stitches 
through  the  fundus  or  back  of  the  uterus,  as  Dr.  Ferguson  does, 
why  not  put  the  loops  around  the  round  ligaments  and  draw  them 
up?  It  seems  to  me  that  would  be  a  rational  procedure.  But 
even  this  method  of  approximating  the  uterus  to  the  abdominal 
wall  is  eligible  for  retroversion  or  prolapse  of  the  uterus  only  in 
the  cases  that  require  a  regular  abdominal  section  for  other  more 
serious  lesions.  In  cases  that  present  no  such  graver  disorders 
as  pus  somewhere  or  larger  neoplasms,  the  retroversion  or  de- 
scensus should  be  corrected  by  shortening  the  round  ligaments 
either  via  their  natural  channels  or  by  way  of  the  vagina,  if  preg- 
nancy is  possible. 

Dr.  0.  Beverly  Campbell  (by  invitation).— With  reference 
to  the  operation  described  by  Dr.  Ferguson,  I  have  seen  him  per- 
form it  once  and  it  was  certainly  very  easily  executed  by  him.  I 
believe  any  competent  gynecologist  could  perform  this  operation 
without  any  danger  of  transfixing  or  doing  injury  to  the  bowel. 
In  a  few  instances  where  one  decides  to  do  a  ventrosuspension 
this  method  would  certainly  be  practical,  and  I  can  see  no  ob- 
jections to  it. 

I  do  not  understand  the  position  taken  by  Dr.  Kolischer  in  re- 
gard to  the  criticism  that  he  has  made  concerning  Dr.  Ferguson 
doing  his  operation  through  the  vagina.  If  I  understood  him 
rightly,  he  said  that  the  aim  of  the  vaginal  operation  was  lost 
sight  of  when  the  uterus  was  turned  clown  into  the  vagina.  I 
do  not  know  how  much  can  be  accomplished  through  an  anterior 
vaginal  incision  without  delivering  the  fundus  of  the  uterus,  into 
the  vagina.  I  am  not  skilful  enough  to  deliver  badly  adherent 
ovaries  and  tubes  into  the  vagina  through  an  anterior  vaginal 
incision  so  that  I  can  operate  upon  them  without  first  bringing 
down  the  uterus.  I  do  not  know  of  anything  of  consequence 
that  can  be  accomplished  through  an  anterior  vaginal  incision 
without  delivering  the  fundus  into  the  vagina,  except  vesical 
suspension  and  vaginofixation.     Vaginofixation  is  not  practised 
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very  much  in  this  country,  although  it  is  still  practised  in  Ger- 
many and  England.  Strange  to  say,  the  objections  that  are 
raised  by  the  men  who  shorten  the  round  ligaments  in  this  coun- 
try are  not  realized  in  the  countries  mentioned.  When  I  was 
with  Prof.  Martin  in  1899  he  informed  me  that  he  had  had  no  un- 
satisfactory results  in  his  practice,  although  Dr.  Ries,  in  a  recent 
conversation  I  had  with  him.  told  me  that  he  had  seen  un- 
favorable reports  from  Martin's  work,  as  regards  subsequent 
labor.  The  objections  to  vesical  suspension  are  that  it  is  not 
permanent  in  its  results,  that  the  uterus  will  again  become  retro- 
displaced,  such  recurrences  being  quite  frequent.  Dr.  Goldspohn 
tells  us  of  encountering  fibrous  cords  in  a  case  upon  which  at  a 
Eormer  time  he  had  done  vesical  suspension,  the  formation  of 
which  must  be  the  exception  rather  than  the  rule,  else  the  results 
of  vesical  suspension  would  prove  more  permanent. 

I  do  not  believe  that  I  can  agree  with  Dr.  Kolischer  concerning 
the  operation  of  shortening  the  round  ligaments  through  the 
vagina.  I  do  not  believe  that  Ries'  method,  or  any  of  the 
methods,  except  in  simple  eases,  can  be  scientifically  performed 
through  the  vagina.  It  is  very  difficult  to  do  the  Ries  operation 
through  the  vagina,  but  it  is  quite  easy  of  accomplishment 
through  the  suprapubic  incision.  I  have  an  operation  somewhat 
similar  to  that  of  Dr.  Ries,  of  invaginating  the  round  ligaments 
beneath  the  peritoneal  covering  of  the  uterus.  I  have  on  several 
occasions  found  it  extremely  difficult,  after  shortening  the  liga- 
ments, to  return  the  uterus  into  the  pelvis,  I  do  not  doubt  that 
Dr.  Ries  has  met  with  the  same  difficulty  in  practising  his  method. 
The  question  of  operative  methods  for  the  correction  of  retrodis- 
placements  is  a  large  one,  and  I  am  not  satisfied,  so  far  as  I  am 
personally  concerned,  as  to  any  single  method  to  apply  to  all 
cases.  When  we  have  considerable  pathology  in  the  pelvis,  a 
retrodisplaced  adherent  uterus  with  adherent  ovaries  and  tubes, 
I  do  not  believe  any  of  the  round-ligament  operations  will  prove 
efficient.  I  am  inclined  to  favor  ventrosuspension  under  such 
ritvnmstances.  It  might  be  suggested  that  where  the  ovaries  and 
tubes  are  so  markedly  affected,  the  selection  of  a  method  whereby 
the  inflamed  appendages  could  be  successfully  treated  should  be 
our  first  aim,  the  treatment  of  the  retrodisplacement  being  a 
secondary  consideration.  Where  the  retrodisplaced  uterus  is 
markedly  adherent  there  is  frequently  pathology  in  the  adnexa, 
and  I  claim  that  there  is  no  method  of  treating  the  retrodisplace- 
ment that  is  scientific  unless  it  gives  access  to  the  pelvis  either 
through  an  abdominal  or  vaginal  incision.  In  cases  of  retrodis- 
placement with  pronounced  inflammation  in  the  adnexa,  the  ab- 
dominal method  is  superior  to  the  vaginal,  permitting  of  better 
and  more  conservative  work  being  done,  the  vaginal  route  being 
applicable  to  simple  cases. 

Now,  as  regards  ventrosuspension,  which  is  considered  so  un- 
scientific by  the  gentlemen  who  have  brought  forward  a  round- 
ligament  operation  of  their  own,  I  have  seen  very  good  results 
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from  it— as  good  as,  if  not  better  than,  from  any  other  method  of 
correcting  retrodisplacement.  The  statement  has  been  made  that 
the  uterns  is  in  an  unphysiological  position  when  fastened  in  the 
manner  described  by  Dr.  Ferguson.  We  certainly  know  that  the 
uterus  will  not  remain  as  it  is  temporarily  fastened.  Ferguson's 
operation  is  practically  a  Kelly's  suspension,  and,  as  has  been 
demonstrated  by  Kelly,  after  a  very  short  period  of  time  a  liga- 
ment forms  which  allows  the  uterus  to  assume  a  nearly  normal 
position.  Many  of  you  will  recall  the  report  of  Noble  in  which 
he  gives  a  tabulated  list  of  all  the  available  cases  of  ventrosus- 
pension  that  had  been  performed  up  to  the  time  of  the  report, 
showing  that  the  only  hindrances  to  confinement  were  in  the  early 
eases  of  Kelly— cases  in  which  a  ventrofixation  rather  than  a  sus- 
pension had  been  performed.  T  have  confined  twenty-five  wo- 
men, largely  from  my  individual  practice,  upon  whom  a  ventro- 
suspension  had  been  made,  the  time  ranging  all  the  way  from  six 
months  to  two  and  three  years  after  operation,  and  I  did  not  find 
it  necessary  to  use  instruments  in  a  single  instance. 

Dr.  Gustav  Kolischer. — I  hope  Dr.  Campbell  will  understand 
me  this  time.  I  stated  that  Dr.  Ferguson  lost  sight  of  the  ad- 
vantages of  the  vaginal  operation  by  resorting  to  the  method  he 
had  described.  We  do  the  vaginal  operation,  first,  because  it  is 
less  dangerous  than  abdominal  section;  second,  because  in  vag- 
inal operations  for  fixing  the  uterus  we  place  it  in  a  physiolog- 
ical position;  third,  we  do  not  perform  the  vaginal  operation  be- 
cause we  do  not  want  to  do  an  abdominal  section. 

So  far  as  Dr.  Campbell's  statement  is  concerned  that  it  is  im- 
possible to  do  any  conservative  work  on  the  ovaries  and  tubes, 
that  it  is  impossible  to  bring  the  ovaries  and  tubes  into  view 
without  pulling  down  the  uterus.  I  will  invite  him  to  witness  this 
operation,  which  can  be  done  by  anybody  who  is  conversant  with 
the  method.  It  is  unnecessary  to  pull  the  uterus  down  in  order 
to  have  the  appendages  in  sight ;  did  he  never  hear  about  turning 
the  uterus  on  one  edge  ? 

If  Dr.  Campbell  tells  us  that  in  twenty-five  cases  of  women 
upon  whom  he  operated  and  did  ventrosuspension  all  became 
pregnant,  and  that  he  never  met  with  an  obstetric  accident,  then 
I  am  inclined  to  think  that,  if  one  has  such  a  large  number  of 
pregnant  women  after  performing  ventrosuspension,  he  has 
operated  on  some  of  those  women  without  the  real  indication, 
thus  gaining  his  rather  unique  statistics. 

Dr.  Emil  Ries.— Dr.  Campbell  referred  to  Martin's  operation 
and  his  results.  The  statistics  of  which  I  reminded  him  are  pub- 
lished by  Rieck  in  the  Monatsschrift  fur  Geburtshiilfe  und  Gynd- 
kologie,  July  and  August,  1901.  These  statistics  of  Martin's 
cases  contain  the  remote  results.  There  are  two  periods  of  Mar- 
tin's operation—one  which  he  calls  the  older  operation,  and  an- 
other period  which  he  calls  the  new  operation.  The  new  oper- 
ation is  one  of  the  low  or  middle  fixations;  the  old  operation  is 
the  well-known   vaginal  fixation,  with  high  fixation.     With  the 
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old  operation  he  has  had  some  poor  results,  such  as  disturbances 
during  labor,  difficulty  attending  delivery ;  in  one  case  Cesarean 
section  was  performed  and  the  woman  died.  "With  the  new 
operation  no  bad  results  are  reported.  But  the  new  operation  is 
so  new  that  it  is  difficult  to  say  whether  there  will  or  will  not  be 
any  bad  results.  So  much  for  Martin's  statistics.  I  think  Dr. 
Campbell  out-Martins  Martin. 

Then  Dr.  Campbell  proceeds  to  discuss  the  operation  I  have 
devised  and  recommended,  and  refers  to  it  as  being  practically 
the  same  as  his  operation,  of  which  he  reported  some  eighteen  or 
twenty  cases  before  the  Western  Surgical  and  Gynecological  As- 
sociation in  St.  Paul  last  year.  I  am  astonished  to  hear  him  say 
now  that  this  method  is  dangerous  and  bloody,  hard  to  perform 
and  unsafe.  I  am  sure,  if  the  operation  were  as  dangerous  and 
bloody  as  he  has  pictured  it,  I  would  have  desisted  in  performing 
it  long  ago ;  but  the  fact  is,  I  have  not  desisted  from  doing  the 
operation,  as  I  devised  it,  and  I  find  it  neither  bloody  nor  dan- 
gerous nor  particularly  hard  to  perform.  The  fact  that  I  do  not 
do  vaginal  operations  for  retroflexions  of  the  uterus  every  day, 
or  twice  or  three  times  a  week,  is  explained  by  the  fact  that  I  do 
not  do  operations  for  retroversion  or  retrodeviation  in  general  in 
cases  of  freely  movable  uteri  without  pathological  conditions  of 
the  appendages.  I  am  very  much  of  the  opinion  that  freely 
movable  uteri  can  be  safely  let  alone  and  do  not  need  any  oper- 
ative treatment. 

Dr.  Campbell  has  informed  us  that  he  has  found  it  very  hard 
to  return  the  uterus  into  the  abdomen  after  he  had  put  the  liga- 
ments under  the  surface  of  the  uterus.  I  am  glad  he  made  that 
statement,  because  now  I  know  why  he  claims  this  operation  as 
his  own.  In  this  one  point  his  operation  differs  from  mine,  but 
in  all  other  respects  I  cannot  see  any  difference.  The  fact  that 
he  puts  the  ligaments  under  the  surface  of  the  uterus,  while  the 
uterus  is  turned  down  into  the  vagina,  explains  why  he  finds  it 
difficult  to  put  the  uterus  back  again.  In  the  method  which  I 
am  using  the  uterus  is  pushed  back  into  the  abdomen,  if  it  has 
been  delivered  into  the  vagina,  before  the  ligaments  are  pulled 
through  the  tunnel.  Of  course  there  is  no  difficulty  in  replacing 
the  uterus  as  long  as  the  ligaments  are  not  pulled  through  the 
tunnel.  It  is  well  known  that  in  shortening  the  ligaments 
through  the  vagina  it  is  not  always  necessary  to  pull  down  the 
uterus  into  the  vagina. 

Even  for  the  treatment  of  the  appendages  it  is  by  no  means 
always  necessary  to  pull  the  uterus  down  into  the  vagina.  The 
procedure  described  by  Dr.  Kolischer  is  well  known.  Dr.  Camp- 
bell is  not  aware  of  the  fact  that  ventrofixation  is  generally  con- 
sidered a  dangerous  operation.  He  will  find  some  reports  in 
medical  literature  which  will  satisfy  his  scientific  curiosity.  The 
results  of  ventrofixation  in  a  large  percentage  of  cases  are  un- 
favorable, not  only  if  the  women  become  pregnant,  but  without 
pregnancy.     Cases  of  disturbance  of  the  bladder  and  of  strangu- 
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lation  of  the  bowel  have  been  reported  as  following  ventrofix- 
ation, not  to  mention  disturbances  in  subsequent  labors,  which 
are  quite  numerous  and  very  considerable. 

Dr.  0.  Beverly  Campbell.  —  The  statistics  quoted  by  Dr.  Ries 
in  regard  to  ventrosuspension,  I  suppose,  came  from  Germany. 
In  Hart  and  Barbour's  work  on  gynecology  you  will  find  the  per- 
centages of  hindrances  to  confinement  from  the  various  operative 
procedures  for  the  correction  of  retrodeviations  about  as  follows : 
ventrosuspension,  ten  per  cent;  vaginofixation,  fifteen  per  cent: 
Alexander's  operation,  four  per  cent. 

Xow,  I  do  not  know  that  the  operation  of  ventrosuspension  is 
altogether  obsolete,  or  that  the  profession,  especially  in  America, 
have  for  scientific  reasons  ceased  to  perform  it.  I  am  still  of 
the  opinion  that  it  is  often  the  very  best  method  of  correcting 
retrodisplacement,  and  while,  under  usual  conditions,  a  round- 
ligament  operation  is  to  be  preferred,  especially  during  the  child- 
bearing  period,  yet  ventrosuspension  will  always  be  accorded  a 
place  as,  a  rational  procedure.  In  regard  to  the  rather  suggestive 
criticism  of  Dr.  Kolischer  regarding  the  number  of  cases  of  con- 
finement following  ventrosuspension,  largely  from  my  own  prac- 
tice, it  might  be  well  to  call  to  his  attention  that  I  have  been  do- 
ing abdominal  and  gynecological  work  for  over  twelve  years,  and 
have  been  doing  ventrosuspension  for  at  least  eight  years.  I 
have  not  operated  in  a  single  case  where  I  did  not  find  sufficient 
pathology  in  the  pelvis  to  warrant  operative  procedure.  In  two 
cases  out  of  the  twenty-five  I  had  removed  an  ovary  and  tube. 
In  some  of  the  cases  the  uterus  was  freed  of  adhesions,  conserva- 
tive work  done  upon  the  ovaries  and  tubes.  I  do  not  consider 
that  this  is  such  a  very  large  number  as  the  gentleman  has  in- 
tended to  have  you  infer,  covering  a  period  of  eight  years.  I  am 
quite  sure  that  I  can  substantiate  the  correctness  of  my  claim. 

Dr.  A.  Goldspohn. — As  a  matter  of  explanation  to  Dr.  Camp- 
bell, I  believe  he  understood  me  to  say  that  I  regarded  vesical 
fixation  of  the  uterus,  as  objectionable  because  it  produced  bands. 
That  was  not  my  statement  at  all,  because  this  is  an  unusual  oc- 
currence, and  the  reason  I  mentioned  it  at  all  is  because  it  illus- 
trates very  well  the  principle  that  we  cannot  govern  the  strength 
or  the  size  of  artificial  ligaments,  make  them  up  of  whatever  tissue 
we  will.  The  fact  is  that  vesical  fixation  is  one  of  the  flimsiest 
operations  for  holding  a  retroverted  uterus  that  can  be  per- 
formed. He  made  the  statement  that  vaginal  fixation  of  the 
uterus  was  a  regular  procedure  in  Germany.  I  must  deny  that 
statement  most  emphatically,  because  the  German  literature  of 
the  last  three  years  will  show  any  man  who  will  go  over  this 
ground  that  there  are' only  two  men  who,  because  they  introduced 
the  operation,  are  like  drowning  men  hanging  to  a  cord  desper- 
ately, struggling  against  giving  it  up.  and  these  men  are  Macken- 
rodt  and  Duhrssen,  of  Berlin.  Besides  these  two  men  no  Ger- 
man has  advocated  vesical  fixation  of  the  uterus  in  women  who 
can  still  become  pregnant,  and  ventrofixation  is  almost  as  wholly 
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given  up  in  Germany.  This  principle  of  real  ligaments  is  well 
recognized,  almost  universally,  and  the  round  ligaments  are 
therefore  the  only  available  means.  And  the  only  difference  of 
opinion  is  as  to  which  is  the  better  way  of  dealing  with  them.  So 
far  as  uncomplicated  cases  of  retroversion  in  reproductive  wo- 
men are  concerned,  if  surgery  is  needed  the  Alexander  operation 
is  now  chosen  in  the  majority  of  the  German  university  clinics. 

Dr.  Ferguson. — I  plead  guilty  of  doing  ventrofixation,  but 
while  I  think  the  operation  is  a  good  one,  I  do  not  think  it  is  ideal. 
When  I  get  into  the  pelvis  and  remove  a  good  share  of  the  ovaries, 
when  I  find  it  necessary  to  remove  the  tubes  to  the  cornu  of  the 
uterus,  the  best  thing  to  do  is  to  take  a  strong  stitch  and  pass  it 
through  the  back  of  the  uterus,  bringing  the  uterus  well  under 
the  edge  of  the  pubes,  which  I  do,  with  a  stitch  turned  a  good 
half-inch  behind  the  fundus,  with  the  uterus  reasonably  bent 
upon  its  anterior  position,  and  then  passing  the  finger  on  the  side, 
watching  the  amount  of  gaping,  putting  in  one  or  two  little 
sutures  on  each  side  to  the  peritoneal  sm^face  of  the  bladder,  so 
as  not  to  leave  a  place  for  the  bowel  to  get  in.  Some  of  you  will 
say  I  am  going  to  have  trouble  with  the  bladder  in  those  cases. 
Of  course  my  patients  may  have  trouble  without  my  knowing  it, 
but  I  know  a  number  of  women  in  this  city  for  whom  I  have 
operated  in  the  manner  described,  and  whose  friends  I  meet  right 
along,  who  talk  to  me  about  their  ailments,  but  not  one  has  trouble 
with  the  bladder.  I  have  never  had  a  case  of  obstruction  of  the 
bowel. 

With  regard  to  uterine  suspension,  uterine  fixation,  and  vag- 
inal Avork  generally,  I  must  say  a  few  words.  First,  I  want  to 
correct  my  friend  Dr.  Golclspohn  for  saying  that  I  have  retro- 
graded in  my  work.  At  the  Denver  meeting  of  the  American 
Medical  Association  I  presented  a  preliminary  report  on  anterior 
transplantation  of  the  round  ligaments— an  operation  which  I 
am  doing  now  every  chance  I  get  in  preference  to  all  others.  It 
is  easy  to  perform.  There  is  little  or  no  danger  connected  with 
it  when  it  is  done  by  a  careful  operator.  Dr.  Kolischer  says  that 
this  operation  is  not  easy  to  perform.  I  have  no  doubt  he  could 
do  it  to-morrow,  if  need  be.  By  means  of  a  retractor  you  can  see 
the  interior  of  the  abdominal  wall,  and,  if  the  vagina  is  roomy, 
through  that  incision  you  can  introduce  your  whole  hand,  if 
necessary,  but  two  fingers  are  just  as  good.  I  am  astonished  to 
hear  able  gynecologists  say  they  are  afraid  of  turning  the  uterus 
out.  It  can  be  done  in  dealing  with  pathological  conditions  of 
the  tubes  and  of  the  ovaries.  It  is  true  the  work  can  be  accom- 
plished without  that,  but  I  believe  it  is  better  to  turn  the  uterus 
out ;  then  you  can  determine  the  exact  condition  of  the  posterior 
wall  itself.  It  is  better  to  get  the  fingers  behind  the  fundus  and 
feel  whether  it  is  normal  or  not.  I  recommended  the  operation 
to  Dr.  Kelly,  and  he  adheres  to  it  in  the  majority  of  cases.  I 
have  never  performed  the  operation  described  by  Webster  a 
short  time  ago,  of  cutting  the  proximal  end  of  the  two  round  liga- 
17 
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merits,  putting  them  through  the  broad  ligaments,  lapping  them 
behind  the  posterior  fundus  of  the  uterus ;  but  I  regard  it  as  the 
best  operation  that  has  been  brought  forward,  because  I  believe 
it  will  hold  the  uterus  in  its  position.  It  appears  to  me  to  be  the 
most  surgical  of  any  procedure  that  has  been  performed  upon  the 
round  ligaments. 

I  am  not  an  advocate  of  Kelly's  operation.  "When  I  have  a 
case  and  prefer  a  suspension  to  any  of  the  round-ligament  oper- 
ations through  the  vagina,  then  I  do  this,  and  I  can  do  it  in  half 
the  time  that  you  can  do  any  round-ligament  operation 


TRANSACTIONS  OF  THE 

WASHING-TON  OBSTETRICAL  AND 

GYNECOLOGICAL  SOCIETY. 


Meeting  of  January  3,  1902. 
The  President,  G.  Wythe  Cook,  M.D.,  in  the  Chair. 
Dr.  A.  R.  Shands  read  a  paper  entitled 

THE  EARLY  DIAGNOSIS  AND  TREATMENT   OF   HIP-JOINT   DISEASE 
IN    CHILDREN.1 


Meeting  of  January  17,  1902. 
The  Vice-President,  John  F.  Moran,  M.D.,  in  the  Chair. 
Dr.  I.  S.  Stone  presented  a 

CALCULUS  FROM  THE  URETER 

of  a  woman  45  years  of  age.  She  had  been  treated  for  appendi- 
citis. There  was  no  history  of  renal  colic  and  the  diagnosis  was 
not  made  until  after  the  abdomen  was  opened.  The  appendix 
was  found  to  be  normal,  but  the  kidney  was  enlarged.  Follow- 
ing down  the  ureter  the  stone  was  found  just  behind  the  broad 
ligament.  He  packed  about  with  gauze  and  opened  the  ureter 
over  the  stone ;  a  small  quantity  of  urine  escaped.  The  ureter 
was  easily  closed  with  sutures  and  a  drainage  tube  was  inserted. 
The  house  physician  drew  off  about  a  drachm  of  fluid  after 
twenty-four  hours;  this  he  thought  serum  and  not  urine.  She 
is  now  well. 

Dr.  E.  E.  Balloch  asked  if  a  very  little  urine  in  the  abdomen 
does  any  harm. 

Dr.  Stone  had  never  seen  any  ill  results. 

Dr.  J.  W.  Bovee  said  if  the  slit  is  made  in  the  long  axis  of  the 
ureter  it  will  close  without  sutures,  though  there  is  no  objection 
'See  original  article,  p.  204. 
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to  sutures.  The  wound  in  the  ureter  should  be  kept  away  from 
the  abdominal  cavity,  and  the  peritoneum  should  be  closed  over 
the  ureter  and  drainage  made  with  gauze  through  the  vagina. 
There  is  danger  from  leakage  if  the  urine  contains  pathological 
organisms.  Normal  urine  in  the  abdominal  cavity,  in  small 
quantities,  except  under  rare  conditions,  is  harmless.  Kelly 
acknowledges  that  with  his  wax-tipped  bougie  he  may  some- 
times fail  to  detect  a  stone  in  the  ureter.  The  detecting  of  a 
stone  in  the  ureter  is  pretty  work,  and  the  suturing  of  the  ureter 
is  very  delicate  surgery.  There  are  three  natural  constrictions 
in  the  ureter  for  the  calculus  to  pass ;  the  one  interfering  the 
most  is  where  the  ureter  crosses  the  iliac  artery. 
Dr.  Joseph  Taber  Johnson  read  a  paper  entitled 

THE    CHOICE    OF    OPERATIONS    FOR    THE    RELIEF    OF    RETRODISPLACE- 
MENTS   OF    THE   UTERUS.1 

Dr.  J.  AY.  Bovee  said  the  causes  of  retrodisplacements  are 
weakening  of  the  supports  and  increase  of  weight.  The  condi- 
tion in  multipara?  and  virgins  should  be  considered  separately. 
The  special  reason  of  displacement  in  the  virgin  is  faulty  liga- 
mentation  or  some  accident  or  injury.  In  almost  all  there  is  a 
marked  nervous  element  which  may  have  antedated  or  followed 
the  condition.  In  multipara?  the  cause  is  the  trauma  of  childbirth 
and  lacerations  of  the  parts.  These  two  classes  can  be  better 
treated  by  means  other  than  ventral  suspension.  The  anterior 
vaginal  wall  may  be  too  short  and  the  utero-sacral  ligaments 
attached  too  high  on  the  uterus,  so  that  the  cervix  is  allowed  to 
2:0  under  the  pubes,  and  the  fundus,  exposed  to  the  intra- 
abdominal pressure,  is  retroverted.  This  is  the  trouble  with 
Alexander's  operation,  which  pulls  the  fundus  forward,  the 
faulty  ligamentation  remaining.  There  are  cases  where  the 
utero-sacral  ligaments  are  torn  in  labor.  The  broad  ligaments 
may  support  the  uterus  somewhat,  but  the  round  ligaments  very 
little,  curving  around  in  the  arc  of  a  circle;  when  tension  is 
made  they  straighten.  Tbeir  function  is  to  pull  the  uterus  for- 
ward after  a  full  bladder  is  emptied.  Ventral  suspension  is  not 
reliable  for  cases  of  retroversion  due  to  faulty  ligamentation. 
There  are  not  two  ligaments  formed  between  the  abdominal  Avail 
and  the  uterus  in  ventral  suspension,  but  one.  He  has  seen 
the  uterus  fail  to  come  back  to  place  after  delivery  and  has  seen 
it  fail  in  virgins.  A  virgin  with  a  retroversion  from  a  nervous 
retention  of  urine  he  taught  to  catheterize  herself  and  she  was 
cured.  Ventral  fixation  should  not  be  done  unless  the  patient 
cannot  bear  children.  He  does  a  ventral  fixation  sometimes  after 
a  double  oophorectomy.  The  Alexander  operation  was  originally 
devised  for  normal  uteri.  The  surgical  treatment  for  retro- 
version should  apply  to  the  lower  supports.  He  cuts  loose  the 
anterior  vaginal  wall  and  attaches  it  to  the  uterus  higher  up; 
the  utero-sacral  ligaments  are  shortened  next  and  attached  lower ; 

'See  original  article,  June  Journal,  p.  818. 
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thus  the  leverage  is  changed  and  the  uterus  is  kept  in  place  by 
the  abdominal  viscera.  The  shortening  of  the  utero-sacral  liga- 
ments can  be  done  through  the  vagina  or  abdomen. 

It  is  advisable  after  the  abdominal  operation  to  insert  a  retro- 
version pessary  to  lift  up  the  posterior  vaginal  wall  to  support 
the  uterus  while  the  ligaments  are  mending.  All  other  needful 
operations  should  be  done— perineorrhaphy,  trachelorrhaphy, 
curettage,  etc. 

Dr.  I.  S.  Stone  was  not  aware  of  any  accident  following  his 
cases  done  by  the  Kelly  method.  Whatever  else  Kelly  has  done 
for  women,  his  ventral  suspension  stands  paramount.  Cathe- 
terization of  the  ureter  has  not  benefited  so  many. 


Meeting  of  February  7,  1902. 
The  President,  G.  Wythe  Cook,  M.D..  in  thi   Chair. 
Dr.  J.  Wesley  Bovee  read  a  paper  entitled 

THREATENED   TUBAL  ABORTION.   WITH   REPORT  OP  A   CASE.1 

Dr.  J.  T.  Johnson  said  not  many  tubal  abortions  are  diag- 
nosed so  early.  Tait  and  Price  <were  not  sure,  formerly,  until 
after  rupture  and  abdominal  symptoms.  Now  we  can  make  the 
diagnosis  just  as  we  do  of  pyosalpinx,  and  the  point  is  that  oper- 
ation should  be  done  at  once,  as  in  malignant  disease  or  placenta 
previa. 

Dr.  J.  T.  Winter  read  a  paper  entitled 

SELF-ABUSE    IN    INFANCY    AND    CHILDHOOD.2 

Dr.  S.  S.  Adams  disagreed  with  the  essayist  as  to  masturbation 
causing  epilepsy,  but  felt  that  a  certain  neurosis  caused  the  two, 
no  local  cause  being  present.  The  saddest  cases  are  seen  in  the 
hospitals.  It  is  very  unsatisfactory  to  treat  in  girls.  No  two 
children  manifest  the  same  methods.  He  reported  a  case  of  a 
girl  6  years  old  in  whom  he  was  able  to  make  a  diagnosis  by  stay- 
ing at  the  house  and  observing  the  child  for  a  time.  Some  chil- 
dren sit  on  the  corner  of  a  chair  and  wriggle.  Boys  get  the 
hand  in  the  napkin  and  tickle  the  parts.  One  child  in  a  hospital 
will  teach  it  to  all  the  others,  and  he  does  not  admit  them  if  he 
knows  it.  He  thought  it  unjust  to  brand  every  child  with  an 
acne  as  a  masturbator.  If  the  child  has  a  long  prepuce,  cir- 
cumcision should  be  done;  but  sometimes  it  fails.  Corporal 
punishment  does  no  good.  You  should  get  the  mother  to  get 
the  confidence  of  the  child  and  appeal  to  its  moral  sensibility; 
also  to  carefully  watch  it.  and.  when  it  is  seen  going  off  by  itself, 
to  interest  it  in  something. 

Dr.  T.  C.  Smith  thought  there  is  always  some  abnormal  de- 

'See  original  article,  June  Jourxal.  p.  841. 
-See  original  article.  June  Jotjbnax,  p.  828. 
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velopment  of  the  genital  organs— a  long  prepuce  in  males  and  an 
adherent  prepuce  in  females,  eireumscision  should  be  done  in 
the  former  and  the  adhesions  liberated  in  the  latter. 

Dr.  TV.  S.  Bowen  reported  the  case  of  a  child  3%  years  old. 
It  was  an  only  child  of  extremely  neurotic  parents.  The  nurse 
was  of  excellent  character.  The  mother  had  never  heard  of 
masturbation  and  thought  the  child  had  nervous  attacks.  If  the 
child  was  approached  at  the  time  of  a  paroxysm  it  became  very 
angry  and  would  throw  things.  There  was  nothing  abnormal 
about  the  genitals.  Talking,  threats,  and  cod-liver  oil  did  no 
good.  He  finally  took  the  child  into  a  room  and  showed  it  a  large 
knife,  and  told  it  he  would  cut  it  with  the  knife  if  it  ever  mastur- 
bated again.  It  stopped  immediately.  Another  case  after  cir- 
cumcision would  tear  out  the  stitches  in  its  effort  to  get  at  the 
parts. 

Dr.  J.  T.  Kelley  spoke  of  children  learning  the  habit  by  being 
kept  in  school  too  long  without  emptying  the  bladder.  He  also 
said  that  children  are  little  animals  and  that  in  serious  condi- 
tions like  masturbation  they  could  be  better  brought  to  under- 
stand by  some  proper  punishment  than  by  appealing  to  their 
moral  sensibility,  of  which  the  average  child  has  very  little  at 
this  age. 

Dr.  Adams  said  in  his  cases  there  was  no  abnormal  develop- 
ment of  the  genitals.  He  thought  very  young  children  could 
be  taught  the  difference  between  right  and  wrong.  He  was  in- 
clined to  think  that  the  cure  in  Dr.  Bowen 's  case  was  due  to  the 
building  up  of  the  child's  constitution. 


Meeting  of  February  21,  1902. 
The  President,  <r.  Wythe  Cook.  aI.D.,  in  the  Chair. 
Dr.  I.  S.  Stone  showed  a 

TUBO-OVARIAX    ABSCESS    AND    FIBROIDS 

removed  from  a  widow  47  years  of  age.  The  illness  began  five 
months  ago  with  pain  in  the  pelvis  and  left  side.  There  were 
very  dense  adhesions  of  the  tumor  to  the  intestines.  The  oper- 
ation lasted  two  hours  and  thirty  minutes.  To  combat  shock 
he  used  salt  solution,  one  pint  under  each  breast  and  filled  the 
rectum.  At  night  he  put  three  pints  into  the  cephalic  vein; 
two  pints  brought  the  pulse  up  to  normal  pressure. 
Dr.  J.   \Y.  Bovee  showed  a 

KIDNEY    AND    URETER. 

Thr  patient  was  28  years  old  and  there  was  a  history  of  renal 
colic  for  three  years.  Pus  was  found  in  the  urine  at  times.  He 
incised  the  kidney,  removed  some  pus  and  a  calculus,  and 
drained.     Three  mouths  after  the  wound  still  discharged  and  he 
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removed  the  kidney  and  ureter  postperitoneally,  the  ureter  down 
to  the  bladder.  This  is  the  only  case  on  record  where  the  whole 
ureter  has  been  removed  by  a  lumbar  incision.  The  incision  was 
fourteen  inches  long. 

Dr.  G.  N.  Acker  read  a  paper  entitled 

ESSENTIAL    OR   TOXEMIC    DROPSY   IN    CHILDREN.1 


TRANSACTIONS  OF  THE 
AMERICAN  GYNECOLOGICAL  SOCIETY.1 


Proceedings  of  the  Twenty-seventh  Annual  Meeting,  held  at 
Atlantic  City,  N.  J.,  1902. 


Second  Day — Morning  Session. 

A    FURTHER    CONTRIBUTION    TO    THE    STUDY    AND    PRACTICAL 
SIGNIFICANCE  OF  LACTATION  ATROPHY  OF  THE  UTERUS. 

In  a  paper  on  this  subject,  the  author,  Dr.  Hiram  X.  Vineberg, 
of  New  York,  said  that  although  the  writer  six  years  ago  drew 
the  attention  of  the  profession  in  this  country  to  lactation 
atrophy,  the  subject  had  not  yet  received  the  consideration  here 
that  it  deserved,  as  was  evidenced  by  the  literature  and  the 
recent  text  books  on  obstetrics.  It  was  a  physiological  process 
accompanying  lactation,  with  or  without  amenorrhea,  the  atrophy 
or  superinvolution  being  temporary  only,  the  return  to  the  nor- 
mal size  being  in  some  cases  dependent  upon  the  cessation  of 
lactation.  In  others,  again,  the  regeneration  of  the  uterine  tissue 
occurred  while  lactation  was  still  going  on.  It  was  not  to  be 
confounded  with  what  was  commonly  known  in  this  country  as 
hyperinvolution,  which  was  usually  permanent  in  its  character, 
although  in  some  rare  cases  it  terminated  in  this  form.  AVhile 
the  author  had  seen  during  his  ten  years'  service  at  the  dis- 
pensaiy  over  500  cases  of  lactation  atrophy,  he  had  not  met  with 
more  than  20  cases  of  permanent  hyperinvolution. 

When  the  atrophy  was  slight,  and  was  manifest  only  by  a  thin- 
ning of  the  uterine  walls,  it  was  known  as  eccentric  atrophy; 
when  it  was  more  marked,  as  was  evidenced  by  a  marked  diminu- 
tion in  the  size  of  the  uterus,  the  term  concentric  atrophy  was 
employed.  The  cervix  usually  participated  in  the  atrophic  pro- 
cess, but  the  ovaries  did  not  as  a  rule.  The  hyperinvolution  or 
atrophy  was  fully  established  between  the  eighth  and  twelfth 
weeks,  and  persisted 'for  a  variable  period  in  different  nursing 
women,  its  persistence  usually  being  dependent  upon  the  con- 
tinuance of  lactation.  Anemia  did  not  play  an  important  rule 
in  the  causation  of  the  condition,  as  had  been  stated  by  some 

'See  original  article,  p.  211. 

2  Continued   from   p.   103,   July  Joubnal. 
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writers,  notably  Engstrom.  The  author  had  the  blood  examined 
in  a  series  of  cases,  and  he  found  that  the  degree  of  atrophy  bore 
no  relation  to  the  diminished  number  of  red  blood  cells  and  to 
the  lowered  percentage  of  hemoglobin.  Cases  with  the  smallest 
uteri  had  the  largest  number  of  red  blood  cells  and  the  highest 
percentage  of  hemoglobin. 

Hyperinvolution  might  occur  independently  of  lactation,  as 
shown  by  Hansen  and  P.  Muller.  Most  writers  hitherto  had 
concerned  themselves  chiefly  in  showing  that  lactation  atrophy 
was  not  an  injurious  condition  and  that  it  seldom  led  to  per- 
manent atrophy.  But  the  writer  drew  attention  to  its  decidedly 
beneficial  effects  upon  the  uterus  in  bringing  about  a  normal 
hyperinvolution.  "Women,  therefore,  who  nursed  their  babies 
were  rarely  the  victims  of  subinvolution,  with  its  usual  sequel, 
chronic  metritis — one  of  the  most  unsatisfactory  and  rebellious 
conditions  to  treat.  When,  as  was  usually  the  case  among  the 
better  classes,  the  mother  was  unable  or  disinclined  to  nurse  her 
baby,  it  was  the  duty  of  the  attending  obstetrician  to  keep  the 
parturient  under  observation  and  treatment  until  nearly  the 
same  degree  of  hyperinvolution  was  established  as  obtained  in 
lactation.  This  period  would  seldom  be  less  than  eight  weeks 
and  frequently  would  extend  to  three  months.  Unfortunately, 
the  importance  of  this  desideratum  was  not  very  generally  rec- 
ognized. The  accoucheur  rarely  considered  it  necessary  to  ex- 
amine the  parturient  after  the  second  or  third  week. 

In  conclusion,  the  writer  directed  attention  to  a  peculiar  cir- 
cumstance, that  in  the  class  of  women  from  whom  he  had  drawn 
his  material  in  dispensary  practice  uterine  cancer  was  exceed- 
ingly rare.  From  the  fifteen  hundred  to  sixteen  hundred  new 
patients  he  saw  yearly,  not  more  than  one  or  two  were  the  vic- 
tims of  cancer  of  the  uterus.  He  thought  one  would  expect 
almost  the  opposite  if  improper  attendance  during  the  puerpe- 
rium  and  lacerations  of  the  cervix  played  any  role  in  the  causa- 
tion of  that  dread  disease.  He  asked  the  question  whether  the 
circumstance  that  these  women  were  shielded,  in  a  great  meas- 
ure, against  the  occurrence  of  chronic  metritis  rendered  them 
less  susceptible  to  the  development  of  uterine  cancer. 

Dr.  A.  Lapthorn  Smith,  of  Montreal,  said  he  did  not  think 
it  was  right  to  limit  the  time  of  lactation  to  six  or  seven  months, 
because  he  had  known  women  who  had  been  either  pregnant  or 
nursing  for  about  thirty  years  of  their  lives  and  they  were  very 
healthy.  He  had  heard  of  many  other  women  in  the  practice  of 
his  colleagues  in  Montreal  who  had  had  the  same  experience.  He 
thought  it  was  a  mistake  to  tell  a  woman  to  stop  nursing  at 
seven  months.  There  was  a  close  connection  between  the  breasts 
and  the  uterus.  Every  physician  who  had  been  engaged  in  gen- 
eral practice  knew  from  experience  that  a  woman  would  feel 
her  uterus  contract  every  time  the  baby  began  nursing  at  the 
breast.  The  uterus  was  sympathetic.  These  contractions  might 
be  such  as  to  cut  off  the  supply  of  blood  to  the  parts.  He  had 
noticed  in  a  number  of  such  cases  that  the  uterus  was  smaller 
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than  usual.  He  did  not  consider  it  an  abnormality,  but  a  nat- 
ural condition. 

Dr.  Egbert  H.  Graxdix,  of  New  York,  criticised  the  term 
lactation  atrophy  as  used  by  the  essayist,  saying  it  was  a  bad 
one.  Atrophy  conveyed  the  idea  of  degeneration.  The  uterus 
did  not  degenerate,  but  simply  returned  approximately  to  its 
normal  size,  particularly  in  women  who  nursed  their  babies, 
while  it  remained  subinvoluted  in  women  who  did  not  do  so. 
He  thought  the  importance  of  lactation  was  being  forgotten  by 
the  better  class  of  women,  as  well  as  by  a  great  many  physicians. 
Not  many  weeks  ago  a  female  agent  drifted  into  his  office  and 
asked  him  if  he  had  ever  used  maternal  milk.  "Yes."'  he  re- 
plied, "in  my  infancy."  '"Oh."  she  said.  "I  don't  mean  that 
kind  of  milk:  I  mean  the  kind  of  milk  which  the  company  I 
represent  has  put  on  the  market."  He  said  to  her:  "Where 
<lo  you  keep  your  herd  of  mothers?"  She  replied:  "We  mod- 
ify our  milk  so  that  it  is  as  good  as,  if  not  better  than,  mother's 
milk."  He  thought  the  tendency  of  the  times  was  to  eliminate 
woman  as  a  nursing  animal,  and  to  substitute  the  preparations 
of  the  pharmaceutical  chemist  or  the  products  of  firms  who  go 
into  the  modified-milk  business. 

Dr.  Robert  A.  Murray,  of  New  York,  considered  lactation 
atrophy  to  be  a  physiological  process.  He  suggested  that  the 
term  atrophy  be  changed  and  the  condition  called  involution, 
because  in  reality  it  was  not  an  atrophy.  If  it  were  an  atrophy 
and  the  tissue  were  destroyed,  pregnancy  would  not  follow. 
He  made  this  plea,  that  wherever  we  had  any  condition  prevent- 
ing a  woman  from  nursing  through  the  whole  time,  the  physician 
should  insist,  if  at  all  consistent  with  perfect  health  and  safety, 
that  for  two  months,  at  least,  she  should  nurse  her  baby,  because 
it  was  physiological  in  bringing  about  involution. 

Dr.  Yixeberg.  in  closing,  said  that  Dr.  Smith  had  misunder- 
stood him  when  he  said  that  he  objected  to  women  nursing  their 
babies  for  more  than  six  or  seven  months.  Most  of  the  patients 
he  had  observed  nursed  their  babies  from  one  pregnancy  to  the 
other,  under  favorable  conditions.  As  to  the  terms  atrophy  and 
hyperinvolution,  he  had  used  them  synonymously  in  his  paper, 
but.  if  we  were  to  be  accurate,  the  process  of  involution  was  a 
distinct  atrophy.  If  we  had  an  organ  that  was  seven  or  eight 
centimetres  in  depth,  and  it  decreased  five  or  six  centimetres, 
there  must  be  atrophy  and  absorption  of  the  tissue.  The  re- 
searches of  Sanger  and  others  had  shown  that  there  was  a  dis- 
tinct atrophy  of  the  muscular  tissue  of  the  uterus,  and  he  could 
not  think  of  any  other  term  which  would  apply  more  accurately. 

THE    RELATIVE    ADVANTAGES    OF    THE    COMPLETE    AXD   PARTIAL 
HYSTERECTOMY. 

Dr.  E.  E.  Montgomery,  of  Philadelphia,  in  a  paper  on  this 
subject,  spoke  of  the  difficulty  the  present  student  had  in  appre- 
ciating the   slow   process   of   development   in   the   operation   of 
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hysterectomy,  whether  partial  or  complete.  The  procedure,  as 
perfected  by  Goffe  and  Baer,  marked  an  epoch  in  the  progress 
of  partial  hysterectomy.  For  the  complete  operation  he  advo- 
cated the  Doyen  procedure  as  the  one  most  desirable.  He  pre- 
ferred panhysterectomy  to  the  partial  operation,  for  the  reasons 
that  it  was  more  expeditious,  rendered  hemostasis  more  secure, 
and  decreased  the  danger  from  sepsis  by  removing  any  dead 
space  in  which  fluids  could  accumulate  and  become  infected. 
The  cervix  retained  by  the  former  method  was  not  always  free 
from  danger  from  subsequent  degenerative  processes. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  believed  that  in  per- 
forming hysterectomy  it  was  safer  to  remove  the  cervix.  With 
reference  to  the  results  of  the  originator  of  the  particular  oper- 
ation advocated  by  Dr.  Montgomery,  the  mortality  was  bad. 
Tbe  speaker  was  told  in  Europe  this  year  that  of  ten  exhibi- 
tion operations  which  he  (Doyen)  had  done  at  various  times, 
eight  of  the  patients  bled  to  death,  a  ninth  died  of  tetanus,  and 
one  recovered.  He  had  seen  the  operation  done  a  good  many 
times,  and  there  was  no  doubt  one  could  remove  the  tumor 
with  fair  rapidity.  There  was  no  doubt  that,  by  good  method, 
a  simple  tumor  could  be  removed  rapidly  where  it  could  be 
easily  delivered.  It  was  only  by  hurrying  tbe  steps  in  the  tech- 
nique that  time  was  saved.  His  experience  in  watching  men 
use  rapid  methods  was  that,  while  they  started  promptly,  they 
were  slow  in  finishing  their  operations,  and  both  in  this  country 
and  in  Europe,  in  watching  operators  work,  it  had  been  his 
observation  that  it  took  them  about  an  hour  to  complete  the 
operation.  The  only  real  claim  for  not  favoring  total  hysterec- 
tomy was  that  cancer  had  been  known  to  develop  in  the  cervix 
when  it  was  left.  After  having  done  three  or  four  hundred 
hysterectomies,  he  had  never  seen  cancer  of  the  cervix  except 
in  one  case,  and  in  this  it  was  present  before  operation. 

Dr.  E.  W.  Cushing,  of  Boston,  said  that  he  had  tried  nearly 
every  method  of  total  removal  of  the  cervix,  and  he  did  not  be- 
lieve the  operation  could  be  done  as  quickly  as  by  cutting  the 
cervix  across.  The  cervix  had  a  certain  physiological  function 
of  its  own  that  was  of  value,  and  this  was  ground  enough  for 
leaving  it  in  all  young  women,  and  was  much  more  important 
than  the  ultimate  chance  of  its  becoming  the  seat  of  malignant 
disease.    If  it  ever  did  so  it  could  be  taken  out. 

Dr.  A.  Palmer  Dudley,  of  New  York,  had  seen  the  operation 
performed  by  Doyen  last  summer.  He  designated  it  as  "scien- 
tific butchery"  and  protested  against  the  use  of  such  a  method. 
While  the  operation  could  be  quickly  performed,  the  patient 
was  strung  up  in  the  Trendelenburg  position  like  a  sheep  and 
almost  disembowelled.  The  case  he  saAv  was  one  of  simple 
epithelioma  of  the  cervix;  the  uterus  was  perfectly  movable; 
an  incision  was  made  from  the  pubic  bone  to  about  two  inches 
above  the  umbilicus;  the  tendinous  attachments  of  the  two  recti 
muscles  were  severed  and  drawn  apart,  and  the  woman's  abdo- 
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men  had  been  opened  sufficiently  to  introduce  a  man's  head  of 
large  size.  True,  the  operation  was  quickly  and  skilfully  per- 
formed, but  imagine  the  condition  of  that  woman  after  she  re- 
covered from  such  an  operation  as  that! 

He  saw  another  case  operated  upon  by  another  surgeon  the 
same  morning,  in  which  the  same  method  was  used,  and  with  the 
delivery  of  the  uterus  four  inches  of  the  sigmoid  flexure  of  the 
colon  at  the  same  time.  There  was  rapid  excision,  and  the  re- 
sult was  a  colotomy.  The  case  was  a  simple  epithelioma  of  the 
cervix.    For  his  part,  he  came  home  to  denounce  the  operation. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  said  with  refer- 
ence to  the  removal  of  the  cervix,  when  there  were  no  indications 
present  of  disease  of  the  cervix,  when  it  seemed  to  be  of  normal 
size  as  to  length  and  general  conformation,  he  would  do  a 
supravaginal  amputation  for  myoma  or  fibroma  of  the  uterus. 
Unless  there  was  some  reason  for  believing  that  there  was  dis- 
ease of  the  cervix,  he  would  leave  it  in  position.  It  was  better 
for  the  integrity  of  the  vagina  to  leave  the  cervix. 

Dr.  Joseph  E.  Janvrin,  of  New  York,  thought  the  matter  re- 
solved itself  into  the  two  operations  the  essayist  had  described, 
namely,  supravaginal  amputation  and  total  extirpation.  In  all 
cases  of  fibroma  or  myoma  of  the  uterus  where  there  was  un- 
mistakably no  disease  of  the  cervix,  and  where  there  was  suf- 
ficient cervical  tissue  remaining  to  form  a  stump,  it  had  been  his 
practice  to  do  such  an  operation  rather  than  remove  the  entire 
cervix.  In  all  other  instances  in  which  there  was  a  possibility 
of  disease  occurring  afterward  in  the  cervix,  it  had  been  his 
practice  always  to  remove  the  entire  organ.  From  a  somewhat 
extensive  experience  in  the  treatment  of  cancer  of  the  uterus, 
he  had  been  led  to  the  conclusion  that,  unless  there  were  actual 
ocular  evidences  of  cancerous  degeneration  in  the  cervix,  or  evi- 
dence furnished  by  the  microscope  that  the  cervix  was  involved, 
he  would  not  operate,  but  he  thought  that  in  all  cases  where  the 
cervix  was  implicated  total  extirpation  was  demanded. 

Dr.  Matthew  D.  Manx,  of  Buffalo,  said  that  the  decision  in 
the  matter  of  whether  to  take  out  the  cervix  or  not  depended 
upon  two  or  three  points.  First,  was  there  more  danger  of  can- 
cerous degeneration  of  the  cervix  afterward  ?  For  his  own  part, 
he  thought  there  was.  but  others  denied  that  there  was  any  par- 
ticular danger,  and  the  number  of  cases  in  their  experience  was 
small.  Personally,  he  had  seen  three  cases  of  cancerous  degen- 
eration of  the  cervix  after  supravaginal  hysterectomy.  If  there 
was  a  real  danger  the  cervix  should  not  be  left.  Others  main- 
tained that  its  removal  added  materially  to  the  risk  of  the  oper- 
ation. If  that  be  the  case,  then  probably  the  dangers  of  taking 
out  the  cervix  were  greater  than  those  in  connection  with  leav- 
ing it.  He  would  say  that  there  was  danger  of  degeneration 
afterward  if  the  cervix  was  left,  and  if  it  did  not  make  any  dif- 
ference in  the  result  at  the  time  of  the  operation,  it  would  be 
better  for  the  woman  to  remove  the  cervix.    Another  advantage 
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in  removing  the  cervix  was  that  it  made  drainage.  Everybody 
who  left  the  cervix  in  these  cases  knew  that  if  any  blood  col- 
lected in  the  peritoneal  flaps  over  the  cervix  there  was  a  rise  of 
temperature  until  that  blood  had  been  discharged  from  the  cer- 
vix. He  had  dilated  the  cervix  in  some  cases  to  allow  the  in- 
fected blood  to  escape,  after  which  the  temperature  had  declined 
and  everything  went  on  right,  This  was  entirely  obviated  by 
removing  the  cervix.  If  the  vagina  was  thoroughly  cleaned  be- 
fore operation  and  kept  packed  with  iodoform  gauze,  there  was 
no  danger  of  infection  extending  to  the  broad  ligaments  and 
peritoneal  cavity.  He  used  to  leave  the  cervix  entirely,  but  the 
more  work  he  did,  and  the  more  experience  he  had,  the  more  con- 
vinced was  he  that  the  proper  thing  to  do  was  to  remove  the 
cervix,  particularly  if  the  woman  had  borne  children  and  if 
there  were  any  laceration  or  disease  of  the  cervix.  The  sum 
total  of  lives  in  the  cases  operated  on  would  be  materially  in- 
creased if  the  cervix  was  removed  in  every  case. 

Dr.  Joseph  E.  Janvrin,  of  New  York,  stated  that  his  own 
personal  experience  had  been  that  in  some  cases  there  was  a  col- 
lection of  pus  on  top  of  the  cervix  under  the  peritoneum.  He 
had  seen  two  such  cases  in  the  hands  of  professional  friends, 
but  he  thought  it  was  a  rather  uncommon  accident.  In  such 
cases  there  was  no  difficulty  whatever  in  dilating  the  cervix  and 
letting  the  pus  out,  One  should  thoroughly  convince  himself 
whether  the  cervix  was  sound  and  healthy  or  not.  If  healthy 
it  should  be  left ;  if  diseased  it  should  be  removed. 

Dr.  Clement  Cleveland,  of  New  York,  said  it  was  formerly 
his  practice  for  many  years  to  remove  the  uterus  entirely  for 
fibromata.  He  did  so  chiefly  because  he  felt  that  drainage  was 
absolutely  necessary.  At  that  time  he  used  either  silk  or  catgut 
ligatures.  Silk  he  believed  to  be  the  best  material  until  he  suc- 
ceeded in  getting  a  catgut  which  was  rendered  absolutely  sterile 
by  cumol,  and  then  he  had  perfect  confidence  in  it.  It  was 
chiefly  for  that  reason  he  did  total  hysterectomy.  Since  he  had 
been  able  to  sterilize  perfectly  catgut  by  means  of  cumol,  he 
found  he  was  doing  more  supravaginal  operations,  leaving  the 
cervix  where  it  was  healthy.  As  to  the  danger  of  leaving  blood 
above  the  cervix  underneath  the  peritoneal  flap,  and  possible 
sepsis  occurring  afterward,  he  thought  this  could  be  obviated 
by  the  layer  suture  of  the  cervix.  He  never  performed  a  supra- 
vaginal hysterectomy  without  sewing  up  the  cervix  completely 
from  the  bottom  with  one  or  two  layers  of  catgut.  His  own 
preference  to-day  was  for  the  supravaginal  method,  and  he  did 
it  unless  there  was  positive  indication  for  the  removal  of  the 
cervix. 

As  to  chromicized  gut,  he  had  never  used  it  inside  the  peri- 
toneal cavity,  because  he  did  not  see  the  need  of  it.  Ordinary 
catgut  sterilized  by  cumol  was  entirely  satisfactory.  Moreover, 
the  examination  of  chromicized  gut  recently  had  shown  in  a 
good  many  instances  the  presence  of  free  chromin.  which  was 
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more  or  less  an  irritant  and  produced  more  or  less  sloughing. 
Careful  washing  of  the  catgut  would  remove  the  chromin. 

Dr.  J.  Riddle  Goffe,  of  New  York,  said  the  essayist  had  done 
him  the  honor  to  refer  to  what  he  had  contributed  toward  this 
method  of  leaving  the  cervix,  covering  it  with  peritoneal  flaps. 
He  still  continued  to  use  this  method  in  preference  to  doing 
total  hysterectomy.  He  believed  the  shortening  of  the  operation 
was  a  great  consideration,  that  there  was  less  shock,  less  danger 
of  immediate  hemorrhage  at  the  time  of  the  operation,  and 
that  convalescence  was  more  prompt  and  smoother  in  those  cases 
where  the  cervix  was  left. 

Another  consideration  was  that  operations  for  the  removal  of 
fibroid  tumors  of  the  uterus  were  done  upon  rather  young 
women,  much  younger  than  those  upon  whom  operations  were 
performed  for  cancer,  such  as  hysterectomy.  It  was  important 
in  young  patients  that  the  vagina  should  retain  its  size  and 
formation,  length,  etc..  and  where  the  cervix  was  left  it  was  bet- 
ter nourished,  and  atrophy  took  place  more  slowly  than  where 
the  cervix  had  been  removed.  With  these  considerations,  in  ad- 
dition to  those  presented,  it  was  the  better  plan  to  leave  the 
cervix  rather  than  to  do  total  hysterectomy. 

Dr.  William  H.  Baker,  of  Boston,  thought  the  length  of  the 
operation  and  the  condition  of  the  patient  should  be  considered 
in  connection  with  total  removal.  Sometimes  the  uterus  was 
drawn  up  and  the  cervix  was  of  such  length  that  it  required 
considerable  dissection  to  remove  the  latter,  and  a  prolonged 
operation  might  be  fraught  with  some  consequence.  In  such 
'•;i^'s  there  would  be  no  question  as  to  the  advantage  of  supra- 
vaginal amputation ;  but  in  cases  of  suppurative  disease  of  the 
tubes  and  ovaries  there  could  be  no  longer  any  question  in  regard 
to  supravaginal  amputation.  The  whole  uterus  should  be  re- 
moved: and  instead  of  establishing  free  drainage  from  above. 
it  should  he  effected  through  the  vagina. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C.  said  he  had  found 
carcinoma  of  the  cervix  in  only  one  instance.  This  was  a  sar- 
coma really,  associated  with  a  tumor,  and  fortunately  it  was  dis- 
covered in  time  and  examined  before  the  patient  left  the  hospi- 
tal. The  cervix  was  subsequently  removed  and  recovery  fol- 
lowed. In  looking  over  his  operative  work  in  the  last  few  years, 
including  that  done  with  the  angiotribe,  two  deaths  were  vividly 
in  his  mind  owing  to  the  use  of  silk  resulting  in  suppuration, 
embolism,  and  sudden  death.  This  occurred  about  1897  or  1898, 
so  that  lie  discarded  the  use  of  silk  and  had  adopted  the  angio- 
tribe with  excellent  results. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  did  not  recall  ever 
having  seen  a  case  of  infection  from  an  infected  blood  clot  after 
a  supravaginal  amputation;  nor  had  he  seen  it  after  hysterec- 
tomy for  pus  cases,  so  that  he  thought  that  with  the  improved 
technique,  as  contrasted  with  what  it.  was  ten  years  ago.  this  was 
very  largely  an  imaginary  complication,  and  he  did  not  believe 
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it  would  occur  to-day.  He  had  used  cumol  catgut  and  had  not 
had  any  trouble  with  it.  No  one  need  be  afraid  to  use  catgut 
on  account  of  hemorrhage. 

Dr.  Francis  H.  Davenport,  of  Boston,  felt  that  the  occur- 
rence of  suppuration  from  infected  blood  clot  in  the  flaps  could 
be  avoided  by  improved  technique.  He  thought  the  mistake  was 
often  made  of  making  the  peritoneal  flaps  too  large.  It  was 
hardly  necessary  to  strip  off  the  peritoneum,  either  anteriorly 
or  posteriorly,  to  any  great  extent,  in  carrying  the  incision  from 
one  side  of  the  uterus  to  the  other.  His  practice  was  to  loosen 
it  slightly,  cut  out  the  uterine  body,  leaving  a  wedge-shaped  por- 
tion, and,  in  passing  sutures,  to  include  not  only  peritoneum 
hut  a  certain  portion  of  the  uterine  structure  as  well,  and  by  a 
running  and  over-and-over  suture  to  approximate  the  edges. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  stated,  as  to  the  operation 
of  choice  in  cases  of  cancer  or  tuberculosis,  that  complete  re- 
moval of  the  cervix  was  a  necessity,  and  in  no  instance  where 
hysterectomy  had  been  done  by  this  method  had  he  seen  sup- 
puration in  the  stump.  He  had  seen  operators  leave  the  peri- 
toneal surfaces  open.  Formerly  this  was  a  comparatively  com- 
mon practice.  Cases  of  suppuration  had  been  reported  follow- 
ing this  method.  A  great  many  used  interrupted  sutures;  and 
after  the  use  of  a  suture  of  that  character,  unless  the  spaces  were 
closed,  he  could  readily  see  how  there  might  be  an  accumula- 
tion of  pus  under  the  flap.  With  a  running  suture,  such  as  he 
used,  there  was  no  possibility  of  these  flaps  being  left  long 
enough  to  cause  any  trouble. 

He  always  examined  the  cervix,  and  had  never  seen  it  fail  to 
atrophy  at  the  menopause.  The  objection  brought  forward  by 
Dr.  Groffe  was  a  crying  reason  for  leaving  the  cervix.  One 
could  not  take  it  out  without  shortening  the  vagina  an  inch  and 
a  half,  and  this,  in  an  unmarried  woman,  was  a  serious  thing. 

Dr.  Edwin  B.  Cragin,  of  New  York,  said  it  seemed  a  simpler 
operation  to  leave  than  to  remove  the  cervix,  for  the  reason  that 
the  vagina  was  more  natural.  He  had  no  doubt  that  most 
gynecologists  would  leave  the  cervix,  unless  there  was  distinct 
evidence,  on  inspection,  of  malignant  disease. 

Dr.  A.  Palmer  Dudley,  of  New  York,  referred  to  one  practi- 
cal point  in  regard  to  the  use  of  catgut  in  hysterectomy  or  any 
form  of  operation.  He  was  constantly  called  upon  to  lecture 
his  nurses  and  assistants  on  account  of  one  great  fault.  Catgut 
was  twisted  when  it  came  out  of  the  glass,  and  the  party  who 
handled  it  would  almost  invariably  strip  it  through  the  fingers 
to  get  the  kinks  out,  thus  infecting  it. 

Dr.  Montgomery,  in  closing  the  discussion,  said  he  would 
not  condemn  the  operation  of  Doyen  on  the  evidence  that  had 
been  presented  by  Dr.  Noble.  The  report  that  Doyen  had  lost 
nine  cases  out  of  ten  by  this  method  was  incorrect.  There  was 
no  reason  why  such  a  great  mortality  should  occur  from  this 
operation;  nor  Avas  he  so  rabid  as  not  to  yield  to  any  one  in  his 
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admiration  and  appreciation  of  the  work  that  had  been  done 
by  American  surgeons.  Again,  he  was  not  so  rabid  a  protection- 
ist that  he  could  not  appreciate  the  work  and  methods  of  Euro- 
peans, nor  did  he  believe  in  the  principle  that  we  should  claim 
everything  and  not  give  credit  to  others.  He  did  not  believe 
that  the  retention  of  the  cervix  had  much  influence  upon  the 
subsequent  nutrition  of  the  vagina.  When  the  cervix  was  left 
and  the  uterine  ligaments  were  tight,  it  received  its  nutrition 
from  the  vaginal  branches,  and  it  was  consequently  a  parasite  in 
the  vagina  rather  than  a  support  to  its  subsequent  nutrition. 
He  did  not  believe  the  vagina  was  shortened  to  any  degree  by 
the  removal  of  the  cervix.  Speaking  of  degeneration  of  the  cer- 
vix, he  thought  it  was  a  matter  of  very  slight  importance.  He 
had  seen  but  one  case  in  which  he  thought  it  was  necessary  to 
operate  upon  the  cervix  subsequent  to  the  removal  of  the  uterus 
by  a  supravaginal  operation.  He  had  seen  the  occurrence  of 
a  collection  of  infected  blood  above  the  cervix,  necessitating 
measures  to  evacuate  it.  But  this  was  absolutely  avoided  by  the 
complete  operation. 

(To  be  Concluded.) 
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OBSTETRICS. 

Cardiac  Disease  in  Pregnancy. — Robert  Jardine  (Jour.  Obst. 
and  Gyn.  of  the  Br.  Emp.,  Apr.)  reports  13  cases  of  cardiac 
disease  in  pregnancy,  selected  to  represent  the  different  lesions 
as  far  as  possible.  The  death  rate  of  this  condition  is  given 
by  most  authors  as  about  50  per  cent.  Jardine  has  had  only  one 
death  in  his  cases.  Pure  mitral  stenosis  is  the  most  deadly  of  all 
the  lesions.  The  danger  lies  in  the  engorgement  and  paralysis 
of  the  right  side  of  the  heart  during  the  third  stage  of  labor, 
when  a  large  amount  of  blood  must  necessarily  be  returned  to 
the  right  side  of  the  heart  from  the  diminished  circulation  in 
the  uterine  vessels.  When  mitral  stenosis  exists,  free  bleeding 
should  be  allowed  in  the  third  stage.  Next  in  seriousness  comes 
aortic  incompetence.  Mitral  incompetence  is  not  so  serious  un- 
less very  marked.  If  a  woman  has  suffered  from  failure  of 
compensation  at  any  time,  no  matter  what  the  lesion  is,  or  if 
the  lesion  is  mitral  stenosis,  aortic  incompetence,  or  incompe- 
tence and  stenosis  combined,  she  should  be  advised  against  mar- 
riage. Pregnant  cardiac  cases  must  be  kept  at  perfect  rest  and 
every  effort  must  be  made  to  strengthen  and  relieve  the  heart. 
The  bowels  must  be  kept  clear,  the  kidneys  stimulated,  the  lungs 
relieved,  and  cardiac  tonics  freely  given.  In  bad  cases  prema- 
ture labor  is  apt  to  occur.  The  results  from  induced  labor  are 
very  bad,  and  Jardine  is  inclined  to  question  the  propriety  of 
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lining  the  operation.  In  bad  cases  he  advises  the  induction  of 
abortion  before  the  fourth  month.  When  labor  begins  a  large 
dose  of  strophanthus  or  digitalis  should  be  given.  As  soon  as 
the  os  is  fully  dilated  labor  should  be  terminated.  The  patient 
should  never  be  allowed  to  bear  down.  If  the  cervix  is  rigid 
it  should  be  incised.  These  patients  take  chloroform  well  and  it 
should  always  be  used  in  bad  cases.  During  the  third  stage  the 
uterus  should  be  allowed  to  relax  and  bleeding  be  encouraged. 
Ergot  is  therefore  contraindicated.  Nursing  should  be  pro- 
hibited, as  it  tends  to  have  a  bad  effect  on  the  heart. 

Etiology  of  Eclampsia. — The  experimental  studies  of  Blum- 
reich  and  Zuntz  (Arch.  f.  Gyn.,  Bd.  lxv.,  H.  3)  were  directed 
toward  determining  the  relative  irritability  of  the  motor  centres 
in  pregnant  and  unimpregnated  rabbits  when  acted  upon  by  toxic 
substances.  For  these  experiments  they  employed  8  pregnant 
and  13  non-pregnant  rabbits  for  trephining  and  placing  kreatin 
upon  the  brain,  and  5  pregnant  and  8  non-pregnant  for  injection 
of  a  solution  of  the  same  substance  into  the  carotid  artery.  Con- 
vulsions occurred  in  all  the  pregnant  animals,  but  were  absent 
in  over  one-third  of  the  unimpregnated  of  the  first  series  and  in 
all  but  one  of  the  second.  The  writer  believes  that  this  sensi- 
bility to  kreatin  of  the  motor  centres  of  rabbits  during  pregnancy 
is  of  significance  in  connection  with  eclampsia.  It  explains  for 
him  why  such  convulsive  disorders  as  tetany  and  chorea  are  asso- 
ciated with  pregnancy  in  women. 

General  Peritonitis  during  Pregnancy. — Katz  (Comptes 
Rendus  de  la  Soc.  d'Obst.,  de  Gyn.  et  de  Ted.  de  Paris,  Mar.) 
describes  a  case  of  acute  general  peritonitis  of  unknown  origin 
occurring  in  a  woman  who  had  finished  eight  and  one-half  months 
of  a  normal  pregnancy.  The  woman  died  after  Cesarean  section, 
performed  after  an  exploratory  laparatomy  to  determine  the 
cause  of  the  severe  abdominal  symptoms.  No  cause  for  the  peri- 
tonitis could  be  discovered  in  the  woman's  history.  Autopsy 
showed  a  primary  general  peritonitis,  which  is  supposed  to  have 
been  due  to  intestinal  paralysis  from  pressure  of  the  gravid 
uterus,  with  bacterial  emigration  from  the  damaged  intestine. 

Menstruation  during  Pregnancy. — Lop  (Soc.  Obst.  de  France, 
ix.  session)  describes  what  appears,  from  the  result  of  palpation 
and  subsequent  events,  to  have  been  an  interstitial  molar  preg- 
nancy. The  discovery  was  made  during  a  curettage  for  repeated 
hemorrhages,  followed  by  tamponade.  Three  days  later  the  tam- 
pon was  removed  and  a  mole  expelled.  Menstruation  had  oc- 
curred at  regular  intervals  during  the  ten  weeks  of  this  preg- 
nancy. 

Postpartum  Pelvic  Arthritis. — According  to  V.  Van  Hassel 
(Bidl.  de  la  Soc.  Beige  de  Gyn.  et  d'Obst.,  t.  xii.,  No.  6)  the 
physiological  modifications  in  the  texture  and  mobility  of  the  pel- 
vic articulations  during  pregnancy  diminish  their  power  of  re- 
sistance, so  that  they  may  become  diseased  on  account  of  abnor- 
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mal  mechanical  distension  or  infection.  The  writer  has  found 
these  complications  only  in  cases  with  a  flat  pelvis  or  perineal 
tears.  In  the  first  class  the  anterior  ligaments  of  the  sacroiliac 
synchondroses  are  over-stretched  by  the  head  at  the  brim.  In 
the  second  class  there  is  a  local  infection,  often  causing  infiltra- 
tion of  the  parametrium,  and  leading  to  fever  and  pain  in  the 
pelvic  joints.  This  pain  may  be  protracted  and  severe  enough 
to  confine  the  patient  to  bed,  and  is  liable  to  be  mistaken  for 
sciatica,  inflammation  of  the  hip  joint  or  psoas  magnus,  appendi- 
citis, etc.  Examination  of  the  pubic  symphysis  is  easy.  For 
the  sacro-iliac  the  writer  advises  placing  the  hands  over  the 
joints,  while  the  pubic  bones  are  grasped  through  the  overlying 
soft  parts  by  an  assistant  and  separated  forcibly.  Palpation  of 
their  anterior  surfaces  through  the  vagina  elicits  pain  and  a 
sensation  of  periarticular  infiltration.  The  prognosis  is  good, 
but  treatment  must  be  long  continued.  Four  cases  are  reported, 
the  treatment  of  which  consisted  in  antisepsis  of  the  genital  tract, 
immobilization  of  the  joints  by  a  firm  pelvic  bandage,  and  sodium 
salicylate  internally  for  the  relief  of  pain. 

Double  Pregnancy  in  Double  Uterus. — In  an  VHIpara,  31 
years  of  age,  seen  by  Treub  (Soc.  Obst.  de  France,  ix.  session), 
both  halves  of  a  double  uterus  were  pregnant.  During  labor 
their  contraction  was  sometimes  simultaneous:  at  others  they 
contracted  successively.  One  child  was  finally  delivered  by  for- 
ceps ;  the  other  had  not  been  born  when  the  case  was  reported. 

Charles  \Y.  Doughtie  (Phil.  Med.  Jour.,  Apr.  19)  reports  a 
case  of  twin  pregnancy  in  a  uterus  bipartitus.  The  woman  went 
on  until  the  fifth  month,  when  she  aborted.  Each  compartment 
contained  a  complete  pregnancy,  child,  sac.  and  cord.  The 
patient  had  twice  previously  aborted  twins. 

Precocious  Conception. — James  Milner  (Lancet.  June  7)  cites 
a  case  of  labor  at  full  term  in  a  girl  14  years  and  6  weeks  old. 
The  delivery  was  at  full  term  and  the  child  alive.  The  labor 
pains  were  very  mild  and  delivery  easy.  As  yet  the  patient  has 
no  hair  on  the  pubes.     Menstruation  started  at  12%  years. 

Quintuplets. — The  case  is  reported  by  M.  S.  Sato  and  M.  X. 
Sato  (Sei-i-kwai  M><1.  Jour.,  Mar.  31).  The  mother  was  a  Jap- 
anese farmer's  wife.  37  years  old.  She  had  had  eight  normal 
labors.  A  paternal  cousin  and  her  daughter  had  given  birth  to 
twins,  but  there  was  no  other  hereditary  history  of  multiple 
conception.  During  the  present  pregnancy  the  abdomen  had 
been  unusually  large,  there  had  been  marked  edema  of  the  lower 
extremities  after  the -middle  of  pregnancy,  and  fetal  movements 
seemed  less  active.  She  was  not  examined  until  the  time  of  la- 
bor, which  occurred  at  eight  months.  \Vhen  first  seen  the  first 
child  was  half  delivered,  and  within  half  an  hour  all  had  been 
born.  The  first  child  was  born  surrounded  by  membranes;  after 
rupturing  the  membrane  of  the  second,  this  one  was  delivered 
four  minutes  later.     In  another  five  minutes  the  third  child  was 
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born,  followed  by  the  common  placenta  of  the  first  and  second. 
In  five  minutes  more  the  fourth  child  was  delivered  by  the 
breech  and  the  common  placenta  of  the  third  and  fourth  dis- 
charged. Abdominal  examination  showed  the  presence  of  a 
fifth  child,  which  was  then  delivered  with  assistance,  followed 
by  its  single  placenta.  The  children  were  all  feeble  and  evi- 
dently premature.  They  died  on  the  third  and  fourth  days. 
The  first,  third,  and  fifth  were  males;  the  second  and  fourth, 
females. 

Effect  of  Sugar  on  Labor. — Keim  and  Lehmann  (Soc.  Obst. 
de  France,  ix.  session)  hold  that  sugar  is  not  an  oxytocic  but 
an  actual  muscular  tonic.  It  will  not  initiate  labor,  but  will 
stimulate  the  uterine  as  well  as  other  muscles  after  labor  has 
begun. 

Effect  of  Spinal  Anesthesia  on  Uterine  Contractility. — 
Fifteen  experimental  subarachnoid  injections  of  cocaine  in  the 
rabbit,  goat,  sheep,  bitch,  and  cow,  and  one  observation  in  the 
case  of  woman,  have  led  J.  Audebert  (Toulouse,  Imprimerie  ML 
Cleder,  1902)  to  very  different  conclusions  from  those  drawn 
from  what  he  characterizes  as  the  two  isolated  cases  of  Doleris. 
He  believes  that  these  injections  do  not  exert  a  manifest  action 
upon  uterine  contractility,  and  are.  at  least,  not  an  efficacious 
means  of  inducing  labor.  They  do  not  appear  to  interfere  with 
the  normal  course  of  labor.  For  these  reasons  Audebert  does 
not  regard  pregnancy  as  a  contraindication  to  spinal  anesthesia. 
The  most  suggestive  results  obtained  were  in  the  first  four  ex- 
periments, in  which  a  rabbit  received,  between  the  twentieth 
and  twenty-seventh  days  of  pregnancy,  six  subarachnoid  injec- 
tions of  cocaine  without  influencing  the  usual  course  of  gesta- 
tion. 

One  Hundred  Cases  of  Abortion. — These  100  abortions  were 
treated  by  Dr.  Blondel  (Bull,  de  hi  Soc.  d'Obst.  dt  Paris,  Mar. 
20  .  Although  many  of  the  cases  were  severely  infected,  none 
were  lost.  In  view  of  the  uncertainty  as  to  the  means  by  which 
an  abortion  has  been  induced,  he  would  treat  all  cases  suspected 
of  being  criminal  radically  as  follows :  digital  curettage  if  large 
fragments  are  left  in  the  uterus,  instrumental  curettage,  swab- 
bing with  creosote  and  glycerin  1  in  3,  injection  of  tincture  of 
iodine,  and  drainage  with  gauze  saturated  with  ichthyol  and 
glycerin  1  in  10. 

Significance  of  Pulse  and  Temperature  in  the  Puerperium. 
— C.  Daniel  (Ann.  de  Gyn.  et  d'Obst.,  May)  gives  a  paper  con- 
taining typical  pulse  and  temperature  charts  of  various  infec- 
tions and  other  complications  of  the  puerperium,  and  draws  the 
well-known  conclusion  that  they  are  of  great  value  in  the  diag- 
nosis of  such  accidents,  particularly  when  associated  with  physi- 
cal examination. 

Infectious  Utero-ovarian  Thrombosis. — The  case  reported  by 
L.  Hoche  (Ann.  de  Gyn.  et  d'Obst.,  May)  is  one  of  unusually 
extensive  thrombosis.  Abortion  occurred  at  four  months,  nom- 
18 
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inally  after  a  fall.  The  placenta  was  retained  and  symptoms  of 
sepsis  followed.  Entering  the  maternity  hospital,  this  was  re- 
moved and  temporary  improvement  resulted  from  intrauterine 
douches.  Six  days  after  admission  there  were  violent  lumbar 
pains.  This  is  supposed  to  be  the  indication  of  the  beginning 
of  the  thrombosis  in  the  inferior  vena  cava.  Death  did  not  oc- 
cur, however,  for  a  month,  during  which  time  there  were  signs 
of  extension  of  the  thrombus.  Autopsy  showed  that  the  process 
beginning  in  the  uterine  veins  extended  to  the  utero-ovarian 
plexus,  then  to  the  inferior  vena  cava,  right  auricle,  right 
ventricle,  and  pulmonary  artery.  It  had  also  extended  to  the 
vaginal  plexus,  iliac  veins,  right  renal  and  hepatic  veins.  The 
bacteriological  exciting  cause  could  not  be  absolutely  deter- 
mined, but  the  organisms  iso]ated  resembled  gonococci  very 
closely. 

Suppression  of  Urine  Following  Labor. — R.  G.  McKerron 
(Jour.  Obst.  and  Gyn.  of  Br.  Emp.,  Apr.)  believes  the  most  im- 
portant factors  in  the  causation  of  this  condition  are :  A  patho- 
logical condition  of  the  kidneys  resulting  from  pregnancy,  but 
in  some  cases  dependent  on  a  pre-existing  defect  of  the  organs, 
congenital  or  acquired;  a  neurotic  temperament;  shock  incident 
to  an  undue  rapidity  of  labor  or  arising  from  excessive  pain. 
The  treatment  of  suppression  of  urine  after  labor  does  not  dif- 
fer from  that  of  the  same  condition  apart  from  pregnancy.  In 
addition  to  the  usual  measures,  rectal  injections  of  saline  solu- 
tion will  be  found  of  value.  Opium  should  be  withheld  in  all 
cases  where  anuria  is  to  be  feared.  Treatment  should  be  insti- 
tuted without  delay. 

Superstitions  Connected  with  Placenta  and  Cord. — L. 
Bouehacourt  (L'Obst.,  May  15)  has  compiled  a  number  of  in- 
teresting superstitions  connected  by  different  races  with  the 
placenta  and  umbilical  cord.  The  placenta  has  been  used  as 
an  ingredient  of  a  vaginal  suppository  to  aid  conception;  as 
an  abdominal  poultice  to  hasten  delivery;  applied,  when  fresh, 
to  the  face  to  remove  freckles:  applied  to  the  abdomen  of  a 
feeble  or  apparently  still-born  child  as  a  restorative,  or  boiled 
in  wine  or  water  for  the  same  purpose.  For  the  same  purpose 
the  child  has  been  exposed  to  the  smoke  of  the  burning  cord 
and  placenta.  A  further  use  of  the  placenta  has  been  the  re- 
moval of  birthmarks.  Many  superstitions  are  also  connected 
with  the  umbilical  cord,  some  races  preserving  it  in  the  dried 
state  and  carrying  it  throughout  life.  The  paper  also  describes 
the  customs  of  various  nations  in  connection  with  the  final  dis- 
posal of  the  placenta,  which  in  one  locality  is  supposed  to  im- 
part to  the  soil  where  it  is  buried  the  power  to  render  fertile  the 
Avomen  who  tread  upon  it,  hence  it  is  buried  in  a  much-fre- 
quented path. 

Symphyseotomy. — P.  Zweifel  (Cent.  f.  Gyn.,  No.  13)  has 
found  that  the  postoperative  period  is  always  febrile  when  the 
symphyseotomy  wound  is  entirely  closed  or  even  drained  above 
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the  symphysis.  Noting  the  good  results  in  an  apparently  un- 
favorable case  with  a  wound  extending  into  the  vagina,  he  now 
drains  all  symphyseotomy  wounds  from  behind  by  such  an  in- 
cision reaching  into  the  vagina.  In  five  cases  the  healing  has 
been  rapid.  \Ylien  the  condition  of  the  vagina  is  such  as  to 
make  it  unfit  to  communicate  with  the  symphyseotomy  wound, 
he  carries  the  drain  out  through  one  of  the  labia  majora. 

Gangrene  of  the  Nipples. — Kalph  Vincent  (Lancet,  Apr.  5) 
reports  a  case  of  gangrene  of  both  nipples  in  a  primigravida. 
Five  days  after  delivery  the  nipples  were  excoriated.  They 
were  thoroughly  dusted  with  orthoform.  This  treatment  was 
continued  for  some  days.  On  the  thirteenth  day  the  whole  of 
the  front  of  the  chest  was  covered  by  a  rash,  both  nipples  were 
excoriated,  and  the  skin  was  edematous  and  very  tender.  On 
the  sixteenth  day  the  nipples  were  grayish-black  and  loss  of  sen- 
sation in  the  left  nipple  occurred.  By  the  twentieth  day  both 
nipples  had  separated.  The  progress  of  healing  was  uneventful. 
The  milk  ducts  were  not  obliterated,  and  if  the  patient  becomes 
pregnant  again  she  can  nurse  by  means  of  a  shield.  Probably 
the  orthoform  was  the  primary  cause  of  the  gangrene. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Spinal  Anesthesia. — Socrate  Tsakona  (Gaz.  de  Gyn.,  Apr.  15) 
is  one  of  the  enthusiastic  advocates  of  anesthetization  by  sub- 
arachnoid injection  of  cocaine.  He  has  employed  the  method 
in  120  operative  cases,  both  gynecological  and  general  surgical. 
According  to  his  statement  the  Athenian  surgeons  have  col- 
lectively performed  350  operations  with  this  form  of  anesthesia 
without  a  single  death  or  serious  accident,  The  points  which 
he  emphasizes  are  the  material  of  the  needle,  which  should  be 
platinum  in  order  to  avoid  the  possibility  of  a  sudden  movement 
of  the  patient  breaking  it:  rapidity  of  operation,  especially  in 
abdominal  cases,  as  vomiting,  which  would  interfere  seriously  in 
such  a  case,  rarely  begins  under  ten  to  twenty  minutes  after  the 
injection ;  and,  finally,  the  age  of  the  solution  employed.  In  his 
last  cases  he  has  used  a  solution  which  had  been  kept  for  from 
twenty  to  thirty  days,  and  had  been  sterilized  only  at  the  time 
of  making.     With  this  solution  he  noted  no  vomiting  or  fever. 

Morphine  after  Abdominal  Section. — L.  H.  Dunning  (Jour. 
Am.  Med  Assoc,  Apr.  12)  believes  the  routine  use  of  morphine  or 
other  preparations  of  opium  after  abdominal  section  is  to  be  con- 
demned. The  serious  after-effects  of  morphine  may  be  largely 
overcome  by  the  drinking  of  liberal  quantities  of  water  before  the 
operation  and  the  rectal  injection  of  a  pint  of  normal  salt  solu- 
tion immediately  after  the  operation.  In  persistent  vomiting 
not  due  to  sepsis  or  peritonitis,  small  doses  of  morphine  hypo- 
dermatically  not  infrequently  afford  relief.  In  secondary  shock 
due  to  fright  or  over-anxiety,  morphine  in  small  doses  is  often  a 
potent  remedy. 
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Suprapubic  Abdominal  Incisions. — Berthold  Daniel  (Cent.  f. 
Gyn.,  No.  15)  reports  favorably  upon  Pfannenstiel's  transverse 

suprapubic  incision  for  laparotomy.  It  had  been  used  in  Pro- 
ehownik's  clinic  in  15  cases  during  the  year  1900,  including  7 
eases  of  suppurative  disease  of  the  appendages.  1  of  uterine 
fibroid.  5  of  retroflexion  of  the  uterus,  and  2  of  ovarian  cyst. 
In  all  cases  in  which  primary  union  took  place  there  had  been  no 
occurrence  of  hernia  after  periods  varying  from  twelve  to  twenty- 
one  months. 

R.  v.  Fellenberg  (ibid.)  warmly  advocates  Kustner's  curved 
suprapubic  incision,  chiefly  on  account  of  the  cosmetic  effect. 
the  scar  lying  in  the  fold  existing  in  fat  persons  above  the  mons 
Veneris  or  covered  by  hair.  The  results  were  also  favorable.  In 
70  cases  primary  union  was  secured  in  54.  Hematoma  was  noted 
in  15.  The  smallest  proportion  of  these  occurred  in  cases  in 
which  drainage  was  employed,  for  which  reason  Fellenberg 
favors  drainage  of  the  wound  for  twenty-four  hours.  No  hernia 
formed  in  any  of  the  70  cases. 

Ovarian  Cyst. — F.  \Y.  X.  Haultain  (Jour.  Obsf.  mid  (inn.  oj 
I  In  Br.  Emp..  Apr.)  reports  a  case  of  expulsion  of  a  dermoid 
ovarian  cyst  through  the  vagina  during  labor.  The  cyst  was 
about  the  size  of  a  small  cocoanut.  It  was  forced  through  the 
posterior  wall  of  the  vagina  and  was  removed  during  the  second 
stage  of  labor,  coming  away  while  the  patient  was  being  ex- 
amined. The  child  was  delivered  by  forceps  without  trouble. 
The  rent  in  the  vagina  was  packed  with  iodoform  gauze.  Patient 
made  an  uninterrupted  recovery.  Haultain  suggests  that  on 
recognition  of  the  condition  the  alternative  methods  of  simple 
reposition,  vaginal  ovariotomy,  and  reposition  with  subsequent 
early  ovariotomy  should  be  carefully  weighed.  Where  condi- 
tions admit  of  vaginal  ovariotomy  he  is  inclined  to  advise  this 
method.  Should  reposition  have  been  successfully  performed, 
subsequent  removal  of  the  tumor  within  twenty-four  hours  seems 
a  good  method  of  treatment  when  the  surroundings  permit. 

Conservative  Operative  Treatment  of  Old  Puerperal  Uterine 
Inversions. — In  the  April  number  of  this  Journal  (p.  602)  was 
given  an  abstract  of  the  treatment  of  inversion  of  the  uterus 
advised  by  Oui.  The  present  paper  (Ann.  <l>  Gyn.  it  d'Obst., 
Apr.)  is  devoted  to  a  detailed  description  of  conservative  oper- 
ative measures,  both  abdominal  and  vaginal.  Of  these  he  favors 
anterior  colpo-hysterotomy.  The  only  objection  to  this  oper- 
ation which  lie  can  find  is  the  possibility  of  injuring  the  bladder; 
but  he  regards  this  as  very  remote,  as  in  eases  of  chronic  in- 
version of  the  uterus  the  bladder  is  usually  entirely  separated 
from  that  organ.  The  uterus  is  drawn  down  and  a  la  rue  trans- 
verse incision  made  in  the  anterior  vaginal  wall  just  above  the 
cervix.  After  examination  to  determine  that  the  bladder  and 
intestine  will  not  be  injured,  the  entire  anterior  uterine  wall  is 
opened  longitudinally  and  in  the  median  line.     With  the  thumbs 
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on  its  posterior  surface  and  index  fingers  on  the  borders  of  the 
incision,  the  uterus  is  reinverted.  The  uterine  wound  is  then 
closed  by  interrupted  catgut  sutures  through  all  layers  except  the 
mucosa,  with  intervening  catgut  sutures  through  peritoneum  and 
superficial  muscular  fihres.  The  fundus  is  then  pushed  through 
the  vaginal  incision  until  entirely  within  the  abdomen.  The 
cervix  and  vagina]  wound  are  then  closed  with  catgut,  a  gauze 
drain  being  left  in  the  latter  for  three  days,  and  the  vagina 
tamponed. 

Vulvar  Lymphangiectases. — The  case  reported,  together 
with  the  four  other  recorded  European  cases,  furnishes  11. 
Duret  (Jour,  des  Sci.  med.  <l<  Lille,  May  10  and  17)  with  the 
material  for  a  paper  on  lymphangiectases.  His  patient  was  a 
pale,  emaciated  girl  of  17,  with  hypertrophy,  edema,  and  red- 
uces of  the  labia  majora,  from  which  exuded  a  profuse  sero- 
purulent  liquid.  This  condition  extended  to  each  inguinal  re- 
gion and  above  the  anterior  superior  spines.  Since  the  age  of 
11  she  had  had  an  irregular  swelling  of  the  left  labium  majus, 
which  had  become  red  and  painful  within  fifteen  days.  After 
incision  large  quantities  of  lymph  were  discharged.  This  con- 
tinued for  some  days.  Each  time  the  cut  edges  became  agglu- 
tinated the  temperature  rose.  The  cachexia  and  anemia  in- 
creased. After  several  months  the  inflammatory  appearance 
and  symptoms  disappeared  under  tonic  treatment,  and  the  af- 
fected region  showed  a  large  number  of  hemispherical  vesicles 
easily  emptied  by  pressure  and  giving  issue  to  lymph  when 
opened,  while  the  upper  part  of  the  labia  and  the  anterior  com- 
missure were  covered  with  papillomatous  growths.  Five  months 
after  admission  the  skin  remained  simply  thickened,  while  the 
papillomatous  growths  had  become  merely  warty  elevations. 
Duret's  conclusions  are  that  certain  native  cases  of  lymph- 
angiectasis  occur  which  are  not  due  to  the  filaria  sanguinis 
hominis,  but  are  the  result  of  obstruction  to  the  lymphatic  cir- 
culation by  obliterating  adeno-lymphangitis,  caused  by  other 
organisms,  especially  the  streptococci.  The  dilatations  may  oc- 
cupy the  ganglia  and  afferent  vessels,  the  large  lymphatic  trunks, 
and  the  lymphatic  reticulum  of  the  skin,  constituting  respect- 
ively adeno-lymphocele,  lymphatic  varix.  and  varix  of  the  skin. 
Varices  of  the  cutaneous  lymphatic  network  are  most  common 
on  the  lower  extremities  and  external  genitals  and  are  accom- 
panied by  edema  of  the  skin.  They  appear  as  the  vesicles  de- 
scribed above.  The  lymph  flow  when  they  are  opened  may 
cause  severe  cachexia.  The  vulvar  lymphangiectases  occur  as 
clear  vesicles  or  papillomatous  vegetations  as  in  the  author's 
case. 

Treatment  of  Recto-perineal  Fistula. — Gerard  Marchant 
(Presst  med.,  Mar.  15)  employed  the  following  method  for  the 
closure  of  a  recto-perineal  fistula  through  which  the  rectal 
mucosa  prolapsed.  The  fistula  was  presumably  the  result  of  an 
infected  suture  from  a  rectocele  operation.     After  dilatation  of 
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the  anus  the  mucosa  was  everted  and  amputated  circularly  one- 
half  centimetre  above  the  anus.  The  mucous  membrane  was 
freed  around  the  perineal  portion  of  the  fistula  and  drawn  down 
through  the  anus.  A  circular  amputation  of  the  rectum  just 
above  the  rectal  opening  of  the  fistula  removed  all  the  damaged 
portion,  and  the  part  above  this  incision  was  drawn  down  and 
sutured  to  the  narrow  collar  left  at  the  anus.  The  perineal 
opening  was  freshened  and  then  closed  with  sutures.  The  re- 
sult was  all  that  could  be  desired. 

Treatment  of  Pyelitis. — In  connection  with  the  report  of  the 
removal  of  a  large  vesical  calculus  from  a  woman,  Graefe  (Cent, 
f.  Gyn.,  No.  13)  reports  two  cases  of  pyelitis  successfully  treated 
by  the  internal  administration  of  methylene  blue. 

Ovarian  Hematoma  Complicating  Uterine  Fibroids. — 
Lauwers  (Bull,  de  la  Soc.  Beige  de  Gyn.  et  d'  Obst.,  t.  xii..  No.  6 
calls  attention  to  a  complication  of  uterine  fibroids  which  is  not 
mentioned  in  several  leading  modern  text  books.  In  150  opera- 
tions for  fibroids  he  encountered  11  cases  with  hematoma  of  the 
ovary  and  one  with  hematosalpinx.  In  10  cases  the  ovarian 
hematoma  was  bilateral. 

Cystopexy. — A  cystocele  being  formed  by  prolapse  of  the  base 
of  the  bladder.  Umberto  Chiaventone  (Ann.  de  Gyn.  et  d'Obst., 
May)  prefers  to  approach  through  the  abdomen  in  order  to  at- 
tack that  portion  of  the  organ.  The  operation,  which  is  de- 
scribed at  great  length,  consists  simply  in  an  abdominal  incision 
and  a  transverse  incision  of  the  vesico-uterine  cul-de-sac. 
through  which  the  bladder  is  stripped  off  down  to  the  level  at 
which  the  ureters  enter  the  bladder.  At  this  level  the  connec- 
tive-tissue attachment  of  the  bladder,  which  has  been  loose  above, 
suddenly  becomes  dense  and  firm.  The  base  of  the  bladder  is 
then  sutured  to  the  anterior  wall  of  the  uterus ;  the  utero-vesical 
peritoneum  is  reunited :  and  the  uterus  is  fixed  by  hysteropexy 
or  intraperitoneal  shortening  of  the  round  ligaments,  accord- 
ing to  the  degree  of  prolapse.  The  abdominal  wound  is  then 
closed. 

Inheritance  of  Hypospadias  and  Pseudohermaphroditism. — 
F.  Xeugebauer  (Monats.  f.  Geb.  u.  Gyn.,  Bd.  xv..  H.  3)  has  col- 
lected the  histories  of  39  cases.  37  of  masculine  hypospadias  or 
pseudohermaphroditism  and  2  of  feminine  pseudohermaphrodit- 
ism. In  26  of  these  the  individual  had  previously  been  supposed 
to  be  of  the  opposite  sex.  In  20  cases  hypospadias  was  trans- 
mitted from  father  to  son.  or  to  the  second  generation  through 
a  normal  father,  or  through  the  mother.  The  frequency  of 
hypospadias  is  shown  by  Rennes'  figures  of  10  cases  in  3,000 
French  recruits  and  Bouisson  's  one  in  300  venereal  cases.  That 
it  is  not  necessarily  the  cause  of  sterility  is  shown  by  a  case  with 
a  separation  of  the  halves  of  the  penis  to  the  extent  of  5  centi- 
metres, in  which  a  condom  with  the  top  removed  permitted  re- 
peated fruitful  intercourse.  Associated  developmental  or  func- 
tional testicular  disturbance  often  causes  sterility. 
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DISEASES   OF   CHILDREN. 

The  After-History  of  the  Children  born  of  Insane  Mothers. — 
An  editorial  (Med.  Press  and  Circular,  Mar.  28,  1902)  calls  at- 
tention to  the  statistics  collected  by  A.  F.  Tredgold.  The  con- 
clusions drawn  therefrom  are  that  (1)  the  mental  and  physical 
condition  of  the  child  is  in  nowise  influenced  by  the  mere  fact 
of  the  mother  being  insane  during  pregnancy;  (2)  neither  is  the 
condition  of  the  child  influenced  by  the  variety  of  the  insanity, 
the  duration  of  the  attack,  or  the  age  of  the  mother,  nor  even 
directly  by  the  number  of  attacks  from  which  the  mother  may 
have  suffered;  but  that  (3)  this  condition  is  directly  dependent 
upon  the  presence  or  ahs<  nci  of  morbid  hereditary  influences. 

Bright's  Disease  in  Children. — Henry  Ashby  (Practitioner, 
Dec,  1901)  says  that  it  is  hardly  necessary  to  remark  that  the 
systematic  examination  of  the  urine  of  sick  infants  and  children 
is  just  as  important  as  the  examination  of  the  urine  of  adults, 
and  that  unless  such  systematic  examinations  are  made  renal 
complications  will  certainly  be  overlooked.  The  common  type  of 
nephritis  in  childhood  is  the  acute  or  subacute  type  of  inflamma- 
tion, with  exudation  of  blood  and  fibrin  which  more  or  less  choke 
the  tubules,  and  the  urine  in  consequence  is  dark  in  color  and 
albuminous.  Chronic  nephritis  is  much  less  common,  and  is 
usually  the  result  of  repeated  subacute  attacks.  There  is  also  the 
septic  form,  which  differs  from  those  already  described  in  that 
the  inflammation  is  local  rather  than  general,  while  the  chief 
feature  is  an  exudation  of  leucocytes  from  the  vessels,  and  there 
are  often  minute  points  of  suppuration ;  and  reference  must  also 
be  made  to  the  toxic  degeneration  changes  which  are  associated 
with  the  acute  febrile  disorders,  more  especially  diphtheria, 
though  these  can  hardly  be  classed  with  nephritis.  In  3,000 
cases  of  scarlet  fever  that  have  been  under  the  writer's  care  in 
the  fever  ward  of  the  Manchester  Children's  Hospital,  nephritis 
supervened  in  from  six  to  seven  per  cent  of  them.  Acute  nephri- 
tis in  rare  instances  is  a  sequel  of  certain  other  specific  diseases 
besides  scarlet  fever.  It  is  comparatively  common  for  it  to  oc- 
cur without  any  history  being  obtainable  of  some  previous  acute 
disorder.  In  these  primary  cases  the  onset  is  often  insidious, 
and  it  may  happen  that  no  previous  examination  of  the  urine  has 
been  made  till  the  puffy  white  face  suggests  kidney  disease.  It 
is  this  insidious  type  which  is  met  with  in  children  under  2  years 
of  age  when  it  is  not  scarlatinal.  Very  little  can  be  said  about 
the  treatment  of  nephritis  which  is  not  the  common  property  of 
ever}'  text  book — there  is  unfortunately  no  drug  known  that  in 
any  way  modifies,  or  checks  inflammatory  or  degenerative  changes 
in  the  kidneys.  Fortunately  recovery  from  scarlatinal  nephritis 
is  usually  complete  and  permanent  if  the  patient  is  placed  under 
favorable  conditions,  though  in  some  instances  it  may  be  pro- 
longed and  tedious.  After  the  acute  process  is  over  small  quan- 
tities of  albumin  may  from  time  to  time  be  detected  in  the  urine, 
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especially  if  the  patient  is  allowed  to  get  up  and  go  about.  Dur- 
ing the  acute  stage  there  can  be  no  two  opinions  with  regard  to 
the  importance  of  keeping  the  patient  in  a  horizontal  position, 
clothed  in  flannel,  and  surrounded  by  blankets,  with  perhaps 
several  rubber  hot-water  bottles  in  the  bed.  For  the  first  two 
days  or  weeks  a  diet  consisting  of  from  one  to  two  pints  of  milk 
in  the  twenty-four  hours,  freely  diluted  with  warm  barley  water 
or  some  thin  gruel,  should  be  given.  Warm  baths  are  beneficial, 
and  should,  of  course,  be  brought  to  the  bedside  of  the  patient. 
Excessive  purgation  is  to  be  avoided,  unless  there  are  symptoms 
of  uremia.  When  the  acute  stage  is  over  a  more  liberal  diet  may 
be  allowed:  eggs,  toast,  cooked  vegetables,  and  rice  pudding  are 
allowable,  while  meat  and  meat  extracts  are  best  avoided  until 
the  kidneys  are  on  full  work  again.  In  the  more  severe  cases, 
when  there  is  much  edema,  scanty  urine,  and  perhaps  trouble- 
some uremic  vomiting,  treatment  becomes  a  much  more  serious 
problem.  Hot-air  or  vapor  baths  act  on  the  skin  much  more 
powerfully  than  simple  warm  baths,  but  even  these  at  times  will 
fail  to  make  the  patient  sweat  freely.  Pilocarpine  and  jabo- 
randi  are  apt  to  depress;  smart  purgation  with  calomel  and 
euonymin  will  be  necessary  if  the  vomiting  is  troublesome.  Diu- 
retics are  mostly  disappointing,  the  best,  perhaps,  being  the 
citrate  of  caffeine.  Digitalis  and  strychnine  should  be  given  if 
there  is  any  evidence  of  cardiac  dilatation  or  a  failing  heart. 
Chloroform  is  useful  to  check  the  violence  of  uremic  convulsions, 
and  injections  of  morphia  (one-twentieth  to  one-tenth  grain) 
may  be  safely  given,  the  danger  of  this  drug  in  kidney  disease 
having  been  greatly  exaggerated  by  some  writers.  In  chronic 
nephritis,  when  there  is  albuminuria  and  no  acute  or  subacute 
symptoms,  the  great,  thing  is  to  place  the  patient  under  the  most 
favorable  life  conditions.  Too  much  bed  and  indoor  life  is  a  mis- 
take, and  no  good  can  come  of  long  periods  of  a  purely  milk  diet. 
A  varied  diet  must  be  prescribed,  consisting  in  the  main  of  vege- 
tables, eggs,  and  milk,  and  an  out-of-doors  life  in  a  warm  climate. 
Diphtheria. — John  H.  McCollom  (Providence  Med.  Jour., 
July.  1902)  says  that  when  one  sees  a  patient  with  membrane 
covering  the  tonsils  and  uvula,  profuse  sanious  discharge  from 
the  nose,  spots  of  ecehyniosis  on  the  body  and  extremities,  cold, 
clammy  hands  and  feet,  a  feeble  pulse  and  the  nauseous  odor 
of  diphtheria,  and  finds  that  after  the  administration  of  10.000 
units  of  antitoxin  in  two  doses  the  condition  of  the  patient  im- 
proves slightly,  that  after  10,000  units  more  have  been  given 
there  is  a  marked  abatement  in  the  severity  of  the  symptoms, 
that  Avhen  an  additional  10,000  units  have  been  given  the  patient 
is  apparently  out  of  danger  and  eventually  recovers,  one  must 
believe  in  the  curative  power  of  antitoxin.  When  one  sees  a 
patient  in  whom  the  intubation  tube  has  repeatedly  been 
clogged,  when  the  hopeless  condition  of  the  patient  changes  for 
the  better  after  the  administration  of  50,000  units,  one  cannot 
help  but  be  convinced  of  the  importance  of  giving  large  doses  of 
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antitoxin  in  the  severe  and  apparently  hopeless  cases.  Prom  a 
comparison  of  the  health  reports  of  Boston  before  and  after  the 
introduction  of  the  antidiphtheritic  serum,  from  a  comparison 
of  the  health  reports  of  other  cities,  from  a  study  of  hospital 
reports,  from  a  clinical  observation  of  10,526  cases  of  diphtheria, 
tlie  following  conclusions  are  justifiable:  1.  That  the  ratio  of 
mortality  of  diphtheria  per  10,000  of  the  living  was  very  high 
m  Boston  previous  to  1895.  2.  That  the  ratio  of  mortality  per 
lit. 000  has  been  very  materially  reduced  since  the  introduction 
of  antitoxin.  3.  That  the  percentage  of  mortality  in  the  South 
Department  is  lower  than  that  of  any  of  the  hospitals  taken  for 
comparison.  4.  That  since  larger  doses  of  antitoxin  have  been 
given  the  death  rate  has  been  materially  reduced,  this  reduction 
having  occurred  in  the  apparently  moribund  cases.  5.  That  no 
injurious  effect  has  followed  the  use  of  the  serum.  6.  That  to 
arrive  at  the  most  satisfactory  results  in  the  treatment  of  diph- 
theria, antitoxin  should  be  given  at  the  earliest  possible  moment 
in  the  course  of  the  disease. 

Diphtheria  Treated  with  Massive  Doses  of  Antitoxin. — L. 
G.  Le  Beuf  (New  Orleans  Med.  and  Surg.  Jour.,  June.  1902) 
reports  the  case  of  a  child  of  3  years  suffering  from  laryngeal 
diphtheria.  He  had  profound  dyspnea,  pulse  was  144.  temper- 
ature 100%  respiration  32.  He  was  injected  in  the  lumbar  region 
with  3,000  units  of  antitoxin  March  6  at  4  p.m.  March  7  he  was 
in  much  the  same  condition,  but  with  a  little  less  abdominal 
tirage.  On  this  day  he  received  three  injections  of  3,000  units 
•  arh.  making  a  total  of  12.000  units  in  less  than  thirty-two  hours. 
During  this  time  the  child  was  apparently  in  extremis  and  the 
injections  were  given  as  a  last  resource.  The  next  day  the  child 
was  much  better  and  expectorated,  after  a  most  violent  strangu- 
lation fit  of  coughing,  a  nearly  perfect  cast  of  his  pharynx  and 
larynx,  with  three  long,  flat,  grayish  digitations  at  the  bottom, 
no  doubt  part  of  some  larger  bronchial  casts  also.  The  child  also 
swallowed  a  large  piece  of  membrane.  Immediately  after  this 
his  condition  improved.  Another  injection  of  3,000  units  was 
made,  to  be  positive  of  getting  every  particle  of  exudate  out  of 
the  throat.  After  all  this  dosage  the  only  reaction  which  took 
place  was  a  profuse  diaphoresis.  Calomel  in  one-tenth  grain  doses 
was  given  for  catharsis  and  as  an  intestinal  asepssis.  March  11 
and  12  the  heart  beat  was  still  intermittent,  but  after  that  it 
became  normal,  and  the  child  recovered  completely.  The  author 
says  that  undoubtedly  when  aseptic  methods  are  used  and  a  good 
serum  employed  we  have  an  agent  which  causes  very  little  re- 
action and  seems  to  work  the  greatest  good  when  administered 
most  fearlessly.  It  is  believed,  to  explain  this  benignity,  that 
antitoxin  enters  directly  into  combination  with  the  specific  toxin 
it  is  to  neutralize.  Hence  it  is  made  to  combat  it  without  danger 
to  the  patient,  because  probably  a  neutral  salt  is  found  in  the 
system.  McCollom,  of  Boston,'  has  repeated  4,000  units  until 
80,000  and  100,000  have  been  eiven,  especially  in  the  infantile 
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paralysis  following  diphtheria.  In  severe  cases  he  does  not 
believe  there  is  any  way  of  estimating  the  amount  of  toxins 
generated  by  the  exudate,  hence  his  conclusion  is  to  go  on  ad- 
ministering it  until  the  membranes  are  shrivelled  and  the  im- 
provement of  the  patient  tells  when  to  stop. 

Diphtheria  of  the  Conjunctiva  Treated  by  Antitoxin. — L. 
Emmett  Holt  (Arch,  of  Fed..  May,  1902;)  gives  the  following 
report  of  a  case :  The  patient,  an  infant  6  months  old,  was  ad- 
mitted to  the  New  York  Foundling  Hospital  May  18,  1901, 
without  any  history.  Examination  showed  swelling  and  redness 
of  the  right  eye.  especially  of  the  upper  lid,  to  such  a  degree 
that  the  child  was  unable  to  open  it.  On  everting  the  lid  a 
thick,  yellowish-gray  patch  of  pseudo-membrane  was  seen  upon 
the  conjunctiva,  covering  about  one-half  of  the  lid.  This  mem- 
brane was  very  adherent.  There  was  evidence  of  considerable 
conjunctivitis  and  the  cornea  was  slightly  cloudy.  There  was 
no  membrane  in  the  throat  or  elsewhere,  and  the  general  symp- 
toms were  those  of  moderate  prostration,  temperature  102°.  A 
fresh  smear  and  afterward  a  culture  from  the  conjunctiva 
showed  diphtheria  bacilli  in  numbers,  and  2,400  units  of  anti- 
toxin were  administered.  Ice  compresses  were  applied  and  a 
solution  of  atropine  dropped  into  the  eye.  The  progress  of  the 
case  was  rapid  and  uneventful.  In  twenty- four  hours  the  tem- 
perature had  fallen  to  100  j4°,  and  in  forty-eight  hours  to  nor- 
mal. Improvement  in  the  eye  began  almost  immediately,  and 
in  twenty-four  hours  a  very  decided  change  was  seen.  On  the 
third  day  the  swelling  had  so  far  diminished  that  the  child 
could  open  the  eye  and  the  membrane  was  nearly  gone.  It  did 
not  disappear  entirely  until  the  sixth  day.  Diphtheria  bacilli 
were  found  by  cultures  as  late  as  the  seventh  day,  but  on  the 
tenth  day  the  eye  was  entirely  well.  No  more  convincing  dem- 
onstration of  the  value  of  antitoxin  can  be  found  than  in  cases 
like  this,  which  formerly,  under  any  treatment  known,  almost 
invariably  went  on  from  bad  to  worse,  ending  in  the  destruction 
of  the  eye. 

The  Etiology  of  Hodgkin's  Disease. — John  M.  Dodson  (Pedi- 
atrics,  April  15.  1902)  reports  a  case  as  his  contribution  to  the 
discussion  of  the  tubercular  origin  of  this  disease.  There  was  a 
general  enlargement  of  all  the  superficial  glands  of  the  neck, 
varying  in  size  from  that  of  a  large  filbert  to  a  hen's  egg.  The 
glands  were  not  in  the  least  tender,  even  on  firm  pressure,  nor 
was  there  any  evidence  of  inflammatory  process  about  them. 
There  was  no  indication  of  pressure  on  the  vessels,  nerves,  or 
other  structures  of  the  neck ;  no  enlargement  of  the  axillary,  in- 
guinal, or  abdominal  glands  could  be  detected.  The  spleen  was 
not  palpable;  temperature  99°,  puke  100.  There  was  at  no  time 
pronounced  leucocytosis.  A  diagnosis  of  lymphadenitis  was 
made,  probably  of  tubercular  origin,  though  the  possibility  of 
Hodgkin's  disease  was  noted.  A  small  gland  was  removed,  but 
careful  examination  failed  to  show  any  of  the  usual  appearances 
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of  a  tubercular  process,  and  carefully  stained  sections  showed  no 
bacilli.  The  failure  of  tuberculin  tests  previously  made,  and  the 
result  of  the  microscopic  examination  of  the  gland  removed, 
seemed  to  warrant  the  exclusion  of  tuberculosis,  and  the  case  was 
considered  to  be  one  of  Hodgkin's  disease.  The  patient  was 
placed  on  Fowler's  solution,  in  increasing  doses,  and  at  his  last 
appearance  there  was  a  noticeable  diminution  in  the  size  of  the 
gland.  It  may  be  objected  in  this  case  that  the  diagnosis  of  a 
chronic  lymphadenitis  cannot  be  excluded,  but  the  writer  thinks 
that  the  apparent  absence  of  any  antecedent  affection  of  the 
throat,  of  pain  and  tenderness  in  the  glands,  of  periadenitis,  or 
of  any  tendency  to  suppuration,  and,  finally,  a  characteristic  ap- 
pearance of  the  gland  removed  for  examination,  speak  strongly 
against  such  an  opinion.  This  case  seems,  therefore,  to  have 
been  one  of  Hodgkin's  disease,  not  of  tubercular  origin.  That 
this  disease  is  of  infectious  origin  is  extremely  probable,  but  the 
infectious  agent  is  as  yet  unknown  to  us,  though  doubtless  cases 
of  tubercular  and  syphilitic  disease  of  the  lymphatics  may  simu- 
late it  closely  and  may  have  been  mistaken  therefor.  In  case  of 
doubt  as  to  the  tubercular  character  of  the  disease,  tuberculin 
should  be  carefully  and  thoroughly  tried,  and,  this  failing,  one 
of  the  glands  or  a  portion  of  one  should  be  removed,  carefully 
examined  for  the  presence  of  tubercular  lesions  and  of  bacilli, 
and  then  emulsified  with  sterile  water  and  inoculated  into  guinea- 
pigs. 

Inheritance  of  Recurrent  Attacks  of  Jaundice  and  of  Ab- 
dominal Crisis  with  Hepato-Splenomegaly. — Thomas  Barlow 
and  H.  Batty  Shaw  (Med.  Press  and  Circular,  May  28,  1902) 
report  cases  in  mother  and  son.  The  special  points  to  be  noted 
are :  1.  The  chronicity  of  the  affection,  lasting  in  the  son  at  least 
fourteen  years  and  being  probably  congenital,  and  in  the  mother 
for  a  much  longer  period.  2.  The  occurrence  of  indolent  ulcers 
in  both  cases.  3.  The  fact  that  the  jaundice  is  always  slightly 
present  and  undergoes  periodic  intensification,  and  is  then  as- 
sociated with  pain  in  the  spleen  or  the  liver,  or  both.  4.  The 
mother's  would  appear  to  be  a  case  of  Hannot's  cirrhosis  of  the 
liver,  while  her  son's  cannot  but  be  considered  as  an  earlier  in- 
complete stage,  possibly  of  the  same  malady.  5.  Finally,  atten- 
tion is  called  to  the  extremely  guarded  prognostic  view  to  be  held 
in  such  cases.  Mrs.  W.  has  grown  to  maturity  and  has  had  sev- 
eral children,  and  but  for  the  disturbance  caused  by  the  periodi- 
cal attacks  of  jaundice  and  abdominal  pains  is  able  to  enjoy  life. 

The  Importance  of  Rickets  in  Girls  from  an  Obstetrical 
Standpoint. — C.  S.  Bacon  (Clin.  Rev.,  April,  1902)  describes  two 
cases  which  illustrate  the  importance  of  rickets  in  girls,  on  ac- 
count of  the  serious  pelvic  deformities  resulting  and  causing  ob- 
stetrical complications  during  the  childbearing  period.  While 
these  results  of  rickets  manifest  themselves  in  adult  life,  the 
disease  is  one  of  infancy.     From  a  study  of  a  limited  number  of 
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eases  in  private  and  dispensary  practice,  the  author  would  be  in- 
clined to  state  that  nearly  one-half  of  all  pelvic  contractions  are 
caused  by  rickets.  From  the  report  of  others  this  ratio  would  be 
too  high.  We  are  still  considerably  in  the  dark  concerning  the 
etiology  of  this  disease.  There  is  no  agreement  as  to  the  kind  of 
food  that  is  essential  to  proper  development  of  the  body,  and  to 
the  lack  of  which  rickets  may  be  ascribed.  The  natural  attempt. 
in  the  early  study  of  the  disease,  to  attribute  it  to  deficiency  in 
the  lime  salts  has  been  generally  abandoned,  because  such  a  de- 
ficiency in  the  food  could  not  be  demonstrated.  Zweifel  con- 
tends, for  the  importance  of  sodium  chloride ;  Christopher  finds 
fat  generally  lacking.  Animals  are  made  rachitic  by  withhold- 
ing various  food  elements,  as  proteid  meat  in  the  case  of  dogs. 
A  question  of  very  grave  importance  is  that  of  early  diagnosis. 
There  are  unfortunately  no  marked  signs  which  call  the  attention 
of  the  parents  of  the  child  to  the  fact  that  an  important  disease 
is  developing.  The  earliest  sign  of  the  disease  is  probably  the 
beading  in  the  fourth,  fifth,  and  sixth  ribs.  As  a  rule,  the  next 
deformity  to  show  in  the  long  bones  is  in  the  lower  ends  of  the 
radius  and  ulna.  About  the  same  time  comes  the  thickening  of 
the  bosses  of  the  parietal  and  frontal  bones  of  the  skull.  The- 
oretically two  things  are  important  in  the  treatment  of  rickets  in 
its  acute  stage.  One  is  control  of  the  disease  process  as  soon  as 
possible,  and  the  other  is  the  care  of  the  child  to  prevent  the 
pelvic  deformity.  The  disease  process  is  fortunately  generally 
corrected  by  proper  dietetic  and  hygienic  management.  If  there 
be  a  gastro-intestinal  infection,  which  is  not  infrequently  the 
case,  its  correction  is  of  course  the  first  thing  to  be  attended  to. 
Not  infrequently  we  find  that  the  child  is  on  a  starvation  diet  of 
diluted  milk.  There  seems  to  be  a  widespread  fear  among  phy- 
sicians that  fat  will  injure  a  baby's  digestion.  The  writer  has 
sometimes  found  nursing  children  rachitic,  and  in  all  of  these  cases 
there  was  an  abnormally  low  proportion  of  fat  in  the  mother's 
milk.  It  is  a  pretty  general  rule  that  a  child  with  rickets  will 
improve  with  a  considerable  addition  of  fat  to  its  diet.  Infants 
may  be  given  diluted  cream,  while  older  children  should  be  en- 
couraged to  eat  plenty  of  good  fresh  butter.  In  the  case  of 
nursing  children  two  or  three  feedings  of  diluted  cream  should 
be  introduced  among  the  nursings.  In  all  cases  cod-liver  oil  has 
an  unusually  good  influence,  and  not  only  makes  the  cure  quicker, 
but  in  many  eases  seems  to  be  a  necessity.  Is  it  possible  to  do 
anything  to  prevent  the  development  of  a  pelvic  deformity  in  a 
rickety  girl?  So  far  as  the  author  can  learn,  the  orthopedists 
have  not  considered  this  phase  of  the  subject  of  rickets.  Yet, 
instead  of  being  a  rare  deformity,  it  is  probably  one  of  the  most 
common.  If  anything  can  lie  done  for  the  rachitic  girl  to  save 
her  one  or  two  centimetres  in  the  conjugate  vera,  it  is  well  worth 
the  effort.  Of  course  we  can  attempt  to  keep  the  child  lying' 
down,  but  that  is  difficult  in  the  ease  of  an  otherwise  healthy 
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child.  Whether  it  is  possible  or  practicable  to  devise  any  kind 
of  an  apparatus  to  relieve  the  trunk  pressure  on  the  sacrum  must 
be  left  to  the  orthopedist  to  decide. 

Intussusception  in  Children. — R.  Hamilton  Russell  (Inter. 
Med.  Jour.,  March  20,  1902)  used  to  attempt  to  secure  reduction 
by  water  pressure,  but,  having  become  convinced  that  it  is  not 
possible  to  be  certain  that  reduction  has  taken  place,  he  now 
subjects  every  case  to  immediate  operation  as  soon  as  the  diag- 
nosis is  made.  He  says,  however,  that  water  pressure  is  some- 
times perfectly  efficient,  and  it  seems  as  if  there  ought  to  be  a 
sphere  of  usefulness  for  it.  A  surgeon  can  hardly  perform 
abdominal  section  on  an  infant  away  in  the  country  with  little 
or  no  assistance,  while  he  can  use  water  pressure  quite  easily. 
Be  is  inclined  to  think  that  the  majority  of  cases  that  are  diag- 
nosed within*  a  very  few  hours  may  be  reduced  by  water  pres- 
sure, and  where  the  obstacles  to  operation  are  great  the  chance 
of  the  lesser  procedure  proving  effective  should  be  offered.  The 
compressing  agent  should  be  the  weight  of  a  column  of  water 
not  more  than  two  feet  in  height.  All  kinds  of  inflators  are  for- 
bidden as  being  dangerous  to  the  integrity  of  the  bowel.  The 
apparatus  employed  should  be  a  funnel  with  a  long  soft-rubber 
tube  attached.  The  tube  will  be  gradually  introduced  higher 
and  higher  into  the  bowel  as  the  water  flows  in;  return  of  the 
water  by  the  side  of  the  tube  will  be  prevented  by  compression 
of  the  nates  around  the  tube.  At  first  only  a  relatively  small 
amount  of  water  can  be  introduced:  and  this  amount  should  be 
noted,  as  it  will  be  a  measure  of  the  extent  of  large  bowel  un- 
occupied by  the  intussusception.  As  this  latter  becomes  grad- 
ually reduced  the  quantity  of  water  that  passes  in  will  gradually 
increase;  after  four  or  five  minutes  the  bowel  should  be  allowed 
To  empty  itself,  and  examination  of  the  abdomen  be  made  in 
order  to  ascertain  what  alteration,  if  any,  has  taken  place  in  the 
size  and  position  of  the  tumor.  If  the  tumor  is  still  present, 
although  much  reduced,  the  procedure  should  be  repeated;  if 
no  alteration  can  be  detected,  any  further  attempt  to  achieve 
the  desired  object  by  this  means  will  be  fruitless.  During  the 
proceeding  the  child  should  be  well  anesthetized,  with  the  but- 
tocks well  raised  and  the  legs  held  up  by  an  assistant.  With  re- 
spect to  the  technique  of  the  operation,  the  first  question  is  as 
to  the  site  of  the  incision.  The  writer  has  always  operated  in 
the  median  line,  and  he  thinks  the  best  incision  to  be  about  two 
and  a  half  inches  in  length,  with  about  one-third  of  its  length 
above  the  umbilicus  and  passing  to  the  left  of  that  structure. 
AlS  soon  as  the  abdomen  is  opened  a  loop  of  stout  silk  should  be 
passed  through  the  whole  thickness  of  the  abdominal  wall  on 
either  side:  the  tumor  is  then  felt  for  and  gently  coaxed  out  of 
the  abdominal  wound.  Reduction  should  now  be  effected  on 
much  the  same  principle  that  we  reduce  a  strangulated  hernia. 
The  intussuscipiens  is  grasped  with  the  left  hand,  and  the  finger 
lips  of  the  right  hand  are  applied  to  the  apex  of  the  intussuscep- 
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turn,  pressing  it  steadily  backward.  Reduction  having  been 
effected,  the  sides  of  the  opening  are  lifted  well  up  by  means  of 
the  silk  tenaeula ;  the  small  intestine  is  gently  returned  first, 
and  finally  the  cecum  and  large  intestine.  The  abdominal 
wound  is  then  closed  by  interrupted  sutures  of  catgut  or  silk, 
which  pass  through  the  whole  thickness  of  the  musculature  and 
peritoneum;  the  skin  is  sutured  separately.  The  wound  is  then 
sealed  with  gauze  and  collodion  in  two  portions,  above  and  be- 
low the  umbilicus  respectively.  A  dry  covering  of  gauze  and 
wool  is  then  bandaged  on  over  all  and  the  operation  is  com- 
pleted. It  is  constantly  asserted  that  infants  stand  an  operation 
very  badly,  that  they  are  unable  to  bear  a  prolonged  operation, 
and  that  rapidity  in  operating  is  of  the  first  importance.  The 
author  considers  that  gentleness  and  care  in  the  handling  are 
of  more  importance  than  mere  rapidity.  He  has  seen  an  infant 
die  within  an  hour  after  its  return  to  bed,  having  sunk  into 
fatal  collapse  under  the  hands  of  an  operator  who  studied  rapid- 
ity a  little  too  much  and  gentleness  just  a  shade  too  little.  In 
intussusception,  as  in  other  forms  of  intestinal  obstruction,  early 
diagnosis  is  everything. 

Gangrenous  Intussusception  in  a  Child  Four  Years  Old; 
Intestinal  Resection;  Recovery. — Charles  X.  Dowd  (Annals  of 
Surgery,  July,  1902)  reports  the  case  of  a  child  who  showed 
in  a  most  exaggerated  degree  the  symptoms  of  prolonged  intes- 
tinal obstruction,  viz.,  constipation,  persistent  vomiting  of  in- 
testinal contents,  tympanites,  emaciation,  the  retention  of  a 
good  temperature,  and  a  fairly  good  pulse.  Laparatomy  showed 
that  there  was  an  intussusception  about  the  middle  of  the  ileum, 
about  two  and  a  half  inches  long.  The  intestine  below  this  was 
empty.  On  gentle  manipulation  an  opening  appeared  through 
the  intestinal  wall,  which  was  gangrenous  at  the  site  of  intussus- 
ception. The  intussusception,  twTo  or  three  inches  of  intestine 
at  each  end  of  it.  and  a  gangrenous  piece  of  the  mesentery  were 
excised.  Much  ga.s  escaped  from  the  upper  intestinal  end.  also 
intestinal  contents;  after  this  the  coils  of  intestines  which  had 
been  so  greatly  distended,  and  which  had  been  kept  in  hot.  moist 
towels,  could  be  returned  into  the  abdomen.  The  intestine  about 
the  excised  portion  was  washed  repeatedly  in  warm  saline  solu- 
tion. A  circular  enterorrhaphy  was  then  done.  The  first  row 
of  stitches  passed  through  all  the  layers  of  the  intestine  and 
brought  the  peritoneal  surfaces  into  close  apposition  at  the  mar- 
gin. At  the  mesenteric  border  they  were  so  placed  as  to  obliter- 
ate the  dead  space  there  and  hold  broad  peritoneal  surfaces 
together,  well  supported  by  intestinal  wall.  A  second  row  of 
Pushing  stitches  was  then  taken  outside  of  this,  and  this  was 
in  certain  places  reinforced  by  a  third  tier  of  similar  stitches. 
The  intestine  was  then  returned  into  the  abdomen  and  thorough 
irrigation  with  hot  saline  solution  given.  The  abdominal  in- 
cision was  closed  with  tier  sutures.  The  child  made  an  excellent 
and  uneventful  recovery.     The  author  says  that  the  case  sug- 
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gests  several  topics  which  are  important  in  the  management  of 
irreducible   intussusception.      He   calls   attention   to   only   two : 

1.  Intestinal  resection  versus  the  making  of  an  artificial  anus. 

2.  The  method  of  uniting  the  ends  of  the  resected  intestine.  As 
to  the  first,  he  says  that  in  consideration  of  the  reports  (which 
he  submits),  and  which  were  many  of  them  made  before  intes- 
tinal resection  was  practised  as  successfully  as  it  is  now,  one 
hardly  feels  justified  in  making  an  artificial  anus  in  gangrenous 
intussusception.  As  to  the  method  of  uniting  the  ends  of  the 
resected  intestine,  the  author  reviews  the  various  ones  in  use 
and  declares  his  preference  for  an  end-to-end  suture  with  an 
inner  row  of  stitches  through  all  the  layers  of  the  intestine  and 
an  outer  row  through  the  outer  layers.  This  was  the  method 
used  in  the  case  described,  and,  although  it  was  independently 
worked  out,  it  possesses  the  essential  elements  of  the  method  of 
Frank.  Taking  into  consideration  all  the  possibilities  of  error 
in  statistics  which  are  taken  from  various  operators  instead  of 
from  a  single  institution,  we  may  feel  that  the  results  are  favor- 
able to  the  use  of  through-and-through  stitches.  Most  surgeons, 
however,  do  not  feel  it  safe  to  leave  such  a  row  of  stitches  with- 
out reinforcing  them  by  a  second  row  of  superficial  ones.  AArhen 
so  reinforced  any  infection  which  might  follow  the  stitch  is 
much  more  likely  to  work  its  way  on  to  the  lumen  of  the  intes- 
tine along  the  thread  than  to  push  the  peritoneal  adhesions 
apart  and  force  its  way  into  the  peritoneum.  The  time  con- 
sumed in  applying  these  two  roAvs  of  stitches  differs  little  from 
that  required  for  the  application  of  a  Murphy  button.  The 
suturing  can  be  completed  in  fifteen  minutes  without  hurrying. 


ITEM. 

The  American  Association  of  Obstetricians  and  Gynecologists 
will  hold  its  fifteenth  annual  meeting  in  the  Convention  Hall  of 
the  Hotel  Kaleigh,  Washington,  D.  C,  Tuesday,  Wednesday,  and 
Thursday,  September  16,  17,  and  18,  1902,  under  the  presidency 
of  Dr.  Edwin  Ricketts,  of  Cincinnati.  All  physicians,  and 
especially  those  in  Washington  and  vicinity,  are  most  cordially 
invited  to  the  scientific  sessions. 

The  following-named  papers  have  been  offered:  1.  President's 
address,  Edwin  Ricketts,  Cincinnati.  2.  Normal  saline  solutions 
during  abdominal  operations,  William  H.  Humiston,  Cleveland. 
3.  Further  notes  on  ovarian  transplantation,  Robert  T.  Morris, 
New  York.  4.  Surgery  of  the  ileo-cecal  valve,  N.  Stone  Scott, 
Cleveland.  5,  Ice  following  abdominal  sections.  Frank  F.  Simp- 
son. Pittsburg.  6.  Etiology  and  prophylaxis  of  traumatism  of 
the  female  pelvic  tract  following  labor,  E.  J.  Ill,  Newark.  7.  Pel- 
vic disease  in  the  unmarried,  C.  L.  Bonifield,  Cincinnati.  8.  Re- 
port of  a  few  cases  of  operation  for  peritoneal  tuberculosis,  with 
remarks,  Rufus  B.  Hall,  Cincinnati.     9.  Suppression  of  urine 


288  ITEM. 

as  a  post-operative  condition,  T.  J.  Crofford,  Memphis.  10.  Oc- 
cipito-posterior  positions,  J.  M.  Duff,  Pittsburg.  11.  Intestinal 
anastomosis.  J.  A.  Lyons.  Chicago.  12.  Retained  placenta  due 
to  uterine  fibroids,  with  cases,  M.  A.  Tate,  Cincinnati.  13.  Hy- 
dramnion ,  with  report  of  a  ease,  E.  F.  Fish.  Milwaukee. 
14.  (a)  Personal  experiences  in  the  use  of  the  angiotribe: 
(b)  Two  fatal  cases  of  tetanus  following  abdominal  section, 
Walter  B.  Dorsett,  St.  Louis.  15.  A  second  contribution  to  the 
treatment  of  gastric  ulcer.  Henry  Howitt,  Guelph.  16.  Hemor- 
rhagic cysto-sarcomata  of  the  ovary:  their  infectious  character, 
J.  B.  Murphy,  Chicago.  17.  General  consideration  of  drainage 
in  abdominal  and  pelvic  surgery,  Joseph  Price,  Philadelphia. 
18.  Surgical  relations  that  the  appendix  region  or  zone  bears  to 
pelvic  suppuration  and  operative  complications,  Joseph  Price, 
Philadelphia.  19.  Infantile  intestinal  diverticula,  Joel  W. 
Hyde,  Brooklyn.  20.  Myomectomy  vs.  hysterectomy,  C.  C.  Fred- 
erick, Buffalo.  21.  Anterior  transplantation  of  the  round  liga- 
ments for  uterine  displacements,  A.  H.  Ferguson,  Chicago. 
22.  The  cases  of  peritonitis  which  recover  after  operation,  Wil- 
liam E.  B.  Davis,  Birmingham.  23.  Dystocia  following  ventro- 
fixation of  the  uterus.  William  H.  Wenning,  Cincinnati. 
24.  Surgery  of  the  ureters.  C.  R.  Dudley,  St.  Louis.  25.  Curet- 
tage in  streptococcus  infection  of  the  uterus,  D.  Tod  Gilliam. 
Columbus.  26.  A  new  operation  for  displaced  kidney,  with  re- 
port of  cases.  Charles  A.  L.  Reed,  Cincinnati.  27.  Cancer  of  the 
large  intestines,  with  special  reference  to  Mikulicz's  method  of 
resection.  M.  Stamm,  Fremont,  0.  28.  A  short  review  of  the 
advances  made  in  intestinal  surgery.  James  F.  W.  Ross,  Toronto. 
29.  Ectopic  pregnancy.  H.  D.  Ingraham.  Buffalo.  30.  Unusual 
cases  of  appendicitis.  Miles  F.  Porter.  Fort  Wayne.  31.  Pelvic 
abscess  and  its  treatment.  H.  E.  Hayd,  Buffalo.  32.  Abdominal 
section  during  pregnancy,  J.  H.  Carstens,  Detroit.  33.  Rup- 
tured pus  tubes,  Charles  G.  Cumston,  Boston.  34.  Title  to  be 
announced.  H.  0.  Pantzer,  Indianapolis.  35.  Gastrectomy,  with 
report  of  two  cases.  A.  Vander  Veer,  Albany.  36.  Four  cases 
illustrating  the  difficulties  of  diagnosticating  appendicitis.  Wil- 
liam AYotkyns  Seymour,  Troy.  ,  37.  The  vaginal  route  for  oper- 
ations on  the  uterus  and  appendages,  with  cases,  Joseph  H.  Bran- 
ham,  Baltimore.  38.  The  management  of  cases  of  emergency 
arising  from  rupture  in  ectopic  pregnancy.  A.  P.  Clarke.  Cam- 
bridge.  39.  Some  unsettled  questions  in  the  surgery  of  the  ap- 
pendix, John  Young  Brown,  Jr.,  St.  Louis.  40.  Deciduoma 
malignum.  with  report  of  a  case,  L.  S.  McMurtry,  Louisville. 
41.  Relationship  of  the  colon  to  abdominal  tumors.  James  F. 
Baldwin,  Columbus.  42.  Some  problems  in  exploratory  lapara- 
tomy.  Walter  B.  Chase,  New  York.  43.  Title  to  be  announced. 
L.  H.  Dunning.  Indianapolis.  44.  Kxtirpation  of  the  gall  blad- 
der through  the  Lumbar  incision,  with  report  of  a  case,  W.  P. 
Manton,  Detroit. 
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Philadelphia. 


(With  plate  and  two  illustrations.) 


The  two  cases  of  ueciduoma  malignum  herewith  reported  have 
each  certain  points  of  interest  and  are  reported  as  a  contribution 
to  the  study  of  this  subject.  The  first  case  was  operated  upon 
in  1893  and  is  apparently  the  earliest  operation  in  this  country. 
The  real  nature  of  the  growth  was  not  recognized,  however,  until 
shortly  before  the  second  patient  was  operated  upon,  in  Novem- 
ber, 1900. 

Case  I.— Mrs.  K.,  aged  30,  has  had  two  children  and  one  mis- 
carriage. The  miscarriage  occurred  between  the  births  of  the 
two  children.  The  youngest  child  is  aged  30  months.  She  is 
quite  anemic  and  feeble,  and  consulted  me  because  of  almost 
constant  uterine  hemorrhages.  The  general  history  presented 
nothing  of  interest,  she  having  had  no  general  disease  except 
malaria.     Her  menstrual  history  was  normal  'until  September, 

'Read   before  the   Section  on   Gynecology,   College  of  Physicians  of 
Philadelphia,  April  17,  1902. 
19 
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1892,  ten  months  before  presenting  herself  and  twenty  months 
after  the  birth  of  her  youngest  child.  During  the  last  ten  months 
she  has  had  almost  constant  hemorrhage  from  the  uterus.  Ex- 
amination showed  that  the  uterus  was  much  enlarged,  suggesting 
either  a  small  fibroid  or  malignant  disease  of  the  corpus. 

Curettage  was  performed  June  23,  1893,  in  the  Kensington 
Hospital  for  Women,  and  a  large  amount  of  necrotic  tissue  was 
removed.  Influenced  by  the  teachings  then  current,  a  clinical 
diagnosis  of  sarcoma  was  made.     Under  similar  conditions  to- 


£.& 
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•  'ask    I. — Syncytionia    malignum.  '  Section    consists    chiefly    of    syncytial    cells 
with  erythrocytic  infiltration. 

day  a  clinical  diagnosis  of  carcinoma  of  the  corpus  would  be 
made.  The  scrapings  were  referred  to  Dr.  Joseph  McFarland, 
pathologist  to  the  hospital,  who  reported  that  the  case  was  prob- 
ably one  of  necrosis  of  a  submucous  fibroid.  The  pathologist's 
report  not  being  received  promptly,  and  having  no  question  that 
the  case  was  one  of  malignant  tumor,  the  uterus  was  removed  by 
a  vaginal  hysterectomy  June  28.  The  patient  made  a  good  re- 
covery from  the  operation  and  remained  well  until  November. 
1893.     At  that  time  I  saw  her:  found  her  in  bed  with  evidences  of 
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consolidation  in  the  right  lung  and  with  effusion  in  one  pleura. 
Several  small  tumors  were  present— one  under  the  skin  of  the 
breast,  another  under  the  skin  of  the  loin,  and  a  third  under  the 
skin  of  the  thigh.     The  patient  died  in  December,  1893. 

The  extirpated  uterus  was  preserved  in  Midler's  fluid  and  was 
referred  to  Dr.  McFarland  for  examination.  He  reported  that 
the  case  was  one  of  sarcoma  'endothelioma)  of  the  uterus,1  de- 
ciduoma  being  practically  unknown  in  this  country  at  that  time. 

Just  before  the  specimen  from  the  second  operation  was  ex- 
amined a  slide  from  this  older  case  was  accidentally  re-examined 
and  a  diagnosis  of  deciduoma  malignum  made.2 

This  case  is  of  interest,  first,  as  being  apparently  the  first  one 
operated  upon  in  the  United  States,  and,  second,  because  of  the 
long  time  which  had  elapsed  (about  twenty  months,  the  longest 
recorded  time)  between  the  date  of  the  last  puerperium  and  the 
appearance  of  hemorrhage  from  the  uterus,  this  being  the  first 
sign  of  the  presence  of  the  new  growth.3     Thirty  months  had 

'Medical  News,  December  8,  1894. 

-Philadelphia  Medical  Journal,  December  22,  1900. 

3The  following  table  from  Ladinski,  "Deciduoma  Malignum,"  The 
American  Journal  of  Obstetrics.  April,  1902,  shows  the  recorded  time 
between  the  termination  of  pregnancy  and  the  beginning  of  symptoms 
from  the  deciduoma  malignum: 


Appearance  of  the  Disease  after  Termination  of  Pregnancy. 


After  Mole. 

After  Abortion. 

After  Labor  at  Term. 

1  week 

15  cases 
1  case 

0  cases 
13      " 

1  case 

2  cases 

1  case 

2  cases 
0      " 

0  " 

1  case 
1      " 

4  cases 

0  " 

1  case 
1     •' 

1     " 

10  cases 

3      " 

1  case 
12  cases 

0      " 

3      " 

0  " 

1  case 
0  cases 
0       ' 

5      " 

0  " 

2  " 

1  case 

0  cases 

1  case 
1     " 

9  cases 

2  weeks 

0      " 

3      '•      

5      " 

4     "      

5      " 

5       '      

1  case 

6     '•      

0  cases 

7     "      

1  case 

8     "        

4  cases 

9     "      

10     "        

1  case 
0  cases 

12     ■'      

2      " 

16     •'        

0      " 

6  months 

7  ••       

9        '■       

10       ••       

20 

1  case 
0  cases 
0      " 
0      " 
0      " 

Average 

44  cases. 
8  weeks. 

40  cases. 
7  weeks. 

29  cases. 
5  weeks. 
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elapsed  between  the  delivery  and  the  operation,  which  is  the  ex- 
treme. 

Case  II.— Mrs.  D.,  aged  24,  has  had  two  pregnancies.  The 
first  ended  in  miscarriage  at  the  fourth  month  in  November,  1899, 
and  the  second  at  the  sixth  week,  August  15,  1900.     The  patient's 


Case   II. — Syncytioma  malignum.     Section  of  infiltrated  uterine  wall  showing 
masses  of  syncytial  cells,  collections  of  lymphoid  cells,  and  degenerating  thrombi. 

general  history  presented  nothing  of  interest.  Her  menstrual 
history  was  normal  from  the  age  of  13  to  23.  During  the  past 
year  menstruation  has  been  irregular,  appearing  in  from  three  to 
six  weeks.  The  duration  of  the  flow  has  been  seven  days.  There 
has  been  marked  pain  for  one  week  before  and  also  during  the 
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flow.  Since  the  last  miscarriage,  August  15,  1900,  the  flow  has 
been  constant.  It  was  profuse  during  the  first  two  weeks  and 
has  varied  since  that  date. 

The  patient  was  admitted  to  the  Kensington  Hospital  for 
"Women  November  14,  1900.  Examination  showed  a  normal 
vagina  and  cervix.  A  tumor  connected  with  the  cervix  filled  the 
pelvis.  The  tumor  had  the  general  characteristics  of  a  fibroid, 
but  was  notably  softer  than  the  average  fibroid.  A  diagnosis  of 
fibroid  tumor  was  made  and  hysterectomy  advised,  and  performed 
November  17.  When  the  abdomen  was  opened  it  was  evident 
that  we  had  to  deal  with  a  malignant  tumor  of  the  fundus.  The 
tumor  filled  the  pelvis,  was  of  dark-bluish,  mottled  appearance, 
looking  much  like  a  hematocele  covered  by  membrane.  The 
omentum  was  adherent  to  the  bladder,  and  apparently  the  tumor 
had  penetrated  both  the  omentum  and  the  bladder.  A  diagnosis 
of  deciduoma  malignum  was  at  once  made  from  the  history  and 
the  appearance  of  the  tumor.  In  attempting  to  separate  the  bladder 
from  the  tumor  the  finger  pushed  through  the  very  soft  structure 
of  the  tumor,  and  a  definite  amount  of  tumor  substance  was  left 
upon  the  fundus  of  the  bladder.  It  was  believed  that  the  malig- 
nant growth  had  involved  the  bladder  and  that  its  complete  ex- 
tirpation would  necessitate  the  removal  of  a  large  portion  of  that 
viscus.  As  the  patient's  feeble  condition  did  not  warrant  such 
an  extensive  operation,  this  was  not  attempted.  A  supravaginal 
hysterectomy  was  performed,  with  the  view  that  the  case  was  a 
hopeless  one  from  the  standpoint  of  radical  cure.  Gauze  drain- 
age was  employed.  Convalescence  was  febrile  until  the  sixth 
day,  after  which  it  was  uninterrupted. 

February  12.  1901,  or  about  three  months  later,  the  patient 
had  regained  the  appearance  of  health  and  expressed  herself  as 
feeling  well.  Upon  pelvic  examination  the  vagina  was  found 
normal ;  a  distinct  mass  could  be  palpated  upon  the  bladder  wall 
where  the  portion  of  the  tumor  had  been  left  at  the  operation. 
March  26,  1902,  or  a  little  more  than  sixteen  months  after  the 
operation,  the  patient  was  again  seen.  She  presented  every 
evidence  of  good  health  and  expressed  herself  as  being  quite  well. 
A  careful  examination  failed  to  show  any  evidence  of  malignant 
disease  in  any  portion  of  the  body.  The  mass  which  had  been 
felt  on  the  bladder  at  the  preceding  examination  had  disap- 
peared. The  vagina,  bladder,  and  broad  ligaments  were  entirely 
normal  to  touch.  A  small  ventral  hernia  is  developing  as  a  re- 
sult of  the  gauze  drainage. 
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The  case  of  Mrs.  D.  is  of  interest  because  of  her  apparent  re- 
covery from  what  appeared  to  be,  at  the  date  of  the  operation,  a 
hopeless  situation  on  account  of  the  involvement  not  only  of  the 
uterus  itself,  but  of  the  bladder  and  omentum,  and  this  in  spite 
of  the  fact  that,  owing  to  her  condition,  it  was  impossible  to  ex- 
tirpate the  involved  portion  of  the  bladder.  It  is  entirely  pos- 
sible that  the  malignant  mass  was  merely  adherent  to  the  bladder 
and  had  not  penetrated  the  bladder  walls,  and  the  pathologist's 
report  indicates  that  this  portion  of  the  growth  was  necrotic : 
but  even  upon  this  hypothesis  it  is  of  special  interest  as  showing 
the  apparent  disappearance  of  the  mass  of  malignant  tissue  firm- 
ly attached  to.  even  if  not  penetrating,  the  bladder.  The  further 
history  of  this  patient  will  be  watched  with  interest  and  reported 
upon  at  a  later  date. 

The  pathological  report  upon  Case  2  was  made  by  Dr.  \V. 
Wayne  Babcock.  pathologist  to  the  hospital,  and  the  following- 
pathological  reports  have  been  furnished  by  him  : 

"('use  7.  — Sections  from  this  specimen  which,  through  the 
courtesy  of  Dr.  McFarland,  I  have  had  the  privilege  of  examin- 
ing, show  a  picture  closely  simulating  that  described  in  the  second 
case.  There  are  large  masses  of  fused  cells  of  the  syncytial 
type  with  hyaline  protoplasm  and  large,  irregular,  and  at  times 
multiple  nuclei,  together  with  collections  of  smaller  cells  of  the 
lymphoid  type,  and  degenerating  blood  clot. 

"In  the  early  description  of  this  growth1  it  was  described  as  a 
sarcomatous  or  endotheliomatous  degeneration  of  a  fibroid  tumor, 
but  the  restudy  of  these  old  sections  made  entirely  through  the 
growth  gives  no  evidence  that  the  fibromuscular  tissue  present  is 
more  than  that  which  would  have  accompanied  the  growth  of  the 
syncytial  tumor.  It  is  believed,  therefore,  that  this  is  a  primary 
syncytioma  malignum  in  a  uterus  not  the  seat  of  any  other 
tumor. 

"The  growth  measures  3  or  4  millimetres  in  diameter,  and  the 
invasion  is  much  less  marked  than  that  which  occurred  in  the 
second  case. 

"Cnsi  II.  —  The  submitted  specimens  consist  of  a  uterus  am- 
putated through  the  cervix,  containing  a  uterine  tumor,  together 
with  the  uterine  appendages.  The  uterus  measures  !)  centimetres 
(31/2  inches)  in  diameter,  8  centimetres  :>i4  inches)  antero- 
posteriorly,  and  is  11%  centimetres  (411>  inches)  in  length.  It 
is  globular  in  shape  from  the  presence  of  a  new  growth,  the  bulk 
Medical  News,  December  8,  1894. 


XOBLE:    DECIDUOMA    MALIGNUM.  295 

of  which  lies  above  the  level  of  the  attachments  of  the  round  liga- 
ments. Above  this  level  the  peritoneal  surface  is  irregularly 
convoluted  and  shows  distended  and  arborescent  blood  vessels. 
Over  the  anterior  upper  portion  of  the  fundus  a  neoplastic  mass 
has  perforated  the  peritoneal  surface  over  an  area  measuring 
7  by  .">i  o  centimetres  (2%  by  214  inches).  This  marks  the  point 
of  attachment  to  the  bladder  wall  when  the  uterus  was  in  si  1 11. 
The  projecting  mass  is  deep  red  in  color,  irregular  and  friable. 
Tn  other  areas  over  the  fundus  the  nodular  mass  seems  nearly  to 
have  penetrated  the  peritoneal  coat.  For  the  most  part  the 
peritoneal  surface  is  smooth,  and  below  the  level  of  the  round 
ligaments  shows  no  abnormality. 

"The  section  through  the  cervix  shows  no  evidences  of  disease. 
The  ovaries  and  tubes  are  free  from  grave  lesion.  The  former 
are  slightly  enlarged,  have  a  cicatricial  surface,  and  contain 
small,  clear  fluid  cysts.  The  fimbria?  of  the  tubes  are  free  from 
adhesions,  and  there  are  a  few  minute  pediculated  cysts  attached 
to  the  walls  of  both  tubes.  The  tubes  are  not  enlarged  and  show 
no  gross  evidences  of  old  or  recent  inflammatory  condition. 

"On  sectioning  the  uterus  in  the  antero-posterior  plane  it  is 
found  to  consist  chiefly  of  a  dark-reddish,  rounded,  hemorrhagic 
growth  measuring  8y2  centimetres  (3%  inches)  in  breadth,  8 
centimetres  (3%  inches)  in  thickness,  and  T1^  centimetres  (3 
inches)  in  a  vertical  direction.  Posteriorly  and  below  lie  the 
displaced  and  distorted  uterine  cavity  and  the  rather  attenuated 
posterior  uterine  wall.  Superiorly  and  anteriorly  there  is  little 
remaining  of  the  uterine  wall  except  the  peritoneal  coat,  which 
has  been  destroyed  where  the  tumor  has  perforated.  Laterally 
there  is  a  layer  of  muscular  tissue  from  a  few  millimetres  (one- 
twelfth  inch)  to  11  •>  centimetres  (one-half  inch)  in  thickness. 

"The  tumor  resembles  a  mass  of  coagulated  blood,  showing 
narrow,  indistinct  bands,  apparently  of  connective  tissue,  which 
curve  in  various  directions.  In  consistence  it  is  soft  and  friable, 
and  is  fairly  well  circumscribed,  but  not  encapsulated.  It  is  in 
contact  with  the  uterine  mucosa,  but  apparently  has  not  invaded 
the  uterine  cavity.  The  uterine  cavity  is  small  and  flattened, 
and  contains  a  moderate  quantity  of  coagulated  blood.  Below 
the  tumor  the  cervical  canal  is  dilated,  measuring  1  centimetre 
in  diameter,  and  is  also  filled  with  coagulated  blood.  It  tapers 
gradually  to  the  usual  size  at  the  plane  of  amputation. 

"Microscopic  sections  were  taken  from  the  centre  and  various 
portions  of  the  periphery  of  the  tumor,  and  from  portions  of  the 
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uterine  wall  and  cervix,  and  were  stained  by  thionin  and  by 
hematoxylin  and  eosin. 

"1.  From  the  centre  of  the  tumor  the  mass  was  found  to  con- 
sist chiefly  of  a  network  resembling  coagulated  fibrin,  the  fibrils 
of  which  entangled  red  blood  corpuscles  in  various  stages  of  dis- 
solution, and  numerous  polymorphonuclear  leucocytes.  Besides 
this  there  are  numerous  irregular  areas  taking  the  eosin  stain, 
but  too  necrotic  to  show  cellular  structure. 

"2.  Sections  taken  from  the  periphery  of  the  growth  show  an 
organized  structure  for  only  a  few  millimetres  from  the  per- 
iphery, the  tissue  within  this  line  being  almost  entirely  necrotic  or 
consisting  of  fibrin  and  infiltrated  blood  cells.  At  the  periphery 
irregular  masses  of  large  cells  are  found  infiltrating  the  muscular 
wall  of  the  uterus  and  apparently  lying  in  distended  uterine 
sinuses.  These  cells  contain  one  or  several  oval,  rounded  or 
irregular,  or  more  frequently  fusiform,  nuclei.  In  certain  of 
the  cells  karyokinetic  figures  are  present.  The  nuclei  are  of 
various  sizes.  The  surrounding  protoplasm  is  finely  granular, 
large  in  amount,  and  there  is  no  distinct  cell  wall,  so  that  when 
massed  together  the  demarcation  between  adjoining  cells  is  not 
perceptible.  Adjoining  these  cells,  and  frequently  infiltrating 
between  the  muscular  fibres,  are  much  smaller  cells  with  small, 
regular,  rounded  nuclei  encircled  by  a  narrow  band  of  proto- 
plasm. These  are  not  universally  present  and  are  not  nearly  as 
conspicuous  as  the  larger  cells.  The  uninvaded  portions  of  the 
uterine  muscle  show  sinuses  and  blood  vessels  distended  by  blood. 
Invasion  by  small  lymphoid  cells  seems  to  precede  that  of  the 
larger  cells.  As  one  recedes  from  the  periphery,  masses  of  the 
larger  cells  are  found  embedded  in  the  fibrin  and  amid  collections 
of  red  corpuscles.  There  is  only  a  moderate  infiltration  of  poly- 
morphonuclear leucocytes. 

"3.  Section  from  the  mucous  membrane  of  the  cervix  uteri. 
The  epithelial  lining  of  the  cervical  mucosa  is  absent  and  ap- 
parently has  been  removed  by  the  curette.  There  is  a  slight 
hyperplasia  of  the  uterine  glands,  and  in  some  of  these  a  tendency 
to  a  desquamative  catarrhal  process  is  indicated  by  the  loosened 
cells  and  the  granular  debris  found  filling  the  cavity.  About  a 
few  of  the  glands  there  is  an  infiltration  of  small  cells  of  the 
lymphoid  type. 

"The  pathological  diagnosis  is  syncytioma  malignum  of  the 
corpus  uteri." 

1509  Locust  street. 
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SPINAL  ANESTHESIA.1 


SAMUEL  L.  WEBER,  M.D., 

Attending  Surgeon,  Cook  County  Hospital, 
Chicago,   111. 


This  method  of  inducing  anesthesia  has  been  in  practical  use 
about  three  years.  It  has  so  far  been  employed  in  between  three 
and  four  thousand  cases  and  has  therefore  passed  the  strictly 
experimental  stage.  The  time  has  arrived  to  form  conclusions 
as  to  its  scope  and  usefulness.  It  has  been  most  generally  used 
in  France  and  the  United  States.  Though  its  practical  applica- 
tion originated  in  Germany,  the  Germans  are  taking  to  it  but 
charily,  and  the  English  hardly  at  all.  Tuffier,  of  France,  has 
used  it  the  greatest  number  of  times.  I  employed  it  first  in 
February,  1900,  and  have  had,  so  far,  an  experience  of  about  150 
cases.  Although  my  impressions  on  the  scope,  value,  and  contra- 
indications of  subarachnoid  anesthesia  are  still  in  the  formative 
period,  I  have  arrived  at  certain  more  or  less  definite  opinions 
on  the  subject,  and  these  I  propose  to  state  in  this  paper.  I  shall 
divide  the  subject  into  a  number  of  divisions  and  discuss  each 
under  its  heading. 

Technique,  (a)  Site  of  Injection.  —  The  site  in  general  use 
is  between  the  fourth  and  fifth  lumbar  vertebras.  This  can  be 
found  by  taking  a  line  connecting  the  crests  of  the  iliac  bones. 
The  spinous  process  of  the  fourth  lumbar  vertebra  can  be  felt  in 
the  median  line  of  the  body  near  this  line.  The  needle  is  in- 
serted about  one-half  inch  to  one  or  the  other  side  and  a  little 
below  the  tip  of  this  spinous  process.  It  is  pushed  in  a  little 
upward  and  inward.  If  the  interspace  is  not  found  at  once,  the 
needle  is  withdrawn  somewhat  and  again  pushed  in  at  a  slightly 
different  angle.  An  experience  of  half  a  dozen  lumbar  punctures, 
either  for  diagnosis  (Quincke's)  or  anesthesia,  will  teach  one  to 
penetrate  the  spinal  canal  readily  where  there  is  no  marked  de- 
formity of  the  vertebra?.  As  soon  as  the  subarachnoid  space  has 
been  penetrated,  the  cerebro-spinal  fluid  begins  to  drip  from 
the  needle.  The  barrel  of  the  syringe  is  now  promptly  attached 
'Read  before  the  Chicago  Gynecological  Society,  April  18,  1902. 
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to  the  needle  and  the  cocaine  is  injected.  The  injection  is  made 
slowly,  and,  when  finished,  the  needle  is  suddenly  withdrawn  and 
the  puncture  wound  sealed  with  collodion  and  cotton.  That  all 
this  should  be  done  under  strictest  asepsis  is  understood. 

(5)  Position  of  the  Patient. —The  injection  can  be  made  with 
the  patient  in  the  sitting  or  the  recumbent  position.  It  is  more 
readily  made,  however,  when  the  patient  is  sitting.  In  either 
position  the  patient  must  be  made  to  arch  his  back  as  much  as 
possible,  so  as  to  increase  the  size  of  the  vertebral  interspace. 

(c)  The  Instrument.— Any  hypodermatic  syringe  barrel  may 
be  used,  but  the  needle  must  connect  with  it  without  a  screw 
arrangement.  The  needle  itself  must  be  one  made  for  this  opera- 
tion; it  should  be  about  three  and  one-half  inches  long,  fairly 
stout,  and  with  a  very  short  bevel. 

(d)  Preparation  of  tin  Cocaine.— This  is  of  importance.  I 
have  the  druggist  prepare,  in  as  cleanly  a  manner  as  possible,  a 
solution  containing  two  per  cent  cocaine  hydrochlorate,  two 
per  cent  boric  acid,  and  two  per  cent  antipyrin.  The  solution 
is  put  up  in  one-ounce  bottles  with  glass  stoppers.  This  solution 
after  forty-eight  hours  I  consider  sterile,  and  it  keeps.  I  have 
used  some  made  up  three  months  before  and  it  was  as  active  as 
though  just  prepared.  Boiling  the  solution  spoils  it,  as  cocaine 
is  thereby  broken  up,  partially  or  wholly.  Pasteurization  has  the 
serious  defect  that  it  takes  too  long  to  prepare  the  cocaine  solu- 
tion. Both  boiling  and  pasteurization  have  the  fatal  defect  that 
the  cocaine  solution  so  prepared  will  not  keep.  A  cocaine  solu- 
tion for  spinal  cocainization  is  needed  at  once.  There  is  no  time 
to  pasteurize  it.  Prepared  as  I  have  described,  the  solution  is 
always  ready  and  sterile.  I  have  had  no  experience  with  eucaine 
or  with  tropacocaine.  The  reports  from  those  who  have  used 
them  have  not  been  so  far  encouraging  enough  to  induce  me  to 
use  either  in  preference  to  cocaine. 

The  Anesthesia. — The  anesthesia  comes  on  very  rapidly;  in 
from  three  to  ten  minutes  it  is  sufficient  to  begin  the  operation. 
Ten  to  fifteen  minims  of  the  solution  are  used.  The  anesthesia 
extends  upward  and  is  usually  complete  up  to  the  level  of  the 
iliac  crests;  generally  it  extends  higher,  rarely  to  the  level  of 
the  nock,  and  occasionally  it  is  complete.  In  one  of  my  cases  I 
could  have  operated  on  the  head.  As  a  rule  it  tapers  off  above 
the  waist  line  The  duration  of  the  anesthesia  is  usually  about 
one  hour;  sometimes  only  half  an  hour.  Sometimes  it  lasts  an 
hour  and  a  half,  and  occasionallv  longer.    When  the  anesthesia 
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begins  to  disappear  it  does  so  very  slowly,  and  the  regions  usually 
most  sensitive  regain  their  sensibility  first.  These  irregularities 
in  the  extent  and  duration  of  the  analgesia  do  not  depend  defi- 
nitely upon  the  dose  of  cocaine  injected,  but  upon  personal 
idiosyncrasy.  In  this  area  of  anesthesia,  after  cutaneous  sensi- 
bility has  disappeared,  there  is  gradual  abolition  of  the  senses  of 
temperature  and  pressure.  The  applications  of  heat  and  cold 
call  forth  only  the  sense  of  contact,  which  in  some  cases  also 
disappears.  Tickling  of  the  soles  of  the  feet  may  be  perceived, 
but  the  usual  reflex  is  not  called  forth.  The  sensation  in  the 
deeper  tissues,  muscles,  bones,  etc.,  is  abolished  in  direct  propor- 
tion to  the  insensibility  of  the  shin.  As  the  anesthesia  passes 
away  sensibility  to  touch  reappears,  then  the  senses  of  pressure 
and  temperature,  and  lastly  that  of  pain.  Visceral  sensibility  is 
never  wholly  abolished,  though  it  is  more  or  less  diminished, 
during  cocaine  anesthesia. 

Failure  to  obtain  anesthesia  may  be  caused  as  follows: 

a  i  Most  often  by  the  use  of  a  decomposed  cocaine  solution, 
one  that  has  been  boiled  or  one  that  has  stood  a  long  time  with- 
out a  preservative. 

b  •  In  some  cases  the  operator  has  been  unable  to  penetrate 
the  spinal  canal.  This  has  never  happened  to  me.  In  rare  cases 
this  may  be  due  to  deformity  of  the  spinal  column  at  this  point, 
but  usually  simply  to  lack  of  experience. 

The  solution  of  cocaine  is  not  injected  into  the  subarach- 
noid space.  This  is  due  to  faulty  technique  caused  by  unfamil- 
iarity  with  the  method.  One  can  be  sure  of  injecting  the  cocaine 
solution  into  the  subarachnoid  space  only  if  the  needle  has  pene- 
trated it  and  not  passed  beyond  it.  One  knows  that  the  needle 
is  in  the  subarachnoid  space  only  when  the  cerebro-spinal  fluid 
is  dripping  from  the  needle.  The  injection  must  be  made  only 
while  this  is  taking  place. 

(d)  In  some  cases  the  packing  of  the  barrel  of  the  syringe  was 
defective,  so  that  nearly  all  the  cocaine  solution  dribbled  out- 
side instead  of  going  into  the  subarachnoid  space. 

Physiological  Effect  of  Cocaine.— The  physiological  effect 
•of  cocaine  must  be  understood  by  those  who  use  this  method  of 
inducing  anesthesia.  This  must  be  considered  under  three  differ- 
ent headings:  (1)  The  local  effect  when  injected  subcutaneously 
or  painted  upon  mucous  membranes;  (2)  the  systemic  effect ;  and 
(3)  the  effect  when  injected  into  the  subarachnoid  space.  The 
local  effect  when  injected  subcutaneously  or  painted  upon  mu- 
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cous  membranes  is  too  well  known  to  need  description.  The  gen- 
eral physiological  action  can  be  epitomized  as  follows :  On  the 
heart  its  action  is  similar  to  that  of  atropine.  It  lessens  the  vagus 
control  of  the  heart  in  proportion  to  the  size  of  the  dose,  so  that 
central  or  reflex  stimulation  of  the  vagus  becomes  less  and  less 
effectual  in  controlling  and  slowing  the  action  of  the  heart.  The 
heart,  as  a  result,  in  proportion  to  the  size  of  the  dose  of  cocaine, 
beats  faster  and  not  quite  so  steadily  and  forcibly.  The  blood 
pressure  is  slightly  raised  by  an  ordinary  dose  and  gradually 
falls  after  a  large  dose.  The  most  marked  effect  in  the  circula- 
tory system  is  that  shown  by  Dr.  Crile  on  the  splanchnic  area. 
Causes  which  ordinarily  produce  congestion  of  the  blood  vessels 
of  the  abdominal  viscera  do  not  do  so  in  an  animal  under  the 
influence  of  cocaine.  Ordinarily,  in  an  animal,  severe  injuries, 
shock,  exposure  and  handling  of  the  intestines  produce  engorge- 
ment of  the  blood  vessels  of  the  mesentery  and  intestines ;  if  the 
animal  is  under  a  moderate  systemic  effect  of  cocaine,  congestion 
does  not  follow  such  stimulation.  Small  doses  have  no  effect  on 
the  respiration ;  large  doses  produce  less  frequent  and  shallower 
breathing.  There  is  no  influence  on  the  kidneys.  Clinical  evi- 
dence shows  that  cocaine  produces  a  tonic  contraction  of  the 
uterine  muscle. 

When  injected  into  the  subarachnoid  space  wholly  different 
actions  are  induced.  We  get  two  sets  of  effects :  one,  the  action 
on  the  nerve  trunks  and  roots  in  the  cauda  equina  and  even 
higher  up  within  the  membranes  of  the  spinal  cord;  and  the 
second,  the  possible  action  on  the  medullary  centres.  The  latter 
must  be  carefully  considered.  The  anesthesia  is  produced  by  the 
cocaine  solution  which  bathes  the  sensory  nerve  roots  within  the 
envelopes  of  the  spinal  cord.  A  sufficient  quantity  of  cocaine 
must  be  injected  to  produce  surgical  anesthesia.  The  nerves 
usually  affected  are  only  those  comprising  the  cauda  equina.  It 
is  here  that  the  cocaine  is  injected.  As  is  shown  by  experiment, 
it  diffuses  rapidly  upward  in  the  cerebro-spinal  fluid  within  the 
subarachnoid  space.  The  higher  it  diffuses,  however,  the  more 
diluted  the  cocaine  solution  becomes  and  therefore  the  less  ener- 
getic its  action.  The  sensory  nerve  roots  higher  up  are  there- 
fore anesthetized  later  and  less  completely,  and  the  anesthesia  in 
their  area  disappears  earliest.  The  area  of  anesthesia  and  its 
duration  is  not,  as  might  be  supposed,  dependent  on  the  quan- 
tity of  cocaine  injected,  but  seems  to  depend  on  personal  idiosyn- 
crasy of  the  patient  toward  the  drug. 
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On  the  medulla  the  cocaine  solution  acts  on  its  three  vital  cen- 
tres. It  depresses  these  in  proportion  to  the  quantity  of  cocaine 
which  reaches  the  medulla.  An  ordinary  dose,  injected  into  the 
subarachnoid  space  for  purposes  of  anesthesia,  is,  unless  great 
idiosyncrasy  to  the  drug  exists,  too  small  to  depress  these  centres 
to  an  extent  at  all  dangerous.  In  the  vast  majority  of  cases 
there  is  scarcely  any  appreciable  depression  of  the  cardiac,  respi- 
ratory, or  vasomotor  centres ;  occasionally  the  respiration  is  some- 
what shallow  and  labored.  I  have  operated  on  several  patients 
during  shock  from  severe  injury  or  severe  hemorrhage,  whose 
pulse  was  wretched.  In  none  of  these  was  it  observed  that  the 
pulse  became  any  poorer  during  the  spinal  anesthesia.  Some 
persons  are,  however,  abnormally  sensitive  to  the  action  of  co- 
caine, as  is  shown  by  delirium  or  by  more  or  less  depression  of 
one  or  the  other  three  vital  centres  in  the  medulla.  This  is  the 
uncontrollable  factor  in  spinal  anesthesia.  It  is  possible  that 
even  a  normal  dose  of  cocaine  injected  into  the  subarachnoid 
space  may  produce  alarming  depression  of  the  respiratory  or 
cardiac  centres.    Death  is  possible  from  this  cause. 

Disagreeable  Accompanying  or  After  Effects.— (a)  Paras- 
thesia  occur  in  the  beginning  of  the  anesthesia.  These  are 
neither  annoying  to  the  patient  nor  are  they  of  long  duration. 

(6)  Nausea  occurs  in  about  half  of  all  cases.  This  varies  in 
intensity  in  different  patients.  The  nausea  is  accompanied  by 
pallor,  feebleness  of  pulse,  rapid  respiration,  and  sweating. 
Usually  vomiting  occurs  during  the  early  part  of  the  nausea. 
The  nausea  and  retching  come  on  within  five  minutes  of  the  in- 
jection and  continue  five  to  fifteen  minutes,  then  gradually  abate 
in  severity.  AVith  the  disappearance  of  the  nausea  the  pulse 
improves,  the  color  returns,  and, the  sweating  ceases.  I  have  had 
no  case  in  which  the  nausea  was  alarming  or  of  long  duration. 

(c)  Headache  occurs  in  about  one  in  five  patients.  It  comes 
on  usually  at  the  end  of  the  anesthesia  or  some  time  later.  It 
lasts  hours  and  varies  much  in  intensity.  It,  as  well  as  the  fever, 
undoubtedly  is  caused  by  the  meningeal  irritation  which  the  co- 
caine produces  as  a  foreign  ingredient  in  the  cerebro-spinal  fluid. 

(d)  Fever. — A  rise  in  temperature  happened  in  about  one  in 
ten  of  my  patients.  It  comes  on  some  hours  after  the  injection, 
and  in  none  of  my  cases  did  it  give  rise  to  a  mistake  in  diagnosis 
or  cause  any  alarm.  It  lasts  but  a  short  time— in  none  of  my 
cases  longer  than  twenty-four  hours. 

Delirium.— In  one  of  my  cases  the  patient  had  a  mild 
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talkative  delirium  which  lasted  during  the  whole  operation  and 
a  little  while  after,  altogether  about  two  hours.  Fifteen  minims 
of  a  two  per  cent  solution  were  injected.  The  delirium  was  such 
as  is  occasionally  seen  when  cocaine  is  injected  subcutaneously. 

(/')  Deaths.  — I  have  had  no  deaths,  nor  any  case  in  which  the 
patient  presented  during  or  at  any  time  after  the  injection 
alarming  symptoms.  The  latest  digest  reports,  under  the  head- 
ing of  spinal  anesthesia,  eleven  deaths.  Of  these  Tuffier  has  had 
five.  These  five  all  occurred  early  in  his  work  with  subarachnoid 
anesthesia.  He  himself  attributes  none  to  the  cocaine  itself.  Xo 
cases  have  been  reported  in  this  country,  although  the  procedure 
has  probably  been  employed  here  as  often  as  in  all  other  coun- 
tries combined.  I  do  not  wish  to  underrate  the  import  of  these 
eleven  deaths,  but  I  have  carefully  read  the  brief  reports  of 
these,  and  am  not  satisfied  that  any  are  the  immediate  result  of 
cocaine.  They  have  not  deterred  me  from  continuing  the  use  of 
this  method  of  anesthesia.  However,  death  from  cocaine  is  a 
possibility  to  be  reckoned  on.  and.  until  a  safer  drug  is  found, 
this  will  be  the  great  factor  limiting  the  use  of  spinal  anesthesia. 
If  the  heart  muscle  is  in  good  condition,  this  danger  is  very  re- 
mote indeed.  Almost  all  deaths  so  far  reported  have  been  in 
patients  who  were  in  such  a  condition  that  death  would  very 
likely  have  followed  the  operation  under  any  anesthetic.  The 
mortality  of  cocaine  subarachnoid  anesthesia  can  only  be  deter- 
mined by  many  more  cases. 

Operations  for  which  Spinal  Anesthesia  may  be  Used. 
(a)  For  all  Opt  rations  on  tht  Limbs.  —  I  have  done  almost  every 
kind  of  operation  on  the  lower  extremities  under  spinal  anes- 
thesia—  incisions  of  phlegmonous  inflammations,  amputations, 
ligations,  exsections,  operations  for  compound  fractures,  for 
osteomyelitis,  wiring  of  bones,  etc.  In  all  of  these  the  anesthesia 
was  ample  and  sufficiently  sustained. 

(b)  For  All  Operations  on  tlu  Perineum,  in  both  male  and 
female  subjects,  spinal  anesthesia  is  ample  and  ideal.  This  in- 
cludes hemorrhoids  and  fistula  in  ano,  operations  upon  the  vulva 
and  female  urethra,  external  and  internal  urethrotomy  in  the 
male,  incisions  for  urinary  extravasation,  etc.  I  would  not  hesi- 
tate to  do  a  prostatectomy  under  such  anesthesia. 

(c)  All  Groin  Operations,  such  as  herniotomies.  Alexander's 
operation,  removal  of  inguinal  glands,  incisions,  varicocele,  cas- 
trations, etc.  are  all  easily  done  under  spinal  anesthesia. 

(d)  Vaginal   Work.— Plastic  work  on  the  cervix,  vagina,  and 
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perineum  and  curettages  are  easily  done  under  this  anesthesia; 
so  are  incisions  for  the  purpose  of  draining  pelvic  abscesses. 

(e)  Vaginal  Hysterectomy  and  Adnexa  Operations  through 
th(  Vagina. — These  can  be  done  in  an  emergency  under  spinal 
anesthesia,  but.  as  a  rule,  general  anesthesia  is  preferable.  In 
the  majority  of  cases  spinal  anesthesia  is  ample  for  this  work. 
but  frequently  handling  the  adnexa  and  intestines  (in  cases  of 
adhesions)  is  sufficiently  painful  to  the  patient  to  make  her  rest- 
less in  her  already  irksome  position,  so  that  she  draws  herself 
up  and  moves  about,  making  it  difficult  for  the  operator  to  do 
good  work:  besides,  anesthesia  so  high  up  may  not  last  long 
enough  in  case  the  operation  lasts  much  over  half  an  hour. 

(/)  Bladder  Operations  can  all  be  done  under  spinal  anes- 
thesia without  any  trouble. 

(g)  Intra-abdominal  Work. — From  choice  I  would  do  no  intra- 
abdominal operation  under  spinal  anesthesia.  The  objections  are 
many.  The  anesthesia  may  not  be  ample  so  high  up,  or  it  may 
not  last  long  enough  to  complete  the  operation.  If  nausea  and 
vomiting  occur,  they  will  cause  protrusion  of  the  bowels  and  per- 
haps serious  interference  with  the  operation.  The  patient  may 
contract  the  abdominal  walls  at  the  wrong  time,  and  it  is  diffi- 
cult to  maintain  the  Trendelenburg  position.  Still,  all  of  these 
annoyances  are  only  possibilities,  so  that  if,  for  reasons  I  shall 
state  later,  general  anesthesia  is  contraindicated  or  impossible  to 
give,  all  intra-abdominal  operations  may  very  well  be  done  under 
spinal  anesthesia.  It  has  been  employed  in  a  very  large  number 
of  laparatomies. 

h  l  In  Obstetrics.— I  think  that  spinal  anesthesia  will  in  the 
future  find  its  most  extended  use  in  obstetrical  work.  It  has  been 
given  in  two  or  three  hundred  cases,  either  for  the  purpose  of 
lessening  the  suffering  of  the  second  stage  of  labor  or  to  pro- 
duce anesthesia  for  the  purpose  of  performing  obstetric  oper- 
ations. I  have  used  it  only  for  the  latter  purpose.  We  must 
consider  these  two  indications  for  spinal  anesthesia  in  obstetrics 
separately.  I  have  had  no  experience  in  giving  subarachnoid 
cocaine  injections  for  the  purpose  of  lessening  or  preventing  the 
pain  of  the  second  stage  of  labor.  If  this  could  be  done  safely, 
it  would  at  once  place  cocaine  anesthesia  as  one  of  the  greatest 
advances  in  the  obstetric  art;  remembering  that  it  is  not  fol- 
lowed, as  is  chloroform  anesthesia,  by  a  tendency  to  uterine 
hemorrhage.  There  is,  however,  a  very  serious  objection  to  this 
method  which  precludes  it  from  a  routine  use  for  this  purpose. 
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We  can  never  tell  how  long  the  second  stage  of  labor  is  going 
to  last.  The  anesthesia  from  cocaine  lasts  but  an  hour  or  so,  and 
in  the  great  majority  of  cases  a  second  and  even  a  third  cocaine 
injection  will  be  necessary.  Although  there  is  very  little  risk 
from  the  quantity  of  cocaine  injected  in  one  dose,  the  danger  of 
cocaine  poisoning  is  exceedingly  great  if  two  or  three  doses  are 
injected  in  rapid  succession. 

The  great  value  of  subarachnoid  cocainization  in  obstetrics  is 
for  the  purpose  of  inducing  anesthesia  for  obstetrical  manipula- 
tions and  operations,  and  its  value  lies  in  the  fact  that  any  of 
these  operations  may  be  done  under  it  without  the  aid  of  trained 
assistance.  In  city  practice  among  wealthy  patients  this  is  of 
no  importance.  In  obstetric  practice  among  the  poor  and  in  the 
country  the  conditions  are  lamentably  different.  Among  the 
poor  neither  the  patient  nor  the  obstetrician  can  afford  to  call 
in  an  anesthetizer  to  give  chloroform  or  a  trained  nurse  to  as- 
sist. In  the  country  it  is  very  frequently  impossible  to  procure 
an  anesthetizer  in  time.  An  obstetrical  operation  must  be  done 
at  once,  and  most  of  them  are  done  without  anesthesia  for  these 
reasons.  Some  obstetrical  operations  absolutely  require  anes- 
thesia, and  all  can  be  done  better  with  the  patient  anesthetized, 
as  this  allows  deliberation,  exactitude,  thoroughness,  and  stricter 
asepsis.  With  this  method  of  anesthesia  the  obstetrician  requires 
no  assistant. 

(i)  Occasional  Operations  higher  up  on  the  body  can  be  done 
under  spinal  anesthesia.  Excision  of  ribs,  empyema  operations, 
amputation  of  the  breasts,  operations  on  the  arm,  tumors  of  the 
neck,  and  even  a  goitre  operation,  have  been  done  under  such 
anesthesia.  All  such  high  operations  are,  however,  as  yet  in  the 
nature  of  curiosities  rather  than  regular  procedures. 

In  all  operations  spinal  anesthesia,  of  course,  comes  into  com- 
petition with  ether  and  chloroform  narcosis.  The  question  arises 
what,  in  a  particular  case,  should  induce  the  surgeon  to  use  one 
or  the  other  method  of  anesthesia.  To  answer  this  question  has 
been  the  object  of  this  paper.  In  no  case  in  which  it  is  practi- 
cable and  safe  to  give  ether  or  chloroform  would  I  use  subarach- 
noid cocainization.  In  my  opinion,  in  the  present  state  of  our 
experience  with  spinal  -anesthesia,  there  is  no  even  choice  between 
the  two  methods  of  anesthesia.  It  is  only  in  a  case  in  which  if 
would  be  dangerous,  impracticable,  or  impossible  to  employ  gen- 
eral anesthesia  that  I  would  use  spinal  anesthesia.  When  this  is 
conceded,  we  can  study  the  merits  and  demerits  of  spinal  anes- 
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thesia  so  as  to  form  a  general  idea  when  this  is  preferable  in  a 
given  case. 

Merits  Compared  with  General  Anesthetics,  (a)  It  Saves 
Assistants. — It  thereby  enlarges  the  scope  of  work  by  the  surgeon 
alone  or  by  the  surgeon  and  one  assistant,  Compound  fractures 
of  the  leg,  strangulated  hernias,  severe  injuries  of  the  lower  half 
of  the  body,  even  ruptured  tubal  pregnancies,  intestinal  obstruc- 
tion, intestinal  perforations  and  appendiceal  abscesses,  can  be  at- 
tended to  by  the  surgeon  alone  when  no  trained  assistance  is 
available.  In  the  army  during  the  time  of  great  engagements 
there  are  always  too  few  surgeons  and  trained  surgical  assistants. 
This  adds  largely  to  the  horrors  of  the  battle  and  to  the  suffer- 
ing of  the  wounded.  Surgical  work  is  hurriedly  and  unskilfully 
done  and  asepsis  is  imperfect ;  the  wounded  must  wait  long  for 
their  turns,  and  many  die  who  might  have  survived  had  their 
injuries  been  more  promptly  or  more  skilfully  cared  for.  With 
spinal  eocainization  the  operator  can  dispense  with  at  least  one 
.-isMstant— the  anesthetizer.  Many  of  the  operations  on  the  lower 
half  of  the  body  could  be  done  by  one  surgeon  alone.  It  needs 
but  little  imagination  to  realize  what  a  boon  this  method  becomes 
under  such  conditions. 

(b )  Kidney  Disease  is  no  contraindication  to  cocaine  anes- 
thesia. Quite  a  large  number  of  deaths  occur  from  acute  sup- 
pression  of  urine  following  ether  narcosis:  some  have  followed 
chloroform  narcosis.  In  the  case  of  a  patient  whose  kidneys  are 
diseased  and  in  whom  we  may  reasonably  fear  such  an  acute 
suppression  of  urine,  eocainization  of  the  spinal  cord  becomes 
the  method  of  choice,  provided,  of  course,  that  the  operation  is 
on  the  lower  half  of  the  body  and  cannot  be  done  under  local 
anesthesia. 

(c)  Acute  or  Chronit  Bronchitis,  or  any  other  acute  or  chronic 
disease  of  the  lungs  or  obstruction  of  the  air  passages,  makes 
ether  and  chloroform,  especially  the  former,  risky.  A  large  num- 
ber of  broncho  and  lobar  pneumonias,  many  of  which  have  re- 
sulted in  death,  have  followed  ether  narcosis,  and  not  a  few  have 
followed  chloroform.  There  is  always  an  element  of  danger  in 
administering  a  general  anesthetic  to  a  patient  suffering  from 
adenoid  growths,  nasal  obstructions  of  any  kind,  or  chronic  naso- 
pharyngitis. Partial  asphyxia  during  the  operation  and  post- 
operative broncho-pneumonia  are  always  possibilities.  In  all 
patients  in  whom  these  troubles  exist,  and  in  whom  the  surgeon 
may  reasonably  fear  these  consequences  from  general  narcosis, 
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cocaine  anesthesia  may  be  given  if  the  operation  is  on  the  lower 
half  of  the  body  and  if  it  cannot  be  done  with  local  anesthesia. 

(d)  In  Myocardial  Disease  spinal  anesthesia  offers  no  advan- 
tage over  ether  narcosis  in  the  matter  of  safety.  Most  of  the 
deaths  from  spinal  anesthesia  have  been  in  patients  suffering 
from  degeneration  of  the  heart  muscle  and  the  arterial  system. 
It  is  only  when  the  myocarditis  is  associated  with  lung  or  kidney 
disease  that  we  may  hope  for  greater  safety  in  spinal  anesthesia. 

(e)  Old  Topers. — Frequently  general  anesthesia  cannot  be  in- 
duced in  old  hard  drinkers.  No  amount  of  ether  or  chloroform 
carries  them  beyond  the  stage  of  excitement.  Spinal  anesthesia 
is  the  only  resource  in  these  cases. 

(/)  Occasionally  general  anesthesia  cannot  be  induced  for 
some  unknown  cause.  I  have  had  two  such  experiences  within 
a  short  time.  One  was  a  girl  of  18  whom  I  wished  to  anesthetize 
for  an  operation  on  the  lower  jaw.  I  gave  her  almost  an  ounce 
of  chloroform  and  could  not  carry  her  beyond  the  stage  of  excite- 
ment. The  other  was  a  woman  of  30  in  labor  for  the  fifth  time. 
Two  of  her  former  accouchements  were  followed  by  puerperal 
insanity.  With  a  transverse  presentation  and  a  tightly  con- 
tracted uterus  a  version  was  imperative.  The  physician  who  was 
called  to  take  care  of  her  after  the  midwife  had  abandoned  the 
case  called  help,  and  they  proceeded  to  give  chloroform.  They 
could  not  bring  her  beyond  the  stage  of  excitement.  I  was  called 
and  performed  the  version  and  extraction  promptly  and  pain- 
lessly under  spinal  anesthesia.  Frequently  the  insane  cannot  be 
anesthetized  with  ether  or  chloroform.  In  all  such  cases  spinal 
anesthesia  is  our  only  resource,  at  present,  for  large  operations 
on  the  lower  half  of  the  body. 

(g)  Patients  suffering  from  shock  or  hemorrhage,  or  from  both 
combined,  bear  ether  and  chloroform  badly.  These  general  anes- 
thetics lower  the  body  temperature,  which  is  already  subnormal, 
thereby  diminishing  the  vital  resistance ;  they  depress  the  heart 
and  circulation  still  farther  and  increase  the  disposition  to  bron- 
chitis or  pneumonia.  If  the  operation  is  one  that  can  be  done 
under  spinal  anesthesia,  this  should  be  employed.  These  patients 
are  indifferent  to  operating-room  sights.  If  nausea  is  not  present 
— and  it  very  seldom-  is  in  patients  under  the  influence  of  pain 
or  of  shock— they  may  even  be  given  nourishment  and  hot  drinks 
during  the  operation.  Nausea  and  vomiting  very  seldom  follow 
spinal  anesthesia  induced  in  patients  who  at  the  time  are  in  pain, 
excitement,  or  in  shock.   It  therefore  seldom  follows  spinal  anes- 


WEBER:    SPINAL    ANESTHESIA.  307 

thesia  in  obstetrical  work.  The  fact  that  nourishment  may  be 
given  to  patients  during  the  operation  and  immediately  after- 
ward may  be  of  great  importance  in  weak  patients,  such  as  those 
under  consideration. 

Objectionable  Features  of  Subarachnoid  Cocainization. 
(a)  Fussiness  of  the  Injection.  —  It  is  more  fussy,  more  compli- 
cated, and  requires,  superficially  considered,  more  experience  and 
skill  to  give  spinal  than  general  anesthesia.  There  is  always  a 
remote  possibility  that  by  a  sudden  movement  of  the  patient  the 
needle  may  be  broken  off.  There  is  always  a  possibility  that  the 
cocaine  solution  is  not  active,  either  because  it  was  not  a  reliable 
drug  or  that  it  became  decomposed  by  boiling  or  standing.  The 
needle  may  drop  to  the  floor  and  so  necessitate  a  wait  of  some 
minutes  for  resterilization;  the  packing  of  the  barrel  may  leak 
and  the  cocaine  not  reach  the  subarachnoid  space.  Every  detail 
of  the  injection  must  be  carried  out  with  the  strictest  aseptic 
precaution. 

(o)  The  Nausea  and  Vomiting,  with  pallor  and  depression, 
which  occur  in  about  one-half  of  all  cases,  are  positive  annoy- 
ances both  to  the  patient  and  the  operator.  It  is  not  alarming 
in  character  and  can  frighten  only  an  operator  unfamiliar  Avith 
spinal  anesthesia.  After  having  an  experience  of  half  a  dozen  or 
so  of  such  nauseas,  the  operator  views  them  with  the  same  ab- 
sence of  alarm  that  he  views  the  choking  and  cyanosis  which  so 
frequently  occur  in  the  early  stages  of  ether  narcosis.  The  head- 
ache and  fever  following  some  cases  might  possibly  be  mistaken 
in  some  cases  for  beginning  sepsis. 

(c)  Tin  Patient  is  Conscious  during  the  Operation.  AVhile  in 
some  cases,  as  during  an  obstetrical  or  a  hernia  operation,  and 
occasionally  in  some  others,  this  may  be  an  aid  to  the  surgeon,  in 
the  vast  majority  of  cases  it  is  a  nuisance.  It  is  the  feature  of 
spinal  anesthesia  that  I  most  dislike.  It  bars  much  clinical  work. 
It  makes  it  difficult  during  an  operation  to  discuss  etiology, 
pathology,  and  prognosis.  It  is  on  this  account  not  a  practical 
anesthetic  for  children.  The  child,  being  conscious,  sees  and 
hears  things  which  occasionally  frighten  it  into  a  condition  of 
terror  that  makes  it  almost  impossible  to  go  on  with  the  oper- 
ation. As  a  rule  chronic  invalids  among  children,  especially 
those  who  have  become  accustomed  to  white-gowned  doctors  and 
operating-room  paraphernalia,  are  much  less  apt  to  be  fright- 
ened when  operated  upon  under  spinal  anesthesia.  Hysterical 
and  nervous  women  are  the  worst  to  operate  on  under  spinal 
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anesthesia.  They  should  never  be  subjected  to  the  ordeal.  It  is 
no  little  strain  on  the  mental  balance  of  such  a  patient  to  be  con- 
scious and  know  that,  for  instance,  her  abdomen  is  open  and  her 
insides  are  being  handled.  Even  on  better-controlled  minds  the 
mental  strain,  from  the  sight  of  instruments  and  the  realization 
that  they  are  being  used  on  them,  must  be  great.  Permanent 
neurasthenia  may  date  from  such  an  operation.  I  must  repeat 
what  I  have  said:  that  even  nervously  disposed  patients  bear 
such  sights  and  experiences  with  indifference  when  they  are  in 
great  pain  or  suffering  from  shock.  The  consciousness  of  the 
patient  is  therefore  no  bar  to  the  use  of  spinal  anesthesia  in  ob- 
stetrical work  and  in  emergency  surgery. 

( <1 )  Tin  Mortality.  —  It  is  impossible,  in  consideration  of  the 
comparatively  limited  experience  with  spinal  anesthesia,  to  state 
this  in  figures.  The  number  of  deaths  reported  so  far  have  been 
large  for  the  number  of  times  this  method  has  been  used,  but  the 
method  is  as  yet  in  its  infancy.  Inexperience  no  doubt  has  had 
something  to  do  with  some  of  these  deaths,  the  size  of  dose  has 
qo1  been  stated  in  each  ease.  and.  above  all.  spinal  anesthesia  has 
been  used  for  many  operations  on  feeble,  diseased,  and  old  patients 
who  would  have  given  a  high  mortality  under  general  anesthesia, 
and  who.  in  fact,  were  given  spinal  anesthesia  for  that  very  rea- 
son. An  abnormal  sensitiveness  to  the  action  of  cocaine  is  the 
only  cause  of  death.  How  frequently  such  idiosyncrasy  exists 
is  not  known.  We  must  not  overlook  the  fact  that  it  is  in  these 
old.  feeble,  and  diseased  patients  that  the  mortality  from  ether 
and  chloroform  is  very  high.  The  ordinary  text-book  mortality 
statistics  of  1  in  3,000  for  chloroform  and  1  in  15,000  for  ether 
are  wholly  fallacious  for  this  class  of  patients.  Those  are  the 
statistics  for  deaths  on  the  table,  but  do  not  include  the  deaths 
from  urinary  suppression  and  from  the  various  forms  of  pneu- 
monia which  occur  some  days  after  the  ether  or  chloroform  nar- 
eosis  and  are  directly  due  to  the  narcosis.  And.  further,  the 
great  fact  remains  that  these  deaths,  if  indeed  they  were  due  to 
the  spinal  anesthesia,  were  deaths  from  cocaine  and  not  due  to  the 
method  of  administration.  It  remains  only  to  discover  a  substi- 
tute for  cocaine,  a  drug  which  shall  produce  local  anesthesia  like 
that  of  cocaine,  and  shall  not  have  that  selective  poisonous  action 
on  the  vital  centres  in  the  medulla.  There  is  nothing  impossible 
in  this  and  we  can  look  for  an  earlv  discovers'  of  such  a  drug. 
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MAMMARY   SUBSTANCE   IN   UTERINE   FIBROIDS.1 


H.    W.    CROUSE,    M.D., 
Victoria.  Texas. 


In  presenting  mammary  substance  for  the  treatment  of  uterine 
fibroids,  I  realize  that  many  points  will  be  brought  forward  diffi- 
cult of  explanation.  The  many  remedial  agents  derived  from 
glands  of  the  sheep,  hog,  and  goat  have  created  a  new  medicinal 
group,  known  as  orrotherapy.  It  is  necessary  to  review  the  his- 
tory of  the  use  of  these  agents  by  the  medical  world,  to  consider 
by  what  train  of  thought  each  has  been  adopted,  which  in  proper 
sequence  leads  us  to  consider  their  actions,  their  chemical  prop- 
erties, and,  finally,  their  clinical  results,  before  deciding  to  ac- 
cept them  as  new  medicinal  recruits. 

Brown-Sequard.  when  bringing  before  the  medical  world  his 
testicular  fluid,  stated  that  all  the  organs  of  the  body  contributed 
to  make  perfect  blood,  that  each  yielded  a  secretion  which  con- 
tributed its  quota,  and  that  all  made  perfect.  If  one  is  deficient 
in  secretion,  the  contribution  to  the  blood  is  deficient  to  that  ex- 
tent. A  clever  chain  of  scientific  thought  started  with  Schiff, 
1859,  who  first  removed  the  thyroid  in  animals.  This  was  re- 
peated by  Eeverdin,  1882,  and  Kocher,  1883,  and  gave  a  clinical 
condition  known  as  operative  myxedema.  Further  experiments 
by  Schiff,  1884,  Buchner.  1890,  and  others  upon  myxedematous 
animals  showed  that  the  various  conditions  resulting  from  thy- 
roidectomy could  be  improved  or  completely  overcome  by  im- 
planting the  thyroid  gland  of  a  healthy  animal  under  the  skin 
<>r  within  the  peritoneum  of  the  one  void  of  a  thyroid  gland. 
George  B.  Murray,  1891,  using  these  experiments  as  his  base, 
injected  a  glycerinated  extract  of  sheep  thyroid  into  men  suffer- 
ing from  myxedema,  with  startling  curative  results.  Shober.  in 
1898,  in  a  paper  on  the  use  of  mammary  substance  in  uterine 
fibroid,  recalls  an  interesting  historical  fact  mentioned  by  Pliny, 
that  it  was  a  common  custom  among  the  Greeks  and  Romans  to 

'Read  before  the  Gynecological  Section  of  the  Texas  State  Medical 
Association,  May  8,  1902. 


310        CROTJSE :    MAMMARY    SUBSTANCE    IX    UTERINE   FIBROIDS. 

use  the  testicles  of  donkeys  in  impotency;  also  that  he,  Shober, 
had  been  told  by  a  trustworthy  African  explorer  that  even  to 
this  day  certain  obscure  tribes  in  the  interior  of  Africa  practise 
a  disgustingly  inhuman  cannibalistic  operation  upon  slaves  and 
captives  for  the  same  condition.     R.  B.  Bell,  of  Glasgow,  in  a 
paper  read  before  the  British  Gynecological  Society,  May  14. 
1896,  states  that  he  was  led,  through  the  knowledge  of  the  em- 
bryonic origin  from  the  epiblast  of  the  thyroid  gland,  the  known 
remedial  effects  of  thyroid  medication  upon  the  diseased  epithe- 
lium in  the  skin  manifestations  of  myxedema  and  psoriasis,  and 
the  cessation  of  metrorrhagia  in  myxedema,  to  use  thyroid  gland 
in  the  treatment  of  two  cases  of  cervical  epithelioma  with  good 
results.     Bell  further  mentions  Jouan's  attention  being  called 
to  its  effects  upon  the  uterine  fibroid,  by  noticing  a  case  he  was 
treating  for  myxedema,  suffering  at  the  same  time  with  a  fibroid 
which  extended  two  inches  above  the  navel,  and  which  at  the 
expiration  of  a  year  had  been  reduced  to  one  inch  above  the 
pubes.     This  observation,  together  with  those  of  Bouilly,  Tuffier, 
Gunnard,    Picque,    and    Block    that    thyroid    hypertrophy    fre- 
quently underwent  retrogression  in  pregnant  women,  and  that 
thyroid  tumors  would  at  times  disappear  or  at  least  diminish 
after  extirpation  of  pelvic  organs,  led  him  to  study  the  seeming 
essential  relationship  existing  between  the  various  organs.     He 
noticed  the  metastatic  involvement  of  the  testicles,  and  at  times 
the  ovaries,  in  mumps ;  the  synchronous  changes  in  the  mammary 
glands  and  genitals  at  puberty,  in  pregnancy  and  lactation,  and 
evolved  his  theory  "that  when  local  disease  commences  in  an  in- 
dividual the  organ  which  it  takes  possession  of  must  have  de- 
parted from  a  healthy  standard  prior  to  this,  and  that  the  weak- 
ened organ  may  have  been  influenced  by  a  morbid  or  function- 
ally altered  state  of  an  organ  in  close  physiological  relationship 
with  it."     This  was  the  proper  theoretical  deduction  to  make 
preceding  clinical  proof.     Waller,  mentioned  by  Stehman,  rea- 
soning along  the  same  line,  stated  that  this  metastatic  involve- 
ment of  related  glands  proved  that  "the  waste  of  one  organ 
serves  as  the  raw  material  for  another  ,and  that  this  interorganic 
relation  plays  an  important  part  in  general  metabolism."     The 
question  promptly  arises,  how  ?     Some  suppose  that  the  secretion 
of  these  special  organs  affects  nutrition  by  removing  toxic  sub- 
stances which  result  from  tissue  waste  (Schafer)  ;  that,  for  ex- 
ample, one  of  the  functions  of  the  ovary  is  to  eliminate  organic 
toxins  through  the  menstrual  flow  (Spillman  and  Etienne)  ;  that 
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the  secretion  of  the  thyroid  favors  uric  acid  excretion  and  thus 
increases  nitrogenous  denutrition  (Vos,  Gara,  Isai)  ;  while 
others  maintain  that  general  nutrition,  and  more  especially  the 
central  nervous  system,  is  affected  by  this  glandular  secretion 
entering  the  blood  (Howell). 

Taking  these  points  into  consideration,  along  with  the  know- 
ledge that  in  the  phenomena  of  orrotherapy  we  are  dealing  with 
substances  derived  from  the  great  group  of  racemose  glands, 
which  vary  not  only  in  size  but  also  in  the  character  of  the 
secretions  yielded  by  each  and  their  physiological  significance, 
and  we  unconsciously  enter  the  study  of  the  pathological  phe- 
nomena of  involvement  of  various  glands,  and  investigate 
whether  a  relationship  may  be  proved  or  disproved  to  exist  be- 
tween certain  of  them.  Every  physician  of  experience  can  re- 
t-all a  metastatic  involvement  of  the  testicle,  and  at  times  of  the 
ovary,  in  parotitis;  each  one  utilizes  in  diagnosing  pregnancy 
the  accompanying  mammary-gland  phenomena;  each  is  familiar 
with  these  gland  changes  at  puberty  and  during  lactation, 
the  stimulation  of  the  sexual  sense  by  the  manipulation  of  the 
nipple,  and  the  erection  of  the  nipple  during  sexual  excitement. 
Pathology  has  proved  the  synchronous  enlargement  of  the  thy- 
mus gland  and  pituitary  bodies  with  thyroid  hypertrophy.  Bell 
has  used  the  observations  of  Bouilly,  Tuffier,  Gunnard,  Picque, 
and  Block  concerning  thyroidal  change  during  pregnancy  and 
after  removal  of  the  uterus  and  adnexa.  Hulde  has  proved  in 
the  study  of  suprarenal-gland  removal  that  the  thymus  and 
spleen  become  enlarged.  Shober  mentions  the  induction  of 
uterine  contractions  by  the  nursing  of  the  child  during  the  first 
few  days  of  the  puerperium.  Pain  in  the  mammary  gland  pre- 
vious to  menstruation  has  been  noticed  by  Stehman  during  thy- 
roidal therapy.  Hertoghe  found  that  thyroid  gland  given  by 
mouth  increased  the  quantity  but  not  the  quality  of  milk;  also 
that  nursing  women  suffering  with  diminution  of  lacteal  secre- 
tion synchronous  with  the  appearance  of  menstruation  had  the 
secretion  restored  by  the  use  of  thyroid  gland.  One  of  my 
fibroid  cases,  taking  the  mammary  gland,  complained,  on  in- 
crease of  dose,  of  sensitiveness  of  the  nipples  and  mammary  ten- 
derness. Pathology  also  recognizes  the  involvement  of  the  pan- 
creas in  diabetes,  etc. 

As  to  the  nature  of  the  secretion  of  the  various  glands  now 
being  used  medicinally,  Murray  in  his  Goulstonian  Lecture  No.  1, 
in  speaking  of  the  formation  and  absorption  of  the  thyroid  se- 
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cretion,  describes  the  two  cells  occupying  the  alveolus  as  the  chief 
cell  and  the  colloid ;  he  states  that  a  large  nucleus  is  contained 
in  the  former,  and  that  colloid  matter  is  formed  in  the  latter. 
The  colloid,  he  says,  is  a  true  epithelial  cell  which  secretes  in  two 
ways — either  in  droplets  in  the  cells  with  gradual  extrusion  into 
the  lumen  of  the  alveolus,  or  by  breaking-down  of  whole  cells  and 
discharge  in  the  colloid  substance  of  the  matter  they  help  form. 
In  the  first  the  cell  continues  to  secrete :  in  the  other,  after  being 
destroyed  its  position  is  taken  by  a  reserve  cell.  Owing  to  the 
ductless  condition  of  the  thyroid  the  secretion  of  the  cells  can 
escape  in  only  two  ways— by  lymphatics  or  veins.  By  the 
lymphatics  is  the  most  frequent  route,  as  King  and  Horsley 
found  by  pressure  upon  the  gland  that  the  colloid  matter  could 
be  scpieezed  from  the  acini  into  the  interacinous  lymphatics, 
where  it  could  be  seen  by  means  of  the  microscope.  Hurthle  be- 
lieves that  the  secretion  escapes  into  the  interalveolar  spaces 
through  weakened  wall  of  alveoli,  by  intercellular  spaces,  and 
by  rupture.  There  it  comes  in  contact  with  lymph  which  bathes 
alveolar  cells,  to  be  discharged  into  the  blood  stream  in  the  in- 
nominate vein  and  so  distributed  to  the  entire  economy.  Early 
thought  the  thyroid  secreted  a  mucoid  substance,  the  retention 
of  which  led  to  an  accumulation  of  mucin  in  the  body  and  pro- 
duced cutaneous  swelling  in  myxedema.  Investigation  has 
shown  that  colloid  contains  no  mucin.  Accurate  information  as 
to  the  true  nature  of  this  substance  is  scarce  but  most  have  con- 
sidered the  proteids  to  lie  the  important  and  active  constituent  of 
it.  Xolkin  considers  this  thyroproteid.  a  substance  that  behaved 
like  an  enzyme.  Gourley  found  that  a  nucleo-proteid  was  the 
only  proteid  to  be  secured  from  colloid  in  quantity  that  con- 
tained phosphorus.  Baumaine  and  Roos  found  it  contained 
iodine  in  an  organic  compound  with  proteid,  and  named  it  thy- 
roidin ;  Hutchins,  that  two  proteids  exist  in  the  gland,  a  nueleo- 
albumin  which  is  contained  in  the  epithelial  cells,  and  a  colloid 
material  which  fills  the  acini.  The  gastric  secretion  splits  up  the 
secretion  of  a  gland  into  two  parts,  one  of  which  is  proteid  ami 
contains  a  small  amount  of  iodine,  having  but  slight  physiologi- 
cal action;  the  other,  non-proteid,  contains  more  iodine  and  all 
the  phosphorus  of  original  colloid,  and  is  more  active  in  relieving 
symptoms  caused  by  loss  of  the  gland  than  is  the  proteid.  As 
to  the  substances  contained  in  the  mammary  gland,  Sturrock.  of 
Edinburgh,  says  that  there  is  nucleo-proteid  in  the  cells  of  the 
mammary  gland  which  is  of  a  highly  complex  constitution,  con- 
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taining  a  carbohydrate  and  a  proteid  radical.  The  suprarenal 
has  been  difficult  to  investigate  as  to  the  nature  of  the  substance 
secreted  by  it  and  useful  as  a  therapeutic  agent.  Auld  states 
that  it  is  an  alkaloid;  Abel  confirms  this  opinion  and  he  and 
Crawford  call  the  separated  principle  "epinephrin" ;  Takamine, 
an  alkaloid,  adrenalin.  The  nature  of  the  secretions  of  the  testi- 
cles, of  the  thymus,  and  of  the  pituitary  bodies  has  been  but  in- 
differently studied,  and  their  principles,  in  consequence,  un- 
named and  unrecognized.  Among  another  group  of  these 
glands,  substances  long  familiar  present  themselves,  such  as  the 
bile,  the  enzymes  of  the  spleen,  pepsin,  pancreatin,  etc. 

So  step  by  step  we  are  driven  to  the  conclusion  that  we  have 
in  all  glands,  with  or  without  ducts,  not  alone  an  excretion,  as 
ova  in  ovaries,  semen  in  the  testicles,  milk  in  the  mammary 
gland,  pancreatic  juice  in  the  pancreas,  etc.,  but  also  an  internal 
or  circulatory  secretion  which  enters  the  system  through  the  cir- 
culation, modifying  nutrition  (Spillman  and  Etienne).  Does 
all  this  not  lead  one  to  believe  that  mayhap  there  lies  within  the 
epithelial  cells  an  inherent  egotistical  principle  which  was  dem- 
onstrated by  Vaughn  and  McClintock  (Ernst1)  to  be  a  nuclein 
substance  derived  from  the  cells  of  the  various  glands,  borne  in 
the  circulation  partly  in  solution  and  partly  in  the  form  of 
nmltinuclear  white  corpuscles,  the  so-called  phagocytes?  In 
presenting  this  point  further  it  is  but  necessary  to  continue  with 
Vaughn,  who  believes  that  the  nuclein  passes  from  the  cell  into 
solution,  but  is  unable  to  say  whether  this  process  is  due  to  the 
breaking-down  of  the  cell  or  to  its  active  secretion.  The  word 
nuclein  is  used  in  the  broad  sense,  including  the  nucleo-acid 
and  nucleo-albumins. 

The  next  feature  of  the  study  of  these  remedies,  naturally, 
should  be  their  physiological  effects.  Thyroid  Gland  study  has 
demonstrated  its  principle  to  be  a  powerful  lymphatic  stimulant, 
utricular  gland  stimulant,  muscle  contractor,  blood  oxidizer 
'Whitney),  capillary  constrictor;  an  inducer  of  tachycardia, 
headache,  tremors,  gouty  and  rheumatic  pains,  general  debility, 
persistent  vomiting,  and  profuse  diarrhea.  The  tachycardia 
with  its  dyspnea  is  fatal  at  times  (Polk).  Cunningham  con- 
siders the  unfortunate  symptoms  to  be  produced  by  decomposed 
animal  matter  in  the  thyroid  mixture,  and  not  by  the  essential 
thyroid  secretion — in  other  words,  by  ptomaines  and  leucomaines. 

Parotid  Gland. — The  special  agent  it  contains  has  not  as  yet 
'Twentieth  Century  Practice  of  Medicine,  vol.  xx. 
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been  separated,  it  being,  according  to  Shober,  an  absorbent,  an 
anodyne,  seemingly  confining  itself  to  the  pathological  conditions 
of  the  ovaries,  governed  by  the  following  states:  so-called  ovarian 
neuralgia  or  dysmenorrhea  unassociated  with  extensive  pelvic 
inflammation;  enlarged,  tender,  prolapsed  ovaries,  pain  occur- 
ring a.  day  or  two  before  the  period  and  during  its  first  day  or 
two.  According  to  Jack,  "it  is  the  best  remedy  yet  brought  out 
in  the  treatment  of  dysmenorrhea,  relieving,  as  it  does,  the  aches 
and  pains  of  ovaritis,  and  improving  nutrition.  Pelvic  exudates 
soften  and  are  often  absorbed.  Menstruation  becomes  regular, 
and  less  in  amount  when  excessive,  and  shorter  in  duration.  The 
headaches  and  nervousness  so  often  accompanying  the  cases  are, 
as  a  rule,  cured ;  health  and  spirits  revive,  and,  indeed,  its  action 
here  can  be  denominated  nothing  less  than  specific." 

Mammary  G land.  —  Clinically  it  has  been  proved  to  be  a  mus- 
cular stimulant,  a  nerve  sedative,  a  general  reconstructor,  when  a 
systemic  depravity  is  induced  by  a  uterine  degeneration,  as 
found  in  myoma,  myofibroma,  and  subinvolution;  a  substance 
with  no  depressing  effects,  or  detrimental  symptoms  outside  of 
the  contractile  pains  induced  in  a  fibroid  when  the  maximum 
dose  is  given.  Sturrock  states  that  its  action  is  due  to  a  nuclein 
base  which  is  not  excreted,  but  seems  to  remain  in  the  gland, 
probably  in  the  nuclei  of  the  cells  as  active  agents  in  the  forma- 
tion of  more  mother  substance.  These  may  possibly  contain  the 
active  principle  when  the  gland  is  medicinally  employed.  ' '  The 
modus  operandi  of  thyroid  and  mammary  glands  in  controlling 
hemorrhage  seems  entirely  different — thyroid,  an  epithelium, 
utricular  gland,  and  lymphatic  stimulant  and  blood  oxidizer; 
mammary  gland  acts  on  uterine  muscles,  either  primarily  or 
through  nerve  supply,  increasing  contractile  power,  thus  di- 
minishing blood  supply  to  endometrium  and  body  of  tumor" 
(Shober). 

Ovarian  Substance. — Is  mainly  used  in  ovarian  insufficiency, 
as  after  double  oophorectomy,  with  infantile  ovaries,  and  like 
conditions  inducing  amenorrhea.  Chrobak  found  that  by  im- 
planting ovarian  tissue  under  the  skin  or  within  the  peritoneum 
in  a  case  subjected  to  double  oophorectomy,  benefit  to  the  ner- 
vous symptoms  of  an  operative  menopause  would  be  secured.  I 
have  found  it  beneficial  administered  in  the  form  of  the  sub- 
stance by  mouth,  controlling  markedly  the  nervous  phenomena 
of  complete  hysterectomy.  Jack  says:  "Ovarian  extract  is  in- 
dicated in  all  cases  of  menopausal  nervous  symptoms,  or  when 
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for  any  reason  it  is  desirable  to  increase  the  flow  from  the  uterus. 
It  is  now  known  almost  beyond  doubt  that  the  ovary  has,  be- 
sides its  function  of  ovulation,  another  almost  as  important,  that 
of  internal  secretion,  and  that,  like  the  thyroid,  it  secretes  an 
active  oxidizing  agent,  spermin,  that  aids  in  the  metabolism  of 
(he  blood.  Marked  decrease  in  the  elimination  of  phosphates  has 
been  observed  after  ovariotomy.  I  have  taken,"  says  he,  "this 
as  a  hint  and  administered  ovarian  extract  in  all  cases  of  ovarian 
disease  presenting  constantly  this,  symptom,  and  I  have  as  yet  to 
be  disappointed  in  the  results." 

Suprarenal  Gland.  — The  active  principle  has  been  separated 
by  Abel  and  named  epinephrin.  Furth  has  separated  an  agent 
which  he  calls  suprarenin.  Takamine  has  isolated  one,  named 
by  him  adrenalin.  Epinephrin  and  suprarenin  are  claimed  by 
Reichert  to  be  contaminated,  while  adrenalin,  he  says,  is  pure. 
Its  principal  physiological  effects  have  been  found  to  be  as  fol- 
lows : 

(a)  The  Pulse  is  Retarded.  By  vagus  stimulation  (Schafer. 
Oliver,  Gushing). 

(b)  The  Force  of  the  Systole  is  Increased.  By  stimulation  of 
the  cardiac  muscles  (Schafer,  Cushing).  By  stimulation  of  the 
cardiac  motor  ganglia  (Gottlieb). 

(c)  The  Blood  Pressure  is  Elevated  Secondary  to  Arterial 
Constriction. — By  peripheral  action  (vasomotor)  (Schafer).  By 
peripheral  action  (on  capillary  muscular  fibre)  (Shoemaker, 
Cushing).     By  central  action  (Cushing). 

<<l)  Tissues  are  Blanched  (Mucous  Membrane,  Peritoneum. 
Skin).  By  peripheral  action  (vasomotor  or  capillary  muscular 
stimulation)    (various  observers). 

Thymus  Extract. — No  practical  investigation  has  as  yet  been 
made  as  to  the  nature  of  the  substance  or  its  active  agent,  and 
but  little  is  known  except  that  its  physiological  effect  is  to  reduce 
thyroid  hypertrophy,  as  in  goitre. 

Testicular  Substance. — Outside  of  the  Brown-Sequard  in- 
vestigation of  the  studies  of  Claude-Bernard,  nothing  further 
has  been  learned.     It  has  been  used  in  impotency. 

The  following  cases  of  the  use  of  mammary-gland  extract  have 
been  reported :  Bell,  in  May,  1898,  reported  4  cases  treated  with 
this  substance,  all  of  Avhom  were  under  35,  so  the  influence  of  the 
menopause  should  be  eliminated.  The  length  of  treatment 
varied  from  two  to  four  months.  The  form  of  the  gland  prin- 
ciple was  the  elixir  and  platinoids.     Of  the  elixir,  one  drachm 
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was  given  three  times  a  day.  of  the  platinoids,  ten  grains  per 
day.  The  results  were  brilliant.  In  one  illustrative  ease  a 
fibroid  tumor  the  size  of  a  seven  months'  fetus  was  reduced  one- 
fourth  as  a  result  of  six  weeks'  treatment,  and  ceased  to  cause 
any  trouble.  Another  case— a  small  fibroid  on  the  anterior 
uterine  wall,  which  had  caused  marked  metrorrhagia  resulting  in 
decided  anemia — at  the  conclusion  of  eight  weeks'  treatment 
with  ten  grains  of  the  platinoids  daily,  showed  disappearance  of 
the  anemic  condition,  restoration  of  general  health,  and  absence 
of  metrorrhagia.  Two  cases  of  menorrhagia  accompanied  by 
dysmenorrhea,  fibroids  absent,  subinvolution  present,  were  seem- 
ingly cured  by  the  mammary  gland. 

J.  B.  Shober,  of  Philadelphia,  who  was  the  first  to  utilize  the 
mammary  and  parotid  glands  in  this  country,  reports  9  cases. 
The  length  of  treatment  varied  from  two  to  fifteen  months ;  the 
ages  of  the  patients  were  from  24  to  37  years — mean  average  be- 
low 35.  Five  were  colored.  Size  of  tumor,  as  in  Case  1,  per- 
pendicular measurement.  7%  inches:  lateral.  lO1^  inches;  girth, 
37  inches;  height,  2  inches  above  navel — an  immovable,  globular, 
impacted  fibroid.  At  the  expiration  of  fifteen  months,  girth, 
30  inches;  perpendicular  measurement.  5%  inches;  lateral  meas- 
urement, 8V2  inches.  Flow  formerly  profuse,  with  clots  and 
dysmenorrhea,  duration  six  to  ten  days:  at  the  time  of  report 
flow  regular,  three  days,  amount  normal,  no  clots,  no  pain,  gen- 
eral health  greatly  improved.  His  examinations  were  always 
made  with  the  patient  under  ether  before  treatment  was  com- 
menced. In  all,  the  general  health  markedly  improved;  the 
dysmenorrhea,  clots,  metrorrhagia,  and  menorrhagia  were  con- 
trolled: the  flow  became  painless  and  normal.  Of  the  extract 
and  desiccated  gland  from  fifteen  to  thirty  grains  were  given 
three  times  a  day. 

\Y.  R.  Pryor.  of  New  York,  called  my  attention  to  the  use  of 
mammary  substance  two  years  ago  in  the  handling  of  Case  1. 
In  this  connection  he  lauded  very  highly  its  effects,  and  stated, 
if  I  remember  rightly,  that  he  had  utilized  and  was  still  observ- 
ing the  treatment  of  33  cases  of  uterine  fibroid  with  it.  His 
results,  he  informed  me,  were  more  than  encouraging. 

As  to  my  personal  cases,  inclusive  of  the  one  watched  for  Dr. 
Pryor : 

Case  I. — Mrs.  F.,  a?t.  32.  Hpara.  Subperitoneal  myofibro- 
mata  located  on  the  posterior  uterine  wall  close  to  the  internal 
os;  largest  was  of  the  size  of  a  small  lemon;  the  other,  of  a  wal- 
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nut.  Tumors  found  at  accouchement.  Case  later  examined 
by  Pryor.  Curetted;  given  mammary  substance,  five  grains 
three  times  a  day.  Metrorrhagia  ceased.  No  flow  during  lacta- 
tion. Tumor  not  examined.  Treatment  was  periodical;  cessa- 
tion of  lactation,  metrorrhagia  recommenced,  with  dysmenorrhea 
and  clots.  Mammary  substance,  five  grains  three  times  a  day, 
was  given  for  six  weeks.  Metrorrhagia  ceased  and  the  general 
condition  improved;  no  dysmenorrhea  or  clots;  length  of  flow, 
four  days.  Treatment  was  continued  two  months.  The  patient 
again  became  pregnant  and  it  was  stopped.  At  the  fourth 
month  of  pregnancy  the  tumors  were  found  increased  in  size,  the 
largest  3  by  6  inches.  The  patient  said  a  rapid  growth  had  oc- 
curred during  pregnancy,  according  to  her  sensations.  Suc- 
cessful vaginal  myomectomy  by  Pryor. 

Case  II.— Miss  B.,  single,  eet.  32,  had  noticed  a  growth  for  two 
years.  Examination,  January,  1901,  showed  a  subperitoneal 
fibroid  connected  with  the  left  cornu,  size  three  by  four  inches, 
globular;  metrorrhagia,  dysmenorrhea,  and  anemia.  Curette- 
ment  was  refused.  Given  Blaud's  mass  and  mammary  sub- 
stance, five-grain  tablet  three  times  a  day.  At  the  sixth  week  re- 
ported last  period  as  seven  days  long:  few  clots;  dysmenorrhea 
markedly  improved,  general  condition  also  improved;  able  to 
work.  At  the  end  of  the  fourth  month  reported  good  general 
health,  five  periods  lasting  three  to  four  days,  with  no  clots  or 
dysmenorrhea.  Tumor  nodular,  reduced  to  half  original  size. 
Mammary  substance  continued.  Seen  recently,  but  not  exam- 
ined, patient's  false  modesty  forbidding.  She  reported  perfect 
health,  periods  normal,  dysmenorrhea  absent.  Mammary  gland 
t;i ken  two  weeks  in  the  month. 

Case  III.— Mrs.  D.,  ret.  39,  IVpara,  had  had  profuse  men- 
struation for  years,  gradually  extending  into  metrorrhagia  and 
menorrhagia,  with  dysmenorrhea.  Saw  her  in  a  profuse  hemor- 
rhage, exsanguinated.  Tampon,  ice  to  abdomen,  atropia,  ergot 
;nid  stypticin  by  mouth,  together  with  quiet.  Bleeding  was  eon- 
trolled  in  two  days  to  a  show  only.  Examination  one  week  later 
showed  uterus  nodular  from  multiplicity  of  fibroids,  varying 
from  mere  nodules  to  those  the  size  of  a  large  walnut.  Vaginal 
hysterectomy  was  advised  and  refused.  Gave  mammary  sub- 
stance, five  grains  three  times  a  day  for  three  months.  Metror- 
rhagia, menorrhagia,  dysmenorrhea,  and  general  condition  all 
gradually  improved,  until  at  the  end  of  the  third  month  periods 
were  normal.     Never  able  to  secure  second  examination. 
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Cases  IV.  and  V. — Both  single,  get.  25  and  28,  gave  histories 
of  metrorrhagia  for  one  and  two  and  one-half  years,  respectively, 
with  dysmenorrhea  and  debility.  No  examination  permitted. 
Gave  mammary  substance,  five  grains  three  times  a  day.  Symp- 
toms improved.     Lost  track  of  cases. 

Case  VI. — Mrs.  L.,  set.  49,  gave  history  January  19.  1902. 
First  knowledge  of  fibroid  1890.  Metrorrhagia  marked ;  debility ; 
dysmenorrhea.  Periods  gradually  increased  until  they  lasted 
two  weeks,  profuse,  with  clots.  In  1892  was  curetted,  with  im- 
provement. In  1893  relief  temporary.  In  1894  consulted  sev- 
eral eminent  gynecologists;  radical  operation  advised  against. 
In  1897  metrorrhagia  was  so  severe  as  to  demand  packing  twice, 
and  the  patient  so  weak  that  months  were  required  for  recovery. 
In  1901,  while  in  Canada,  severe  hemorrhage  demanded  packing. 
Menstruation  after  that  was  irregular,  the  flow  being  excessive, 
every  two  or  three  weeks.  In  December,  1901,  there  was  a  very 
severe  hemorrhage.  January  19,  1902,  examination  showed  sev- 
eral fibromyomata,  of  the  size  of  a  small  walnut  to  that  of  a  small 
orange,  situated  subperitoneally  and  located  laterally,  one  on  the 
posterior  wall  low  down.  Mammary  substance,  five  grains  three 
times  a  day,  given  for  six  weeks.  After  a  week's  intermission, 
resumed  treatment  with  six  grains  three  times  a  day.  On  April 
9,  when  this  history  was  written,  she  was  still  taking  the  same 
dose.  Results :  no  flow  for  three  and  one-half  months ;  a  slight 
show  once  or  twice.  Since  taking  the  mammary  substance  the 
nipples  have  become  sensitive,  indicating  that  the  mammary 
glands  are  affected  by  this  substance. 

In  reviewing  these  cases  there  are  five  features  that  stand  out 
prominently :  Mammary  substance  will  control  menorrhagia, 
metrorrhagia,  and  dysmenorrhea;  will  improve  the  general  con- 
dition ;  and  in  properly  selected  cases  of  uterine  fibroid  where  the 
myomatous  feature  predominates,  will  reduce  the  size  of  the 
growth. 

In  presenting  a  new  remedy,  or  an  old  one  in  a  new  role,  it  is 
essential  to  compare  it  with  others,  already  accepted,  in  order 
to  determine  its  true  worth.  We  have  in  the  medicinal  handling 
of  uterine  fibroid  several  remedies,  used  for  years,  whose  short- 
comings are  well  understood.  I  will  tabulate  briefly  their  per- 
nicious influences,  together  with  their  companion  remedy,  and 
request  you  to  recall  the  points  needed  to  round  them  out  in  their 
complete  physiological  roles. 

Ergot. — Fails  in  about  50  per  cent  of  cases  to  arrest  menor- 
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rhagia,  and.  when  successful,  is  so  at  the  expense  of  the  general 
health.  Induces  gastro-intestinal  irritation  and  cardiac  and 
general  muscular  degeneration. 

Hydrastin. — Beneficial  when  used  briefly.  Persisted  in,  is  a 
gastro-intestinal  irritant  and  induces  constipation. 

Stypticin.— Brief  use  beneficial,  same  results  as  with  hydrastin 
when  long  continued. 

Oleum  Erigerontis.—  Can  be  employed  only  when  no  irritation 
exists ;  attacks  the  kidneys,  as  does  its  colleague,  turpentine,  when 
used  persistently. 

Belladonna  and  Atropine. — Used  briefly,  results  in  menor- 
rhagia  and  metrorrhagia  are  brilliant;  persisted  in  it  produces 
the  conditions  which  it  first  corrects.     Is  a  cerebral  irritant. 

Thyroid  Gland. — Causes  tachycardia  and  dyspnea  to  a  dan- 
gerous extent  at  times;  also  gastric  irritation,  with  profuse  diar- 
rhea. 

Bromides.  —  Induce  bromism. 

Digitalis.— As  an  adjuvant  to  ergot,  results  are  fair;  alone,  it 
fails  to  control. 

Electricity  has  given  but  slight  results,  and  then  only  when 
used  as  a  caustic.  The  indications  for  its  use  are  the  same  as 
for  curettage.  It  is  dangerous,  does  not  stop  growth,  and  in- 
duces peritoneal  adhesions,  rendering  subsequent  operation  diffi- 
cult. 

Curettage. — Involves  anesthesia  and  invasion  of  the  uterine 
cavity,  not  once  but  repeatedly,  and  is  the  ideal  light  operative 
course  preceding  the  use  of  mammary  substance. 

Ligation  of  Uterine  Artery. — Is  an  operative  procedure,  and 
is  still  in  the  balance,  experience  being  rather  against  than  for  it. 

Removal  of  Ovaries  is  a  capital  operative  procedure,  and  sug- 
gests the  question  whether,  when  doing  a  laparatomy,  it  would 
not  be  best  to  do  a  radical  operation,  i.e.,  hysterectomy. 

Myomectomy  for  either  submucous  or  subperitoneal  fibroids 
and  total  extirpation  are  strictly  operative  methods  and  should 
not  be  compared  when  considering  medical  treatment. 

Mammary  Substance.— Xo  deleterious  effects  have  yet  been 
noticed,  except  contractile  pains  in  the  tumor  when  given  in 
maximum  doses.  This  symptom  promptly  subsides  when  the 
remedy  is  stopped  or  the  dosage  reduced. 

Through  the  medium  of  two  letters,  one  from  the  introducer 
of  mammary  substance  to  the  notice  of  the  medical  profession  of 
America — Dr.  John  B.  Shober,  of  Philadelphia — the  other  from 
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Prof.  \V.  R.  Pryor,  of  New  York.  I  wish  to  illustrate  the  type  of 
cases  in  which  the  gland  substance  has  been  of  benefit  and  those 
in  which  it  has  failed  : 

1731  Pine  street,  Philadelphia, 

April  6,  1902. 
H.  \V.  Grouse,  M.D.,  Victoria,  Texas. 

My  dear  Doctor:— In  reply  to  your  letter  of  March  30,  re- 
questing information  in  regard  to  the  value  of  mammary- gland 
substance  in  cases  of  uterine  fibroid,  I  beg  to  refer  you  to  the  en- 
closed reprints  of  two  articles  which  I  published  about  two  years 
ago. 

I  am  still  using  the  substance  with  satisfaction,  and  have  no- 
thing new  to  add  except  that  it  has  been  found  of  positive  value 
in  a  few  cases  of  the  vomiting  of  pregnancy. 

I  employ  a  tablet  of  desiccated  mammary  gland  of  sheep ;  each 
tablet  contains  two  grains  of  the  desiccated  powder,  which  repre- 
sent twenty  grains  of  the  fresh  gland.  One  or  two  tablets  three 
times  daily  with  food  should  be  taken  for  periods  of  weeks  or 
months,  depending  upon  the  nature  of  the  case.  The  mammary 
gland  is  said  to  contain  certain  nuclein  bases  which  are  not 
excreted,  but  seem  to  remain  in  the  gland,  probably  in  the  nuclei 
of  the  cells,  as  active  agents  in  the  formation  of  more  mother  sub- 
stance (Sturrock,  Brit.  Med.  Jour..  September  17,  1898,  p.  776). 
These  bases  probably  contain  the  active  principle  upon  which  de- 
pends, in  a  measure,  the  normal  metabolism  of  the  uterus,  and 
upon  them  may  depend  the  value  of  the  substance  as  a  therapeu- 
tic agent.  Preparations  of  mammary  gland,  when  fed  to  women, 
seem  to  stimulate  the  uterine  muscle,  increasing  its  contractile 
power,  thus  diminishing  the  blood  supply  to  the  organ.  I  have 
used  it  with  benefit  in  the  following  classes  of  cases : 

1.  In  uterine  fibroids  it  controls  menorrhagia  and  metror- 
rhagia, relieves  pain  and  dysmenorrhea,  and  in  some  cases  di- 
minishes the  size  of  the  growths.  Personally,  I  believe  in  radical 
operation  for  most  uterine  fibroids,  especially  as  they  are  usually 
complicated  by  adnexal  disease  and  many  by  degenerative 
changes  in  the  tumors.  In  cases,  however,  which  did  not  call  for 
immediate  operation,  and  in  others  when  it  was  refused,  I  found 
mammary-gland  substance  of  decided  value.  In  cases  character- 
ized by  marked  anemia,  I  think  I  have  placed  my  patients  in  bet- 
ter condition  to  stand  the  operation  by  controlling  the  bleeding 
for  several  months  or  until  the  hemoglobin  percentage  and  blood 
count  showed  a  positive  improvement. 

I  am  not  prepared  to  make  any  positive  statement  in  regard  to 
the  absorption  of  fibroid  nodules  under  this  treatment.  Two 
cases,  however,  who  had  been  under  my  treatment  with  mam- 
mary-gland substance  for  two  years,  in  both  of  whom  a  fibroid 
nodule  the  size  of  an  egg  could  be  felt  before  treatment  was  be- 
gun, and  in  both  of  whom  the  diagnosis  was  confirmed  by  my 
colleague,  Dr.  J.  M.  Baldy,  came  to  operation  on  account  of  ad- 
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nexal  disease.  In  both  the  uterus  was  fibrous  (small  interstitial 
fibroids),  but  the  nodules  which  we  thought  we  felt  two  years  be- 
fore had  disappeared.  The  personal  equation  comes  in  here. 
We  may  have  been  mistaken.  What  we  thought  were  fibroid 
nodules  may  have  been  enlarged  ovaries  or  thickened  tubes. 

I  have  had  two  cases  of  large  submucous  fibroids  with  uterine 
cavities  measuring  about  six  inches,  in  which  the  mammary  gland 
failed  to  control  the  profuse  hemorrhage.  This,  however,  was 
to  be  expected. 

2.  In  subinvolution  following  miscarriage  or  labor,  mammary- 
gland  feeding  controls  the  bleeding  and  rapidly  restores  the 
uterus  to  its  normal  size. 

3.  In  menorrhagia  due  to  congestion  or  relaxation  I  have  had 
very  satisfactory  results.  I  have  not  found  the  treatment  ap- 
plicable in  cases  complicated  by  exudate  or  structural  disease  of 
the  ovaries  or  tubes. 

4.  In  the  vomiting  of  pregnancy  it  has  in  three  cases  given  al- 
most immediate  relief  when  all  other  measures  failed. 

In  one  case,  when  the  treatment  was  stopped  the  vomiting  re- 
turned and  could  be  controlled  only  by  returning  to  the  drug. 

In  conclusion,  I  would  say  that  I  have  entirely  abandoned  the 
use  of  ergot,  in  the  class  of  cases  outlined  above,  and  I  believe 
that  the  obstetrician  would  find  mammary-gland  substance  more 
valuable  than  ergot  at  the  termination  of  labor. 
Hoping  to  hear  from  you  again,  I  am, 

Very  truly  yours, 

John  B.  Shober. 

Dr.  Pryor  states : 

April  9,  1902. 

My  experience  with  mammary  extract  is  as  follows :  Where 
the  tumors  are  submucous,  intramural,  or  even  subperitoneal,  yet 
distinctly  sessile,  I  find  the  mammary  extract  of  distinct  ad- 
vantage in  causing  a  reduction  of  the  tumor  mass,  no  matter 
how  large  it  may  be;  provided  the  growth  does  not  spring  from 
the  region  of  the  cervix,  is  not  retroperitoneal,  and  is  not  intra- 
ligamentous. I  have  also  found  that  pedunculated  fibroids  are 
not  influenced  by  the  extract.  The  medical  treatment  has  its 
happiest  effect  when  preceded  by  curettage.  We  are  having 
prepared  here  a  preparation  of  thyroid  extract  which  is  still 
more  efficacious,  and  which  has  not  the  disagreeable  influence 
upon  the  bowels  and  heart  which  the  old  thyroid  had.  Not  the 
least  attractive  feature  about  this  medical  treatment  of  fibroid 
tumors  is  that  it  may  succeed  in  reducing  the  mass  from  a  size 
demanding  laparatomy  to  one  admitting  of  the  vaginal  operation. 
Yours  very  sincerely,  etc., 

W.  R.  Pryor. 

In  conclusion,  then,  we  have  in  mammary  feeding  an  agent  of 
proved  worth  in  the  medicinal  handling  of  uterine  fibroids.     The 
21 
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nearer  the  type  of  tumor  approaches  the  pure  myoma,  the  better 
the  results  in  arresting  the  growth;  the  more  nearly  the  tumor 
assumes  the  fibromyomatous  form,  the  more  beneficial  has  the 
gland  been  in  controlling  the  metrorrhagia.  It  has  been  proved 
of  positive  value  in  a  few  cases  of  vomiting  of  pregnancy,  also  of 
marked  worth  in  subinvolution  following  confinement,  and  in 
all  these  types  of  cases  it  has  been  practically  innocuous.  We 
have  dealt  with  the  subject  of  the  medicinal  use  of  the  various 
organs  called  the  group  of  racemose  glands,  their  chemical  and 
physiological  findings,  and  have  thereby  derived  a  comparative 
idea  of  the  various  agents  concerned  in  orrotherapy.  We  can- 
not but  feel  that  they  are  brilliant  though  mysterious,  bene- 
ficial though  empirical. 


A   DICEPHALIC   MONSTER   OBSTRUCTING  LABOR.1 


G.    M.    BOYD,    M.D., 

Physician  to  the  Philadelphia  Lying-in  Charity, 
Philadelphia. 


(With  three  illustrations.) 


The  dicephalic  monster  is  of  sufficient  rarity  to  merit  a  brief 
report  of  the  case  and  description  of  the  specimen. 

May  14,  1901,  Dr.  C.  H.  Gubbins,  of  Philadelphia,  asked  me 
to  see  with  him  in  consultation  a  patient  who  had  been  a  long  time 
in  labor.  She  gave  the  following  history.  A  negress,  aged  21 
years  and  a  primipara,  had  been  in  labor  already  more  than  one 
day  without  any  appreciable  advance  of  the  presenting  part. 
The  patient's  general  condition  was  good.  The  pelvis  was  only 
slightly  below  the  normal  in  size.  The  head,  which  was  in  a 
posterior  position,  was  dipping  into  the  inlet  of  the  pelvis,  indi- 
cating that  there  existed  no  great  disproportion  between  the 
pelvic  canal  and  the  fetal  ovoid. 

On  palpating  the  abdomen  the  uterus  was  found  to  be  irregular 
in  shape,  suggesting  a  fibroid  tumor  or  ovarian  cyst  complicating 
pregnancy.     Anticipating  the  necessity  for  some  obstetric  oper- 

JRead  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phil- 
adelphia, April  17,  1902. 
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ation,  we  immediately  sent  her  to  the  hospital.     The  history,  as 
taken  from  the  hospital  notes,  is  as  follows : 

"Philadelphia  Lying-in  Charity.  Case  No.  2985.  Patient 
has  been  in  labor  forty  hours.  The  abdomen  is  large,  fetal  heart 
not  heard.  The  cervix  is  dilated  to  the  size  of  a  silver  dollar  and 
the  membranes  are  ruptured.  The  presenting  part  is  now  found 
well  engaged,  with  the  occiput  posterior. 


Fig.  1. 

"Without  suspecting  so  unusual  a  monster,  an  attempt  was 
made  to  deliver  with  axis-traction  forceps.  The  forceps  appli- 
cation was  easily  made,  but  traction  failed  to  advance  the  pre- 
senting part.  The  forceps  was  now  removed  and  a  manual  ex- 
ploration of  the  uterus  made.  A  second  head  was  found  at- 
tached to  the  single  trunk.  As  the  patient's  condition  did  not 
warrant  abdominal  section,  the  uterus  was  emptied  by  first  de- 
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capitating  the  head  engaged,  then  performing  podalic  version. 
Fig.  3  .shows  the  position  of  the  child.  The  puerperium  was 
normal  and  the  patient  left  the  hospital  in  good  condition." 

Description  of  Monster. — Autopsy  made  by  Dr.  F.  J.  Kalteyer, 
pathologist,  to  the  institution:  The  body  is  that  of  a  well-nour- 
ished male  fetal  monster.  Its  weight  is  8%  pounds ;  length,  19y2 
inches;   circumference  of   chest,   10  inches.     The  left  head  is 


Fig.  2. 

slightly  larger  than  the  right,  the  trauma  of  labor  explaining  this 
inequality.  Both  heads  are  well  formed.  The  arms  and  hands 
are  normal,  as  are  both  lower  extremities,  with  the  exception  of 
;i  green-stick  fracture  of  the  lefl  femur.  There  exist  two  anal 
orifices.  One  and  a  half  inches  above  the  anus  is  seen  a  cord-like 
extremity  3%  inches  long.  It  is  divided  into  four  parts.  The 
proximal  and  middle  parts  are  of  equal  length,  separated  by  a 
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narrow  constriction.  The  distal  portion  is  1%  inches  in  length. 
The  second  portion  from  the  proximal  end  is  the  largest.  It  is 
one-quarter  inch  in  thickness  and  apparently  contains  hony 
structures.     The  umbilical  cord  is  normal. 

Thoracic  Cavity. — Two  hearts  in  one  pericardial  sac  are  seen. 
There  are  two  aorta?  and  pulmonary  arteries;  two  lungs,  each 
trachea  dividing  into  a  right  and  left  bronchus.  The  left  heart 
contains  two  openings  in  ventricular  septum  (one  under  the 
aortic  valve) .  The  mitral  valve  of  the  left  heart  has  three  cusps. 
The  left  pulmonary  vein  is  normal.     The  pulmonary  artery  di- 


Fig.   3. 


vides  into  two  parts,  one  going  to  the  right  and  one  to  the  left 
lung.  Tricuspid  valve  of  left  heart  normal.  Left  heart  has  two 
auricles.  Right  heart:  Stenosis  of  right  pulmonary  artery; 
right  pulmonary  vein  normal ;  one  opening  in  interventricular 
septum.  Two  spinal  columns.  The  ribs  are  apparently  joined 
by  bony  union,  esophagus  on  both  right  and  left  sides.  Thoracic 
aortag  on  each  side.  Double  urachus.  Urethra  patulous.  Pel- 
vis single,  with  distinct  saccule  on  either  side.  Two  ascending 
'•"Ions  running  parallel. 
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PUERPERAL    AND    GESTATIONAL    PARALYSES.1 


CHARLES    J.    ALDRICH,    M.D., 
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Various  forms  of  paralyses  may  appear  during  gestation  or 
complicate  any  part  of  the  puerperal  period.  Writers  have 
usually  described  these  nervous  affections  as  puerperal.  It  is 
obvious,  however,  that,  both  for  convenience  and  accuracy,  they 
should  be  considered  apart.  Hence  in  the  following  discussion 
all  paralyses  occurring  in  the  gestational  period  will  be  called 
gestational  paralyses,  and  all  appearing  during  labor  or  the  lying- 
in  period  puerperal  paralyses.  Hysterical  paralysis  may  occur  in 
any  form,  and  at  any  time  during  gestation  or  the  puerperium, 
but  will  not  be  considered  in  this  connection. 

Gestational  Paralysis  may  be  due  either  to  a  central  or  a 
peripheral  lesion. 

Central  Paralyses  (Gestational). — Hemiplegia  from  central 
lesion  is  rather  common  in  pregnancy ;  it  may  be  the  result  of  a 
cerebral  hemorrhage,  or  less  commonly  from  embolism ;  it  is  also 
said  to  rarely  occur  from  cerebral  anemia.  In  grave  renal  lesions 
complicating  pregnancy,  uremia  has  been  known  to  produce 
cerebral  paralysis  without  discernible  lesion.  Cerebral  mono- 
plegias have  been  reported,  but  are  rare  indeed. 

Paraplegia  of  spinal  origin  may  also  complicate  gestation; 
literature  shows,  however,  that  its  occurrence  is  extremely  in- 
frequent. 

Peripheral  Paralyses  (Gestational).— Peripheral  paralyses  oc- 
curring during  pregnancy  are  neural  in  origin  and  are  either 
toxic  or  traumatic. 

The  toxic  varieties  of  gestational  neuritis  usually  appear  in 
women  who  have  come  to  confinement  weakened  and  cachectic 
Read  before  the   Ohio   State   Medical   Association,   May,   1902. 
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from  some  unusual  drain  upon  nutrition,  most  frequently  from 
prolonged  and  intractable  vomiting. 

The  following  report  is  typical  of  this  form  of  neuritis;  the 
case  was  exhibited  to  the  Cuyahoga  County  Medical  Society  but 
a  short  time  since : 

Mrs.  F.  K.,  aged  27,  a  widow  with  three  healthy  children,  the 
eldest  of  which  is  6  years  and  the  youngest  about  10  months. 
She  has  not  been  very  strong  since  her  marriage.  She  has  never 
lost  any  children  nor  has  she  had  any  miscarriages.  Her  hus- 
band died  on  September  16,  1901,  of  acute  tuberculosis.  Care- 
ful examination  reveals  neither  pulmonary  nor  cardiac  disease  in 
our  patient. 

During  all  of  her  pregnancies  she  has  been  very  sick  at  the 
stomach  and  vomited  continually  from  the  second  month  until 
her  accouchement.  During  the  latter  months  of  her  last  preg- 
nancy she  suffered  from  considerable  swelling  and  much  pain  in 
her  legs,  and  states  that  they  felt  numb,  powerless,  and  heavy; 
her  arms,  however,  were  strong.  This  weakness,  powerlessness, 
and  numb  feeling  in  her  legs  became  more  marked  just  previous 
to  her  delivery.  Immediately  after  the  birth  of  the  child  her 
legs  became  very  painful  and  tender  to  touch.  After  the  usual 
stay  in  bed  she  attempted  to  get  up,  but  found  that,  although  the 
swelling  had  disappeared,  the  legs  were  weak  and  numb.  This 
weakness  and  numbness  was  particularly  marked  in  the  right 
leg.  She  now  states  that  when  she  attempts  to  go  up-stairs  her 
feet  feel  heavy,  and  if  she  does  not  watch  where  she  is  going  her 
toes  catch  in  the  carpet.  Her  legs  are  so  weak  and  her  ataxia  so 
great  that  she  cannot  go  up-stairs  unless  there  is  a  baluster  for 
support,  nor  can  she  walk  in  the  dark.  She  is  not  constipated 
and  her  sphincters  are  intact.  She  has  no  headache  or  backache, 
nor  any  affection  except  her  inability  to  walk  and  the  numbness 
in  her  feet  and  legs. 

Examination. — She  is  intelligent,  of  medium  height,  and  thin 
to  emaciation.  The  heart,  lungs,  abdominal  and  pelvic  organs 
appear  normal.  There  are  no  ocular  affections  nor  any  weak- 
ness or  paralysis  of  any  muscle  or  group  of  muscles  in  the  face  or 
upper  extremities.  Tendon  reflexes  in  the  upper  extremities  are 
quite  indistinct.  The  tongue  is  protruded  straight;  the  labio- 
nasal fold  is  deepest  on  the  right,  The  left  pupil  is  larger  than 
the  right,  both  react  promptly  to  light  and  accommodation ;  the 
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palpebral  apertures  are  equal ;  the  discs  aud  fields  are  normal, 
but  a  fine  lateral  nystagmus  is  present. 

She  walks  with  a  distinctly  ataxic  gait,  and  marked  foot  drop 
is  present  on  the  right  side/  She  cannot  stand  with  her  eyes 
closed ;  in  fact,  she  stands  poorly  with  them  open.  Both  knee 
jerks  are  absent ;  front  tap  and  Achilles  jerk  are  also  absent ; 
plantar  reflexes  are  absent;  gluteal  and  abdominal  reflexes  are 
present.  A  well-defined  anesthesia  of  the  sole  of  the  right  foot 
and  toes  is  demonstrable.  There  appears  to  be  a  distinct  atrophy 
of  the  intrinsic  muscles  of  the  feet,  which  is  most  noticeable  in 
the  right  foot,  and  there  is  evidently  some  atrophy  of  the  an- 
terior tibial  and  peroneal  groups,  most  marked,  however,  on  the 
right  side. 

Her  sense  of  localization  is  not  good.  She  thinks  I  am  touch- 
ing the  great  toe  when,  in  fact,  I  am  extending  the  foot  strongly. 
On  the  anterior  aspect  of  the  left  tibia  is  considerable  periosteal 
thickening  which  looks  very  much  like  a  specific  periostitis,  al- 
though all  other  evidences  and  history  of  specific  disease  are  en- 
tirely wanting. 

Vinay1  has  reported  a  very  similar  case  which  is  well  worthy 
of  brief  abstract :  During  the  first  months  of  pregnancy  the 
patient  lost  a  great  deal  of  blood  and  during  the  latter  months 
suffered  from  hyperemesis,  so  that  she  came  to  confinement  in  a 
cachectic  state.  During  the  last  two  months  of  pregnancy  she 
complained  of  paresthesia1  of  the  extremities  and  of  pains  and 
weakness  in  the  legs.  On  the  third  day  after  delivery  she  had  a 
chill  with  fever  which  lasted  only  forty-eight  hours;  on  the  fourth 
day  she  noticed  that  there  was  marked  loss  of  power  in  all  the 
extremities.  This  rapidly  increased  until  she  was  almost  com- 
pletely paralyzed.  About  six  weeks  after  confinement  she  began 
to  improve  and  four  months  from  that  time  had  fully  recovered. 

In  some  of  these  forms  of  neuritis  it  lias  been  assumed,  and 
with  good  reason,  that  circulating  in  the  mother's  blood  is  some 
unknown  toxic  agent  which  has  a  selective  affinity  for  the  nerves. 

That  something  besides  a  cachexia  or  nutritional  failure  exists 
which  conduces  to  the  production  of  gestational  neuritis  the  two 
cases  reported  by  Elder  appear  conclusive.  Both  women  were 
normal,  neither  being  cachectic,  anemic,  nor  exhausted.  In  each. 
symptoms  appeared  a1  about  the  sixth  month,  and  consisted  of 
tingling  and  paresthesia,  chiefly  in  the  hands,  but  in  one  of  the 
cases  it  was  also  in  Ihe  feet.     Sensation  in  both  cases  was  less- 
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ened  to  some  extent,  but  there  was  little  or  no  muscular  paralysis. 
All  other  known  causes  of  neuritis  could  be  excluded.  After  de- 
livery recovery  immediately  began  and  proceeded  rapidly,  one 
recovering  in  four  or  five  weeks,  and  the  other  in  about  four 
months.  Elder2  takes  the  absence  of  hyperemesis,  weakness, 
and  cachexia,  which  are  usually  characteristics  in  most  cases  of 
gestational  neuritis,  as  evidence  that  they  are  not  necessarily 
concomitants,  but  expresses  the  opinion,  which  I  believe  to  be 
well  founded,  that  some  toxin  is  elaborated  within  the  body  of  the 
mother  or  child  which  has  a  selective  toxic  effect  upon  the  nerve 
tissues  of  the  pregnant  woman.  \Yindscheit3  states  that  the 
etiology  of  these  rare  cases  is  unknown,  but  they  are  supposed  to 
be  due  to  the  action  of  some  poison  circulating'  in  the  blood.  The 
clinical  picture  is  usually  that  of  a  pure  form  of  motor  neuritis. 
No  special  nerve  seems  to  be  selected.  Usually  there  is  a  gradual 
development  of  the  motor  weakness  of  the  extremities,,  pain  is  in- 
frequently complained  of,  but  slight  sensory  changes  may  be 
present.  The  muscles  usually  atrophy  and  show  the  reaction  of 
degeneration.  Other  trophic  changes  have  been  observed  to  oc- 
cur. 

Solowjeff4  and  Polk5  have  reported  fatal  cases  of  peripheral 
neuritis  occurring  in  pregnancy,  and,  since  most  of  these  cases 
quickly  recover  when  the  uterus  is  emptied,  one  should  be  pre- 
pared to  induce  labor  if  there  be  indications  of  progressive  and 
violent  neural  inflammation.  Eulenberg  induced  labor  in  his 
most  severe  case  in  order  to  save  life. 

The  following  personal  observation  possesses  features  varying 
so  much  from  the  preceding  cases,  but  strong  with  suggestions 
of  a  cause  similar  to  that  which  Elder  assumes  in  his  case,  that  a 
brief  abstract  will  be  of  value : 

Mrs.  F.,  aged  36,  family  history  good;  has  one  daughter 
aged  17  years.  She  became  pregnant  in  the  early  part  of  1892. 
She  worried  very  much  about  her  condition  and  became  quite 
melancholic  over  the  fact  that  she  should  have  another  child 
when  she  had  a  daughter  nearly  grown  up,  and  that  it  would  also 
prevent  her  from  attending  the  AVorkEs  Fair  at  Chicago.  She 
visited  the  Fair  while  she  was  in  her  seventh  month,  and  while 
there  noticed  a  beginning  weakness  and  numbness  of  the  legs. 
This  grew  worse,  until  she  was  able  to  be  on  her  feet  only  a  part 
of  the  day.  She  returned  home  and  was  confined  nearly  three 
weeks  before  her  expected  time.     Her  labor  and  puerperium  were 
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normal.  The  weakness  increased  in  her  lower  extremities  and 
was  accompanied  by  some  slight  loss  of  sensation,  considerable 
aching  pains,  and  a  very  marked  amount  of  ataxia.  All  of  her 
symptoms  were  distinctly  those  of  a  neuritis.  Dr.  J.  H.  Lowman 
concurred  in  the  diagnosis  of  a  gestational  neuritis.  She  has 
made  a  partial  recovery,  but  still  suffers  some  weakness  and 
ataxia. 

Since  this  form  of  neural  inflammation  usually  terminates  at 
birth,  is  it  not  possible  that  we  have  some  toxemia  as  a  result  of 
the  metabolic  changes  incident  to  the  relations  existing  between 
mother  and  unborn  child?  Is  it  not  possible  that  the  neuritis 
is  a  direct  result  of  poisoning  from  the  blood  laden  with  effete 
matter  from  the  failure  of  the  established  ratio  between  pro- 
duction and  elimination  of  the  poisonous  emanations  of  the  two 
individual  organism^. 

Study  of  the  literature  of  gestational  and  puerperal  neuritis 
shows  that  many  of  the  reported  cases  begin  during  gestation 
and  become  complete  only  after  labor— truly  gestational,  but 
entitled  to  be  considered  as  transitional  forms. 

Traumatic  Neuritis  (Gestational).  —  Traumatic  gestational 
neuritis  has  been  assumed  to  exist  by  some  authorities,  and  ex- 
amination of  the  literature  seems  to  afford  grounds  for  their 
claims.  In  placing  it  in  this  classification  I  wish  to  state  the  be- 
lief that  some  of  these  cases  are  ischemic  paralyses  due  to  the 
pressure  of  the  fetal  parts  upon  the  vessels  of  the  mother,  or  a 
pressure  neuritis  caused  by  an  edema  of  the  nerve  sheaths  pro- 
duced by  disturbance  of  the  pelvic  circulation. 

It  is  a  well-recognized  fact  that  a  mixed  nerve  may  tem- 
porarily lose  its  power  to  conduct  motor  impulses  from  having 
its  nutrition  disturbed  by  any  cause  which  either  deprives  it  of 
blood  or  unduly  congests  its  delicate  elements.  The  same  ef- 
fect may  supervene  from  the  elastic  and  slowly  developed  pres- 
sure of  exudations  into  contiguous  tissues  or  even  into  the  nerve 
sheath,  or  from  simple  elongation  of  the  nerve  by  stretching.  If, 
however,  the  pressure  remains  too  long  or  becomes  too  great,  or 
the  anemia  or  congestion  continues  too  long,  inflammation  and  de- 
generation of  the  nervous  tissues  will  occur,  with  final  involve- 
ment of  the  sensory  power  of  the  nerves,  and  paralysis  of  more 
permanent  character  supervene. 

Since  the  days  of  Albrecht  von  Haller6  it  has  been  known  that 
the  interruption  of  the  blood  supply  of  the  lower  extremities 
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would  cause  them  to  become  paralyzed  and  stiff.  Later  the  great 
Volkmann7  called  the  attention  of  the  surgeons  of  the  world  to 
the  fact  that  rigidity  and  stiffness  Math  contracture  of  the  muscles 
not  infrequently  followed  too  tight  bandaging,  and  conclusively 
demonstrated  that  it  was  not  pressure  upon  the  nerve  trunks,  but 
the  direct  result  of  interference  with  the  blood  supply,  that  pro- 
duced what  is  now  called  ischemic  paralysis. 

It  is  the  belief  of  the  writer  that  some  of  the  transient  paraly- 
ses which  have  been  noted  to.  complicate  gestation  and  to  follow 
labor,  and  have  been  formerly  ascribed  to  reflex,  dynamic,  and 
other  fanciful  causes,  were  due  to  an  ischemic  paralysis  which 
was  produced  by  interference  with  the  circulation  from  too  long 
lodgment  of  the  head  in  the  inferior  strait,  the  pelvis  being  either 
too  small  or  misshapen,  or  containing  a  head  whose  proportions 
were  too  great,  particularly  in  certain  diameters;  or  perhaps  the 
gravid  uterus  exerted  too  much  pressure  upon  the  large  arterial 
trunks  above  the  brim  of  the  pelvis  or  upon  arteries  pursuing  an 
unusual  and  anomalous  course. 

This  view  will  probably  explain  some  of  the  accounts  of  tran- 
sient paraplegias  which  followed  labor  and  recovered  in  two  or 
three  days.  The  disturbed  circulation  of  the  lower  limbs  inci- 
dent to  pregnancy  is  more  likely  the  cause  of  the  muscular  cramps 
which  precede  and  accompany  labor  than  pressure  upon  the 
nerves,  since  it  is  a  well-recognized  fact  that  the  portion  of  the 
sacral  plexus  which  goes  to  the  formation  of  the  external  popliteal 
or  peroneal  nerve  is  more  likely  to  be  affected  than  the  nerve  sup- 
ply of  the  calf  muscles,  which  are  well  known  to  be  most  fre- 
quently the  seat  of  cramps  both  before  and  during  labor. 

It  is  the  opinion  of  the  writer  that  some  of  the  reported  cases 
of  isolated  paralysis  of  the  nerves  of  the  upper  extremities  im- 
mediately following  labor  may  have  been  due  to  stretching  the 
nerve  by  ill-directed  muscular  effort  during  the  agonies  of  travail, 
or  faulty  position  of  the  member  while  under  anesthesia. 

I  recall  a  case  of  pain,  loss  of  power,  and  formication  occurring 
in  the  distribution  of  the  ulnar  nerve,  which  immediately  fol- 
lowed a  severe  but  normal  labor  in  a  very  excitable  and  muscular 
woman.  This  nerve  lesion  was  thought  to  be  due  to  pulling  on 
some  upright  rods  in  the  bed  above  her  shoulders,  thus  exercising 
considerable  tension  upon  the  branches  of  the  brachial  plexus. 

Puerperal  Paralyses.  — All  those  paralyses  occurring  during 
labor  or  in  the  lying-in  will  be  classed  under  this  general  head. 
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As  in  the  paralyses  of  gestation,  the  paralyses  of  the  puer- 
perium may  be  divided  into  central  and  peripheral. 

Central  Paralyses  (Puerperal). — Hemiplegia  complicating.-  or 
following  labor  is  not  particularly  uncommon  and  the  prognosis 
is  usually  good.  I  recall  a  patient  who  was  confined  by  Dr.  H.  J. 
Lee,  of  Cleveland,  who  some  hours  after  labor  developed  a  slight 
paralysis  of  the  right  side,  with  considerable  loss  of  speech,  who, 
however,  made  a  perfect  recovery  in  less  than  eighteen  months. 
The  lesion  was  undoubtedly  embolic,  probably  originating  from 
the  dislodgment  of  a  small  bit  of  fibrin  or  a  fragment  of  a  clot 
of  blood  from  one  of  the  uterine  sinuses.  While  embolism  is  the 
most  usual  cause  of  cerebral  palsies  in  the  puerperal  period,  yet 
the  occurrence  of  hemorrhage  as  the  result  of  the  hydremia  of 
pregnancy  has  been  recorded. 

Cerebral  monoplegias  from  like  causes  may  occur,  but  ex- 
amination of  the  literature  shows  them  to  be  so  excessively  infre- 
quent as  to  suggest  a  coincidence  rather  than  a  complication. 

It  is  also  stated  that  a  transient  puerperal  paraplegia  due  to 
exhaustion  of  the  centres  of  the  cord  may  occur.  I  have  never 
met  with  such  a  ease,  from  which  all  the  organic  and  hysterical 
elements  could  be  confidently  excluded,  that  was  not  directly 
ascribable  to  a  disturbance  of  the  circulation  of  the  lower  ex- 
tremities. 

Mills8  reports  a  ease  of  paralysis  of  both  legs  which  followed 
soon  after  labor  and  which  was  due  to  a  transverse  myelitis.  In 
the  septic  conditions  which  complicate  the  puerperium  the  occur- 
rence of  a  septic  myelitis  is  not  only  possible  but  has  been  ob- 
served. HandforcV  has  reported  a  case  which  is  evidently  a  dif- 
fuse myelitis  resulting  from  puerperal  sepsis. 

Peripheral  Paralyses  (Puerperal).  —  The  peripheral  paralyses 
which  occur  during  labor  and  the  lying-in  period  are  neural  in 
origin  and  for  convenience  of  discussion  may  be  divided  into 
two  classes  which  will  to  some  extent  indicate  their  cause — 
traumatic  and  non-traumatic.  Traumatic  is  used  in  relation  to 
the  nerve  tissue  alone,  and  not  in  reference  to  the  traumatisms 
of  other  tissues  during  labor,  which  open  them  to  a  septic  in- 
flammation and  thus  by  a  traumatism  produce  septic  neuritis. 

Non-traumatic  m  uritis  (pu(  rp(  ral).  The  non-traumatic  forms 
of  puerperal  neuritis  are  either  I  1  •  \<  ptic  or  (2)  non-septic. 

(a)  Any  nerve  of  the  body  may  be  inflamed  during  a  septic 
puerperium.      Instances  of   neuritis  of  the   median,   ulnar,   and 
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facial  nerves  have  been  recorded  as  occurring  as  a  result  of  puer- 
peral sepsis. 

(b)  Cases  of  extensive  polyneuritis  have  been  observed  to 
complicate  or  follow  a  septic  lying-in  period. 

Both  of  these  forms  undoubtedly  depend  upon  a  true  degen- 
eration of  the  nervous  tissue  itself  or  septic  inflammation  of 
the  perineurium.  Quite  a  large  percentage  of  the  cases  are 
paraplegic  in  distribution.  They  are  undoubtedly  examples  of 
the  ordinary  septicemic  neuritis,  and  literature  contains  not  a 
few  classical  examples.  The  following  case,  quoted  from  Rey- 
nolds,1" affords  an  apt  example: 

"Chronic  Pyemia  Following  Labor;  Atrophic  Paralysis  of 
Both  Legs;  Gradual  Recovery. — Mrs.  H.  was  quite  well  until  her 
first  child  was  born,  in  1892,  when  she  was  18  years  of  age.  The 
confinement  took  place  in  a  Manchester  hospital  and  she  told  me 
that  shortly  afterward  she  was  very  ill  and  Avas  operated  on  for 
a  'liver  abscess.'  She  was  then  removed  to  the  Manchester  Royal 
Infirmary,  and  I  am  informed  by  one  of  the  late  resident  surgi- 
cal officers  that  she  was  found  to  be  suffering  from  chronic 
pyemia  and  paralysis  of  the  legs.  She  was  removed  to  the  work- 
house, and  came  under  my  care  early  in  1893  in  the  Manchester 
Workhouse  Infirmary.  She  was  then  suffering  from  total  atro- 
phic paralysis  of  both  lower  extremities,  with  contractures  of 
the  knees ;  there  was  absence  of  knee  jerks,  but  the  arms  and  sen- 
sation were  unaffected.  She  was  treated  by  massage  and  was 
discharged  much  improved  in  eighteen  months.  At  the  present 
lime  (June,  1897)  she  is  practically  well  and  can  do  all  her  ordi- 
nary housework.  She  walks  a  little  lamely  because  of  the  rigid 
contracture  of  all  the  joints  of  the  toes  into  the  soles  of  the  feet, 
but  all  other  muscles  of  the  lower  extremities  are  normal  and 
well  nourished.     There  was  no  previous  history  of  alcoholism." 

There  occasionally  occur  examples  of  puerperal  neuritis  in 
women  who  have  suffered  no  traumatism  at  labor  nor  have  had 
any  septic  symptoms.  That  they  should  be  regarded  as  non- 
traumatic and  non-septic  is  proved  by  the  occurrence  of  similar 
eases  previous  to  labor.  These  cases  were  first  described  by 
Moebius"  and  later  by  other  observers,  especially  Eulenberg,1- 
who  distinguished  two  forms  : 

(1)  A  localiz<d  form,  in  which  only  one  or  two  nerves  are 
affected  — in  the  arm  tape,  the  median  and  ulnar;  in  the  leg  typi . 
the  crural.    Other  isolated  nerves  have  been  found  affected,  even 
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the  optic  nerve.  Pain,  sensory  or  circulatory  disturbances  are 
exceptional,  but  atrophy  of  the  muscles  and  reaction  of  degen- 
eration commonly  takes  place.  While  many  of  these  cases  re- 
cover, there  are  not  a  few  of  them  which  remain  permanently 
crippled. 

(2)  A  generalized  form,  in  which  there  is  widespread  neural 
inflammation  which  may  take  the  ascending  type  and  closely 
resemble  Landry's  paralysis.  The  cranial  nerves  have  been  ob- 
served to  be  affected  in  these  cases,  and  death  result  from  in- 
volvement of  the  respiratory  nerves. 

AVhile  some  of  these  cases,  as  has  been  stated,  present  isolated 
neuritis,  others  widespread  neural  degeneration,  yet  they  rarely 
develop  the  severe  and  rapid  forms  which  are  met  with  as  a  re- 
sult of  sepsis  or  other  infections  provocative  of  high  fever  and 
constitutional  disturbance  commonly  noted  in  the  so-called  neu- 
ritis of  infections. 

Every  grade  of  this  form  of  neuritis  may  be  met  with,  from 
a  transient  tingling,  numbness,  and  weakness  in  the  distribution 
of  a  single  nerve  to  widespread  paralysis  with  consequent  atro- 
phy, contractures,  and  permanent  disability. 

A  recurrent  type  of  neuritis  has  been  noted  to  appear  after 
each  labor.  The  following  case,  reported  by  Rhein,13  is  of  this 
type  : 

The  patient  was  a  healthy  woman  who,  after  a  normal  first 
lain ir.  began  to  suffer  pain  and  numbness  over  the  flexor  sur- 
face of  the  left  forearm.  Weakness  of  The  flexor  muscles  soon 
manifested  itself.  This  condition  remained  with  little  change 
until  after  her  second  uncomplicated  labor,  when  the  symptoms 
and  disability  became  more  intense.  Finally,  after  a  third  nor- 
mal labor,  the  other  arm  became  the  seat  of  a  like  trouble  and 
the  left  arm  grew  still  worse.  Examination  revealed  inability 
to  raise  The  hand  to  the  head;  flexion  of  the  fingers  weak;  slight 
loss  of  sensation  over  the  flexor  surface  of  the  forearms;  atrophy 
of  the  intrinsic  hand  muscles :  nerve  trunks  not  tender  to  pres- 
sure. 

Traumatic  m  uritis  (pu(  rp<  ral).  The  most  frequent  and  most 
important  varieties  of  puerperal  neuritis  are  those  which  are 
traumatic  in  origin  and  either  the  direct  result  from  injuries 
received  by  the  nerve  itself  or  from  pressure  exerted  by  exuda- 
tions into  contiguous  tissues,  thereby  producing  a  Temporary 
interference  with  its  normal  conductivity  from  a  disturbance  of 
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its  molecular  continuity  rather  than  an  actual  disintegration  of 
its  elements. 

For  a  clearer  conception  of  this  subject  these  traumatic  varie- 
ties of  neuritis  are  best  considered  under  two  separate  heads : 
(1)  those  which  are  strictly  contusional  in  origin,  and  (2)  those 
due  to  pressure  from  exudations,  which  exudations  may  be  septic 
or  non-septic  in  origin. 

The  following  case  will  serve  to  introduce  us  to  a  study  of  a 
form  of  neuritis  which  I  believe  to  be  of  contusional  origin  and 
directly  ascribable  to  the  wounding  of  a  part  of  the  sacral  plexus 
by  the  forceps  or  parts  of  the  child  during  labor.  The  case  was 
referred  to  me  by  Dr.  Geib,  of  Cleveland : 

Mrs.  L.  C.  TV.,  aged  28.  after  a  normal  pregnancy  came  to  con- 
finement November  9,  1900.  After  fifteen  hours  of  labor,  was  de- 
livered with  forceps  by  Dr.  W.,  without  the  aid  of  anesthetics,  a 
slight  laceration  resulting.  Immediately  after  the  application  of 
lln  instrument  sh(  felt  a  sensation  of  weakness  and  paralysis  in 
the  rigid  leg  and  thigh.  Following  her  delivery  the  leg  remained 
powerless,  became  cold  and  numb,  with  considerable  loss  of  sen- 
sation below  the  knee.  She  suffered  but  little  pain,  except  in  the 
hips  and  back.  The  control  of  the  urinary  sphincters  was  lost 
for  a  time  and  is  still  weakened.  The  anal  sphincters  were  not 
affected.  She  had  no  chills  nor  did  any  fever  develop  during 
her  lying-in  period.  Although  the  left  leg  felt  cold,  numb,  and 
powerless,  it  has  never  been  very  sore  nor  tender  to  touch,  and 
she  has  suffered  but  little  pain  except  when  she  attempted  to 
walk.  She  was  on  crutches  for  over  three  months.  Dr.  Geib 
first  saw  the  case  about  eight  weeks  after  the  confinement,  and, 
recognizing  its  peculiar  features,  very  kindly  referred  it  to  me 
for  examination. 

Examination.- -The  patient  is  under-sized  and  the  pelvic  di- 
ameters are  all  under  normal.  She  walks  with  a  slight  limp. 
The  right  leg  is  found  to  be  cold,  but  little  discolored.  The  pa- 
tient states  that  the  toenails  on  the  right  foot  do  not  grow  as 
rapidly  as  on  the  left.  The  shin  line  is  very  plainly  seen  on  the 
right  leg,  revealing  the  fact  that  the  anterior  tibial  and  peroneal 
groups  are  considerably  atrophied.  The  extensor  hallucis,  ex- 
tensor  pollicis,  extensor  brevis,  and  minimi  digiti  are  intact. 

The  calf  muscles  are  strong  and  not  wasted.  The  knee  jerks 
on  both  sides  are  equal  and  active ;  Achilles  jerk  is  marked  on  the 
left,  but  faint  on  right;  no  ankle  clonus  on  either  side;  front  tap 
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present  on  the  left,  absent  on  the  right.  Three  and  one-half 
inches  below  the  patella  the  right  leg  measures  lO1/^  inches,  the 
left  10%  inches ;  five  inches  below  the  patella  the  right  leg 
measures  10  inches,  the  left  10%  inches ;  seven  inches  below  the 
patella  the  right  leg  measures  8%  inches,  the  left  8  inches. 
Measurement  of  the  forearms  shows  that  the  left  is  one-half 
inch  smaller  than  the  right.  The  patient  being  right-handed, 
these  measurements  show  the  loss  of  nearly  an  inch  in  circum- 
ference of  the  right  leg.  The  peroneus  longus  contracts  very 
slightly  to  a  powerful  faradic  current,  but  no  contraction  of  the 
tibialis  anticus  can  be  secured.  To  the  galvanic  current  both 
peronei  and  tibialis  anticus  show  the  reaction  of  degeneration, 
which  is  particularly  marked  in  the  latter.  There  is  slight  loss 
of  sensation  on  the  dorsum  of  the  foot,  which  continues  up  the 
outside  and  anterior  aspect  of  the  right  leg  and  corresponds  to 
the  cutaneous  distribution  of  the  external  popliteal  nerve. 

This  case  is  so  typical  of  a  form  of  paralysis  which  occurs  in 
the  distribution  of  the  peroneal  nerve  following  labor,  and  of 
traumatic  origin,  that  I  will  give  a  brief  recapitulation  of  two 
similar  cases  which  I  have  previously  reported  :14 

Case  II.  Prolonged  Severe  Labor  Terminated  by  Forceps; 
Right  Peroneal  Paralysis,  Anesthesia,  Paresthesia,  and  Neuritis; 
Recovery  from  Ni  uritis  mid  S,  usury  Disturbances,  but  Persist- 
ena  of  Paralysis  and  Atrophy. — Mrs.  L.,  aged  26;  long  severe 
labor ;  forceps  and  chloroform.  The  morning  after  delivery  had 
much  pain  in  the  right  leg  and  hip,  with  inability  to  lift  that 
member.  All  of  her  symptoms  increased  in  severity,  accom- 
panied by  all  the  distressing  symptoms  of  a  severe  neuritis.  The 
pain  was  manifested  entirely  in  the  distribution  of  the  external 
popliteal  nerve.  -Some  anesthesia  was  present  on  the  dorsum  of 
the  foot  and  toes.  Eighteen  months  later  the  patient  was  ex- 
amined and  there  was  found  considerable  loss  of  volume  in  the 
right  anterior  tibial  and  peroneal  groups. 

Case  III.  Prolonged  Labor;  Instrumental  Delivery;  Severe 
L<  ft  l'i  roin  at  Ni  uritis  with  Paralysis  and  Atrophy;  Limited  Loss 
of  Tactile  Sensation;  Slow  Recovery,  witJi  Weakness  and  At- 
rophy of  Hi,  Anterior  Tibial  Persisting. — Mrs,  E..  primipara, 
aged  ">'1:  small  woman  with  contracted  pelvis.  Labor  severe, 
fourteen  hours  in  duration ;  terminated  with  forceps  and  chloro- 
form. In  the  evening  her  accoucheur  was  sent  for  on  account  of 
severe  pain  in  the  left  hip  and  leg.  also  numbness  and  tingling 
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on  the  outer  and  anterior  aspect  of  the  right  leg.  There  was  also 
loss  of  power.  The  following  week  the  sensory  paralysis  re- 
mained about  the  same,  but  the  motor  symptoms  increased  until 
her  leg  was  practically  useless.  She  suffered  no  chills  nor  rise 
of  temperature,  nor  could  a  pelvic  exudate  be  demonstrated. 
Twenty-two  days  following  her  labor  I  examined  the  patient  and 
found  no  evidence  of  pelvic  mischief,  except  the  exquisite  tender- 
ness of  the  pelvic  nerves.  Quantitative  and  qualitative  changes 
to  the  galvanic  current  were  present  in  all  the  muscles  supplied 
by  the  peroneal  nerve.  Examination  disclosed  inability  to  dor- 
sally  flex  the  foot  or  extend  the  toes.  She  could  depress  the  outer 
border  of  the  foot,  but  could  not  draw  it  up.  There  was  loss  of 
tactile  sense  on  the  dorsum  of  the  foot  and  lower  part  of  the 
outer  and  posterior  aspect  of  the  calf.  Atrophy  supervened,  but 
she  finally  made  a  good  recovery.  This  patient  has  had  two 
children  since  this  case  was  reported,  both  of  them  being  much 
smaller  children,  and  in  each  instance  she  has  suffered  a  repeti- 
tion of  this  attack,  but  much  less  severe  than  the  first. 

The  following  case  of  extensive  paralysis  from  injury  to  the 
sacral  plexus  during  an  ill-conducted  forceps  delivery  was  seen 
with  Dr.  R.  E.  Skeel,  September  5,  1899 : 

Mrs.  P.,  aged  30,  an  under-sized  woman  with  small  conjugate 
diameter.  Has  been  married  nine  years  and  has  had  two  chil- 
dren. One  boy,  now  aged  6  years,  was  born  after  a  severe  labor 
with  aid  of  forceps — a  very  small  child,  weighing  but  three 
pounds.  She  states  that  she  suffered  a  phlegmasia  alba  dolens 
during  her  lying-in  period.  Her  second  pregnancy  was  normal 
and  she  came  to  confinement  February  25,  1899.  She  was  in 
iabor  thirty-six  hours,  during  which  her  pains  were  strong.  Her 
physician  then  applied  forceps,  which  she  and  her  husband  state 
was  kept  on  for  a  period  of  three  hours  without  result;  no  anes- 
thetic was  administered.  The  forceps  was  then  removed  and 
after  an  interval  of  three  hours  was  reapplied,  and  after  another 
three  hours  of  active  traction,  during  which  but  little  chloroform 
was  given,  she  was  delivered  of  a  dead  child  whose  head  was 
lacerated  by  the  forceps  and  the  under  jaw  broken.  Evidence 
does  not  show  that  the  child  was  large.  Immediately  after  her 
delivery  it  was  found  that  the  sphincters  of  the  bladder  were 
paralyzed,  and  she  also  experienced  difficulty  in  securing  a  move- 
ment of  the  bowels.  Her  greatest  suffering,  however,  was  from 
pain  about  the  hips  and  pelvis  extending  down  to  the  posterior 
22 
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portion  of  the  legs;  there  was  also  a  burning  pain  and  loss  of 
sensation  on  the  outside  and  anterior  aspect  of  each  leg  and  dor- 
sum of  the  foot,  The  limbs  were  swollen,  cold,  and  useless.  No- 
thing would  control  the  pain  and  she  became  a  morphine  habitue. 
About  three  months  later  she  came  under  the  care  of  Dr.  Skeel, 
to  whose  courtesy  I  am  indebted  for  the  privilege  of  examining 
the  case. 

I  found  her  lying  in  bed  with  marked  contractures  and  con- 
siderable atrophy  of  the  hamstring  muscles,  which  was  most 
marked  on  the  right  side;  complete  paralysis  and  wasting  of 
the  anterior  tibial  and  peroneal  groups  on  either  side;  the 
sphincter  control  had  been  regained.  There  was  some  numbness 
and  tingling  in  the  legs  and  feet.  A  complete  foot  drop  was 
present  on  each  side.  Pelvic  examination  revealed  great  tender- 
ness in  the  region  of  the  sacral  plexus,  and  a  separation  of  the 
symphysis  pubis  sufficient  to  allow  the  finger  to  drop  between  the 
ununited  ends.  Involution  had  taken  place;  no  evidence  of 
pelvic  exudate  could  be  detected.  This  case  was  extremely  in- 
teresting from  a  number  of  standpoints,  but  the  greatest  interest 
to  me  was  the  paralysis,  atrophy,  and  loss  of  sensation,  most 
marked  in  the  distribution  of  the  external  popliteal  nerves. 

That  the  paralysis  in  these  cases  is  due  to  an  actual  contusion 
of  some  part  of  the  sacral  plexus  during  labor  seems  to  me  to 
require  no  further  demonstration.  When  we  take  into  consider- 
ation the  very  sudden  onset  of  the  paralysis  with  all  the  char- 
acteristics of  a  neuritis,  the  distribution  and  course  of  the  dis- 
ability, it  is  impossible  to  conceive  of  any  other  hypothesis  that 
is  adequate  to  explain  its  development.  Indeed,  the  not  infre- 
quent occurrence  of  this  particular  type  of  paralysis  following 
labor  presupposes  a  common  origin  and  one  intimately  related  to 
the  physiological  process  of  parturition.  Being  a  sequence  to 
difficult  labor  causes  us  to  immediately  suspect  mechanical  in- 
jury to  some  of  the  component  or  contributing  parts  of  the  sacral 
plexus  within  the  pelvis,  and  a  resulting  descending  neuritis 
of  those  nerve  fibres  which  ultimately  emerge  from  the  great 
sciatic  to  form  the  external  popliteal  or  peroneal  nerve.  In  order 
to  appreciate  the  mechanism  of  the  injury  it  is  necessary  to  refer 
briefly  to  the  anatomy  of  the  parts. 

You  will  recall  that  part  of  the  fibres  from  the  fourth  and  all 
of  the  fibres  of  the  fifth  lumbar  segments  unite  to  form  the  lumbo- 
sacral cord,  which  passes  downward  winding  over  the  sharp  angle 
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of  the  linea  innominata  into  the  pelvis,  where  it  contributes  to 
the  formation  of  the  sacral  plexus.  Since  from  the  apex  of  the 
sacral  plexus  arises  the  great  sciatic,  from  which  the  peroneal  or 
external  popliteal  nerve  is  given  off,  and  since  the  sacral  plexus 
is  formed  by  the  junction  of  the  first,  second,  third,  and  part  of 
the  fourth  sacral  nerves  with  the  lumbo-sacral  cord,  it  follows 
that  any  injury  to  the  lumbo-sacral  cord  will  result  in  damage  to 
some  of  the  branches  of  the  great  sciatic. 

Rarely  the  lumbo-sacral  cord  fails  to  join  the  plexus,  but  con- 
tinues as  a  separate  trunk  down  alongside  the  great  sciatic  to  be- 
come the  peroneal  nerve  without  any  plexal  connection.  Mills,16 
Le  Feb  re,1  G  and  others  have  shown  that  the  fibres  which  mainly 
compose  this  lumbo-sacral  nerve  preserve  their  identity  and  are 
given  off  as  the  external  popliteal  or  peroneal  nerve.  From 
these  facts  Hiinermann17  was  led  to  believe  that  this  form  of  leg 
paralysis  was  caused  from  injury  to  the  lumbo-sacral  cord,  and 
believed  that  the  contributing  causes  were  (a)  an  abnormal  posi- 
tion of  the  nerve,  (b)  a  lack  of  proportion  between  the  head  and 
the  pelvis,  (c)  a  faulty  position,  (d)  or  careless  instrumentation. 

Bardeen,ls  after  a  study  of  two  hundred  dissections,  found  that 
"the  common  formation  of  the  external  popliteal  nerve  is  from 
the  fourth  and  fifth  lumbar  and  the  first  and  second  sacral  nerves 
(6.0.5  per  cent).  The  common  formation  of  the  internal  pop- 
liteal nerve  is  from  the  fourth  and  fifth  lumbar  and  the  first  three 
sacral  nerves  (64.5  per  cent)." 

In  view  of  the  fact  that  these  cases  present  a  paralysis  so 
sharply  delimited  to  the  distribution  of  the  external  popliteal 
without  injury  to  the  internal  popliteal  renders  their  explan- 
ation not  as  simple  as  it  appears,  and,  as  Thompson  suggests, 
Hiinermann  certainly  fails  to  explain  its  occurrence  as  com- 
pletely as  science  demands. 

Thompson19  quotes  Bardeen,  who  has  suggested  a  possible  ex- 
planation which  the  former  puts  into  the  following  words: 
The  upper  roots  of  the  sacral  plexus  do  not  lie  upon  the  pyri- 
form  muscle,  but  against  the  bony  wall  of  the  pelvis,  and  are  thus 
exposed  to  injury  from  pressure  during  certain  difficult  labors. 
It  is  the  dorsal  offsets  of  these  roots  which  lie  against  the  bone 
and  which  receive  the  chief  injury.  The  external  popliteal  nerve 
is  made  up  from  these  dorsal  offsets,  and  therefore  the  paralysis 
is  chieflv  localized  in  the  distribution  of  this  nerve."     I  think 
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that  this  is  on  the  whole  the  most  scientific  explanation  of  the 
action  of  traumatic  force  in  producing  this  form  of  neuritis. 

We  have  yet  to  consider  those  cases  which  occur  from  a  slowly 
developing  pressure  from  exudation,  which  certainly  must  be 
looked  upon  as  traumatic  in  origin.  These  cases  possess  con- 
siderable interest  and  may  result  from  septic  or  non-septic 
exudates.  As  an  instance  of  a  pressure  paralysis  from  a  seplic 
exudate,  the  following  case  was  recorded  by  Hervieux20  more 
than  twenty-five  years  ago,  and  is  a  thoroughly  scientific  contri- 
bution, and,  considering  the  time  of  its  report,  stamps  the  re- 
porter as  a  man  of  great  scientific  attainments  and  powers  of 
observation : 

A  healthy  woman  of  19  years  experienced  a  natural  delivery. 
On  the  sixth  day  pelvic  pains,  fetid  lochia,  and  fever  announced 
the  onset  of  puerperal  infection.  The  septic  condition  was 
marked  two  days  later  by  a  dry  tongue,  rapid  pulse,  insomnia, 
pains  in  the  abdomen,  and  a  typhoidal  aspect  of  the  face.  On 
the  thirteenth  day  there  appeared  loss  of  power  in  the  legs.  At 
this  time  she  had  great  fever,  pulse  128,  rapid  respiration,  dis- 
tended abdomen,  abundant  lochia,  and  an  erythematous  rash. 
Later  pain  developed  in  the  left  iliac  fossa  and  meteorism,  pulse 
and  temperature  remained  high,  patient  exhibited  a  dry  tongue, 
loss  of  power  and  profuse  perspirations.  On  the  sixteenth  day  it 
was  noted  that  she  was  unable  to  lift  the  lower  limbs ;  there  was 
no  anesthesia  nor  involvement  of  the  upper  limbs.  Tenderness 
and  phlegmonous  indurations  could  be  demonstrated  in  the 
left  iliac  fossa ;  they  seemed  to  be  in  relation  with  the  adnexa  at 
the  left  of  the  uterus.  Under  blistering  and  Neapolitan  oint- 
ment she  improved,  and  as  her  general  condition  mended  power 
began  to  return  in  the  legs ;  the  pelvic  indurations  were  gradually 
absorbed,  but  the  patient  continued  to  complain  of  vague  pains 
in  her  thighs.  At  the  end  of  two  months  the  pelvic  indurations 
had  disappeared,  she  had  regained  the  use  of  her  limbs,  and  was 
discharged  from  the  hospital  in  a  good  way  to  recovery. 

This  is  an  apt  illustration  of  septic  infection  producing  me- 
tritis and  pelvic  cellulitis  marked  by  large  exudates  which  evi- 
dently involved  the  nerve  trunks,  producing  a  paralysis  entirely 
by  pressure.  That  we  may  thus  confidently  assert  its  origin  is 
further  shown  by  the  fact  that  the  motor  nerves  were  principally 
involved,  the  only  sensory  symptoms  being  the  neuralgic  pains; 
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and,  moreover,  the  recovery  occupied  a  space  of  time  too  short 
to  admit  of  a  complete  regeneration  of  the  nerve  tissues. 

Paralysis  following  the  peroneal  distribution  occasionally  de- 
velops several  days  after  labor,  sometimes  occupying  a  week  be- 
fore it  is  fully  evolved,  oftentimes  presenting  no  evidence  of 
sepsis,  and  examination  reveals  little  or  no  sign  of  pelvic  exuda- 
tion. Mills,21  Dercum,-2  Sinkler,23  and  others  have  reported 
such  cases.  The  following  is  an  abridged  report  of  the  first  of  a 
series  of  cases  reported  by  me  in  1899. 24 

Prolonged  Labor;  Right  Peroneal  Paralysis  and  Neuritis  with 
Extension  to  the  Other  Side;  Sloiv  Recovery  from  Neuritis,  but 
Persistence  of  Some  Atrophy  and  Paralysis.— Mrs.  T.,  large,  ro- 
bust woman ;  second  marriage ;  by  first  husband  had  one  small 
child,  whose  delivery  was  easy  and  normal.  Second  husband  is 
a  large  man,  and  by  him  this  was  her  first  pregnancy,  which  had 
been  uneventful.  Her  labor  lasted  ten  hours,  during  which  she 
was  in  almost  continuous  pain,  but  terminated  naturally,  the  child 
weighing  nearly  twelve  pounds.  Three  days  after  confinement 
severe  pains  began  in  the  right  groin  and  hip,  extending  down 
to  the  foot  and  toes,  which  were  found  to  be  slightly  swollen  and 
sensitive  to  touch;  loss  of  power  was  apparent.  No  intrapelvic 
exudation  or  inflammation  could  be  detected ;  lochia  were  normal ; 
temperature  raised  1.5,°  F. ;  no  chills.  During  this  time  she  was 
under  the  care  of  Dr.  Walker,  of  Carleton,  Ohio,  who  states  that 
she  had  much  pain  in  the  groin  and  leg.  No  anesthesias  were 
present,  but  a  distressing  burning  sensation  was  felt  on  the  out- 
side of  the  right  calf,  the  dorsum  of  the  foot  and  toes.  About 
five  days  later  she  had  a  similar  but  much  less  severe  pain  in  the 
same  region  of  the  left  leg  and  foot.  There  was  no  loss  of  sen- 
sation on  either  side ;  legs  were  sensitive  to  handling,  considerable 
loss  of  power  in  both,  but  most  marked  on  the  right.  In  eight 
weeks  she  walked  without  assistance,  and  in  two  and  one-half 
months  the  sensory  disturbance  had  disappeared.  Three  months 
Later  atrophy  was  present  in  the  anterior  tibial  and  peronei  of  the 
right  leg. 

AVinckel-5  states  that  even  such  slight  pelvic  exudations  as 
accompany  phlebitis  may  compress  the  nerves,  and,  still  more 
important,  small  extravasations  into  the  nerve  sheaths  may  occur. 
Hunermann26  refers  to  a  case  of  severe  sacral  neuralgia  where 
an  autopsy  disclosed  numerous  thrombotic  veins  in  the  pelvis,  one 
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of  which  lay  alongside  of  the  sciatic,  to  which  it  was  bound  by  in- 
flammatory deposits. 
612  Prospect  street. 
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WHAT  ARE   THE   KNOWN   FACTS   ABOUT    FOLLICULAR   CYSTIC 
DEGENERATION    OF    THE    OVARIES?1 
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Professor  of  Gynecology,   Post-Graduate  Medical   School  :  Attending  Gynecologist 
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With  the  volume  that  medical  literature  is  assuming  on  many 
subjects,  a  review  of  what  others  have  wrought  and  thought,  or 
what  they  are  now  thinking  on  some  given  subject,  is  sometimes 
much  needed,  especially  if  it  has  some  important  practical  bearing. 
And  when,  as  in  this  instance,  that  which  is  known  has  been 
practically  misrepresented,  a  correct  understanding  of  the  thing 
is  needed  before  adding  much  that  is  new. 

'Read  before  the  Chicago  Gynecological   Society,  May   16.   1902. 
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According  to  TValdeyer  's1  recent  and  most  authentic  work  upon 
the  anatomy  of  the  pelvis,  the  normal  Graafian  follicles  are  vesi- 
cular bodies  varying  in  size  from  that  of  a  poppy-seed  to  that  of  a 
pea.  They  are  situated  normally  in  the  cortical  layer  of  the 
ovary,  which  is  from  2  to  3  millimetres  thick.  The  larger  and 
more  superficial  ones  gently  protrude  from  the  general  surface 
of  the  ovary,  beneath  a  thin  vascular  layer  and  the  surface 
epithelium,  through  which  they  appear  as  clear  or  translucent 
vesicles.  The  smaller  ones  have  a  less  distinguishable  envelope, 
do  not  contain  fluid,  and  are  known  as  primordial  follicles. 
The  larger,  or  Graafian  follicles  proper,  have  a  double  coat:  a 
more  dense  theca  externa  composed  of  lamellated  connective 
tissue,  like  the  membrana  propria  of  the  tubuli  seminales,  and 
a  more  areolar  and  vascular  inner  layer  of  connective  tissue 
containing  numerous  peculiar  large  cells  which  have  many 
nuclei  ("granula")  and  show  a  yellowish  tinge  when  fully 
developed.  This  envelope  is  lined  with  the  membrana  granulosa, 
composed  of  low  columnar  epithelium  resting  upon  a  structure- 
less basal  membrane,  and  arranged  mostly  in  a  single  layer, 
except  where  it  gives  rise  to  the  cumulus  oophorus  (conus  proli- 
gerus)  which  holds  the  ovum,  that  is  in  size  about  equal  to  a 
grain  of  sand.  The  larger  portion  of  the  Graafian  follicle  con- 
tains a  clear  albuminous  fluid.  This  fluid  originates,  according 
to  AVendeler,2  Luschka,  Waldeyer,  Flemming,  Schottlander,  and 
others,  from  fluid  transuded  from  the  surrounding  vessels  and 
from  transformation  and  disintegration  of  follicle  cells. 

In  1855  Rokitansky3  minutely  described  a  cyst  of  the  size 
of  a  child's  head  from  the  right  ovary,  and  one  of  the  size  of  a 
fist  from  the  left  ovary  of  the  same  case.  These  were  simple 
serous  cysts  without  any  evidences  of  proliferation.  They  were 
associated  with  numerous  smaller  follicle  cysts  that  were  lo- 
cated in  adjoining  remnants  of  ovary,  and,  by  encroaching  upon 
each  other,  had  assumed  irregular  shapes.  Of  these,  those  that 
were  enlarged  only  to  the  size  of  a  bean  contained  a  degenerated 
ovule,  mostly  without  a  germinal  vesicle,  and  a  broken-down 
membrana  granulosa  in  most  cases.  This  demonstration  by  Roki- 
tansky has  been  accepted  as  proving  the  origin  of  simple  cysts 
from  degenerated  Graafian-follicle  cysts,  by  nearly  all  writers 
on  the  subject  except  Nagel4  and  Von  Kahlden,5  the  latter  re- 
garding them  as  of  adenomatous  origin.  Ritchie  and  Webb6 
also  early  described  an  analogous  case.  Virchow7  defined  the 
pathological  anatomy  of  these  follicle  cysts,  which  are  not  neo- 
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plasms,  in  1865  as  follows :  ' '  The  characteristic  feature  of  the 
true  follicle  hydrops  is  that  in  the  beginning  of  its  formation, 
at  least,  an  ovum  is  found  in  the  fluid,  because  the  formation 
occurs  thus :  that  a  larger  quantity  of  albuminous  watery  but 
not  mucoid  fluid  accumulates  in  a  Graafian  follicle  that  usually 
contains  a  cell  mass,  an  ovum,  and  a  membrana  granulosa. 
Later  on  the  ovum  dies.  One  can  clearly  see  how  it  disintegrates. 
First  its  protoplasmic  mass  becomes  a  softer  substance,  which 
is  easily  divided  and  is  finally  completely  dissolved.  Then  there 
is  merely  a  serous  sac  left.  Occasionally  this  cystoid  degener- 
ation occurs  in  a  solitary  follicle;  and,  in  the  main,  it  can  be 
accepted  that  unilocular  hydrops  of  the  ovary  is  of  follicular 
origin.  But  I  have  shown  that  not  a  few  ovarian  dropsies  which 
are  multilocular  in  the  beginning,  secondarily  coalesce  and  form 
a  single  sac. ' '  Forsfer8  describes  the  same  condition  and  ascribes 
it  to  trophic  changes  or  inflammatory  processes  in  the  ovary. 
These  hydropic  Graafian  follicles,  when  they  become  enlarged 
to  more  than  from  1  to  1^  centimetres  approximately  in  diam- 
eter,  are  regarded  as  retention  cysts  by  a  very  large  majority 
<>f  pathologic  anatomists,  including  Klob,9  Birch-Hirschfeld,10 
Ziegler,11  Orth,12  Hektoen-Riesman,13  and  others,  and  by 
nearly  all  gynecologists,  in  the  sense  that  their  physiologic 
rupture  or  opening  has  been  prevented  and  that  they  have  also 
not  disappeared  by  normal  atrophy.  The  prevented  opening 
and  discharge  of  their  contents  is  accounted  for  (a)  by  thick- 
ening  of  the  follicle  walls,  (&)  thickening  or  greater  density  of 
the  tunica  albuginea  of  the  ovary,  (c)  pseudo-membranous  exu- 
date upon  the  surface  of  the  ovary.  These  factors  are  made 
quite  obvious  by  the  evidences  of  chronic  inflammation 
which  the  ovarian  stroma  so  frequently  presents  generally,  or 
in  proximity  to  these  small  cysts  and  by  evidences  of  previous 
peritonitis.  But  the  initial  edema  is  also  attributed  to  trophic 
changes  such  as  result  from  varicosity  of  the  ovary,  which  has 
frequently  been  seen  by  several  investigators.  Several  authors 
think  it  may  be  due  to  lack  of  intensity  of  the  menstrual  con- 
gestion. Among  the  long  array  of  practical  gynecologists  who 
have  professed  and  defended  these  views  since  1887  and  1888, 
and  who  hold  that  the  condition  is  certainly  not  an  innocent  one 
and  sometimes  at  least  requires  treatment — among  this  number 
Schroder,14  Olshausen,15  and  Hegar16  (as  far  as  I  know)  had 
declared  themselves,  also,  previous  to  that  time.  Nevertheless 
in    those    years    one    dissenting    voice    arose,    but    it    did    not 
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sound  very  long.  William  Nagel,17  an  assistant  of  Gusserow  in 
the  Berlin  Charite,  appears  to  have  had  some  preconceived  ideas 
that  he  was  too  anxious  to  prove.  And,  judging  also  from  the 
quite  general  and  severe  criticism  which  he  aroused,  he  attempted 
to  do  it  by  the  use  of  bad  logic,  irrational  ideas  in  pathology,  and 
rather  violent  construction  of  other  men's  observations.  But  he 
failed  and  has  not  attempted,  in  reply  to  much  adverse  criticism 
since  then,  to  urge  his  views  as  to  the  origin  and  possible  evil 
clinical  bearing  of  ovarian  follicle  cysts.  But  his  work  on  the 
embryology  and  normal  histology  of  the  ovary  is  duly  credited. 

Nagel 's  argument  is  as  follows  : 

I.  The  ovum  originates  from  the  membrana  granulosa,  there- 
fore the  latter  cannot  undergo  degeneration  before  the  former 
does;  and  that,  therefore,  if  the  ovum  is  still  healthy,  it  is  a 
proof  that  the  whole  Graafian  follicle  is  healthy.  The  fallacy  of 
this  is  shown  by  Bulius17  and  by  Bollenhagen,18  who,  each  in 
more  extensive  investigation,  found  that  the  membrana  granu- 
losa had  degenerated  first,  quite  as  often  as  the  ovum  began  to 
do  so ;  that  both  must  be  taken  into  account :  further,  that  degen- 
eration is  gradual  and  may  for  a  time  be  limited  to  a  part  of  the 
epithelium.  And  they  both  charge  Nagel  with  the  fallacy  of 
concluding  that  because  he  found  some  follicles  healthy  (as  he 
says),  therefore  all  the  follicles  in  the  same  and  in  other  ovaries 
were  also  healthy. 

As  to  this  finding  of  healthy  ova  in  these  hydropic  follicles 
not  all  investigators  are  so  positive.  Von  Kahlden  examined 
both  ovaries  of  16  such  cases  and  did  not  find  them  in  any 
of  them,  notwithstanding  the  greatest  care  to  harden  the  entire 
contents  of  the  follicles  before  making  sections.  Again,  Petti- 
pierre19  very  carefully  examined  23  ovaries  that  were  removed 
from  12  patients  for  ovarian  and  other  neuralgias  and  nervous 
symptoms,  chiefly  to  ascertain  in  how  many  of  them  he  could  find 
in  Graafian  follicles  granulosa  cells  that  had  penetrated  or  were 
embedded  in  the  ovum.  He  found  this  phenomenon  of  degen- 
eration in  22  follicles  contained  in  12  of  the  23  ovaries  examined. 
He  says  it  was  found  mostly  in  the  smaller  of  the  readily 
visible  follicles,  and  was  accompanied  by  a  marked  state  of 
disintegration  of  the  membrana  granulosa.  And  he  says  that 
this  evidence  of  death  in  the  latter  is  probably  a  necessary  ante- 
cedent for  the  migration  of  granulosa  cells  into  the  ova.  For 
us  it  is  significant  that  these  processes  of  decay  were  found  chieflv 
in  the  smaller  follicles. 
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II.  Nagel  found  in  Graafian  follicles  some  larger  protoplas- 
mic cells  that  he  interpreted  as  nourishing  cells  (Nahrzellen)  of 
the  follicle  fluid;  and  he  then  jumped  to  the  wild  conclusion  that 
this  liquid  which  is  found  in  the  Graafian  follicle  could  be  formed 
only  from  the  epithelial  cellular  contents  of  the  follicle.  Then, 
if  the  membrana  granulosa  and  the  other  cells  within  the  follicle 
were  disintegrated  or  dissolved,  no  more  follicle  fluid  could  be 
formed;  the  follicle  must  undergo  atrophy  and  could  not  give 
rise  to  an  accumulation  of  fluid  or  form  a  cyst.  And  if  this 
be  so,  then  the  simple  serous  follicle  cysts,  from  about  a  pigeon's 
egg  to  a  hen 's  egg  in  size,  which  he  admits  to  be  of  not  infrequent 
occurrence,  must  (by  exclusion)  be  formed  from  corpora  lutea, 
although  only  the  smallest  ones  show  remnants  of  lutein  cells 
and  although  he  found  only  2  cases  that  did.  The  erroneousness 
of  this  play  of  imagination  is  mentioned  by  several  of  his  critics. 
For  it  is  generally  accepted  that  the  follicle  fluid  is  formed 
partly  from  disintegration  of  its  epithelial  cells  and  partly  by 
transudation  of  serum  from  the  blood  vessels,  particularly  from 
the  veins  that  abound  around  these  hydropic  follicles,  according 
to  Von  Kahlden ;  and  from  this  abundant  source  fluid  enough  is 
derived  to  fill  and  to  distend  the  follicle  sacs  into  simple  cysts 
when  their  ova  and  epithelial  contents  have  perished.  But  they 
rarely  become  much  larger  than  an  orange.  As  a  reason  for 
this  Pfannenstiel-0  says  that  with  the  greater  distension  of  the 
walls  of  the  sacs  the  pressure  gradually  reduces  the  blood  vessels 
in  them,  and  the  cysts  then  become  stationary. 

III.  "While  Nagel  admits  that  these  hydropic  follicle  cysts 
exist,  he  alone  contends  that  they  have  no  epithelial  lining  and 
that  they  must  come  from  corpora  lutea  that  have  no  lining 
to  give  them.  But  nearly  all  of  the  investigators  who  have 
followed  him  say  that  they  mostly  do  have  a  lining  of  low  colum- 
nar epithelium,  and  that  its  absence  in  any  given  case  is  due  to 
its  detachment  or  loss  during  preparation;  that  it  is  the  pre- 
served or  somewhat  transformed  membrana  granulosa  of  the 
former  Graafian  follicle.  And  that  these  simple  cysts  which 
contain  an  albuminous  but  rarely  a  colored  fluid,  without  pseudo- 
mucin,  and  which  rarely  exceed  the  size  of  a  fist,  and  are  called 
"cystoma  simplex  serosum"  by  Pfannenstiel,  do  originate  from 
hydropic  Graafian  follicles  is  conceded  by  all  who  speak  about  it, 
except  Nagel  and  Von  Kahlden.  But  the  latter,  a  pathologic 
anatomist,  while  recognizing  the  anatomical  condition  and  its 
name,  "hydropic  follicles,"  denies  the  retention-cyst  theory  and 
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construes  these  cysts  as  adenomata  in  origin,  or  as  having  had  an 
adenomatous  intervening  stage ;  and  holds  that  their  lack  of  the 
signs  of  proliferation  which  characterize  the  true  adenomata  is 
due  to  an  early  arrest  of  connective-tissue  proliferation  in  and 
about  their  walls. 

Thus  all  the  peculiar  tenets  of  William  Xagel  on  this  subject 
have  been  refuted  promptly  and  some  years  ago.  And  as  no 
one,  not  even  he  himself,  has  appeared  since  then  in  their  de- 
fence, there  is  no  foundation  in  recorded  facts  for  the  assertion 
made  by  Emil  Ries21 :  "That  all  those  little  cysts  that  are  punc- 
tured and  scraped  and  cauterized  are  normal  follicles,  a  trifle  en- 
larged; and  the  microscope  reveals  a  perfectly  normal  ovum  in 
each  one." 

The  normal  status  of  this  subject,  as  far  as  it  is  understood, 
is  probably  best  judged  from  the  opinions  of  able  and  mature 
practical  gynecologists  who  have  both  the  allied  anatomical  know- 
ledge and  extended  clinical  experience  in  the  subject.  And  the 
men  of  that  class  who  have  written  upon  this  subject  during  the 
last  ten  years,  as  Von  Winckel,22  Fehling,23  Fritsch,24  Pfannen- 
stiel,  Gebharcl,25  Hofmeier,20  Howard  Kelly,27  August  Martin,28 
and  others,  agree  quite  uniformly  as  to  the  retention-cyst  theory 
and  recognize  the  condition  as  mostly  the  result  of  inflammatory 
processes,  evidences  of  which  are  usually  present  in  other  parts 
of  the  ovary  or  in  its  surroundings.  Some  regard  it  as  due  to 
trophic  changes  induced  by  venous  hyperemia  in  a  prolapsed 
ovary,  mostly  in  conjunction  with  uterine  displacements.  The 
writer  called  attention  to  ' '  The  Fate  of  the  Ovaries  in  Connection 
with  Retroversion  of  the  Uterus,"  nearly  five  years  ago.  All 
of  these  authors  agree  that  these  follicle  cysts  and  cysts  formed 
in  corpora  lutea  sometimes  require  surgical  treatment,  chiefly 
as  an  auxiliary  feature  in  connection  with  correction  or  relief 
of  other  more  pronounced  disorders  in  these  parts.  The  indi- 
cation for  such  treatment  is  decided  not  merely  by  the  mere  fea- 
ture  of  the  size  of  the  follicle,  whether  it  be  two  or  four  centi- 
metres  in  diameter,  but  largely  by  its  probable  liability  to  rup- 
ture, and  by  the  degree  and  nature  of  abnormal  changes  in  the 
remainder  of  the  ovary  or  in  other  parts  of  the  internal  gener- 
ative organs,  and  by  the  age  of  the  patient. 

1.  In  ovarian  cystic  tumors  of  any  kind,  if  they  cause  no 
symptoms — which  is  often  the  case  with  the  smaller  cystic 
adenomata  (true  neoplasms) — and  are  not  large  enough  to  do 
harm  by  crowding  upon  the  adjacent  organs,  I  do  not  propose  an 
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operation  unless  something  else  in  the  abdomen  or  pelvis  re- 
quires surgical  treatment;  and  sometimes  I  do  not  inform  the 
patients  about  the  cyst  being  there,  unless  it  becomes  deleterious 
later  on. 

2.  AVith  the  patient  in  dorsal  recumbency  and  with  the  ab- 
dominal recti  muscles  relaxed  by  tilting  the  pelvis  upward  so  as 
to  reduce  the  distance  from  the  symphysis  pubis  to  the  sternum, 
with  all  constricting  apparel  unfastened,  and  with  the  intestines 
and  bladder  empty,  ovaries  that  are  the  seat  of  follicular  cystic 
degeneration  can  be  diagnosed  quite  generally  in  bimanual 
palpation,  by  their  usually  somewhat  increased  size,  by  the  glob- 
ular contour  of  a  part  of  or  the  entire  ovary,  and  by  their  tender- 
ness. Sometimes  these  follicle  cysts  rupture  during  this  palpa- 
tion, usually  with  some  improvement  in  symptoms;  but  in  my 
observation  they  have  generally  refilled  inside  of  two  months, 
with  return  of  the  symptoms. 

3.  Ovaries,  of  no  matter  what  size,  I  make  a  prime  object  of 
treatment  only  when  they  cause  symptoms  and  are  proved  to 
do  so  by  observing  that  bimanual  palpation,  as  above  mentioned, 
directly  excites  or  increases  the  pain  that  is  ascribed  to  them. 
And  they  become  with  me  the  chief  object  of  surgical  treatment 
only  when,  in  addition,  they  have  attained  at  least  the  size  of 
a  hen's  egg  by  cystic  degeneration  or  abscess  formation,  and 
otherwise  only  after  rational  general  and  local  medical  treat- 
ment has  been  fairly  made  use  of  and  proved  to  be  ineffectual. 

4.  Solely  as  an  auxiliary  or  incidental  object  of  surgical 
treatment,  and  without  incurring  any  greater  surgical  risk,  in 
younger  and  middle-aged  women  I  also  resect  follicle  cysts  whose 
diameter  exceeds  the  thickness  of  the  remainder  of  the  ovary 
itself  (the  measure  also  stated  by  August  Martin),  for  it  is  only 
rational  to  assume  that  in  such  a  distended  follicle  the  feature  of 
abnormal  retention  must  be  present,  and  that  the  development 
of  a  deleterious  cyst  is  far  more  likely  than  the  supervention  of 
a  normal  corpus  luteum.  Smaller  follicle  cysts  I  enucleate  or 
excise— rarely  cauterize— only  when  they  are  under  a  thickened 
and  dense  tunica  albuginea  or  are  discovered  abnormally  located 
deep  in  the  vascular  zone  of  the  ovary,  so  that  the  prospective 
normal  discharge  of  their  contents  will  be  impeded. 

5.  Many  of  these  hydropic  follicle  cysts  cause  no  symptoms 
and  are  therefore,  at  the  period  of  examination  at  least,  without 
clinical  dignity.  But  that  a  majority  of  those  that  are  discov- 
ered in  women  who  come  for  an  examination  cause  either  local 
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or  referred  pain  or  figure  in  the  disturbed  function  of  some 
other  organ,  is  equally  certain. 

In  scores  of  cases  I  have  been  able  to  observe  the  following 
succession  of  events : 

(a)  Bimanual  examination  or  compression  of  an  ovary,  di- 
rectly exciting  or  aggravating  a  pain,  mostly  in  the  inguinal  re- 
gion, or  loin,  or  hip,  or  in  a  limited  intercostal  area  of  the  same 
side,  and  much  more  frequently  on  the  left  than  the  right  side. 

(&)  Removal  of  one  or  more  of  these  follicle  cysts  by  exsection 
and  closure  of  the  gap.*  Sometimes  also  an  incidental  im- 
provement in  the  location  of  the  ovary,  as  when  operating  for 
retroversion  of  the  uterus. 

(c)  An  immediate,  occasionally  a  gradual,  but  permanent  ces- 
sation of  the  pain.  These  events,  occurring  in  the  same  succes- 
sion in,  say,  seventy-five  similar  eases,  must  have  more  than  the 
mere  post-hoc  relation  to  each  other  in  the  majority  of  cases. 
Nor  can  the  results  be  accounted  for,  among  sensible  men,  by 
the  old  platitude  of  the  mere  suggestive  effect  of  an  operation. 
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FETAL  MORTALITY  IN  INDUCED  LABOR. 


WARREN    R.    GILMAN,    M.D., 
Worcester.  Mass. 


This  case  is  reported  for  the  purpose  of  putting  on  record  the 
unsatisfactory  result  of  an  induced  labor. 

Mrs.  B.,  born  in  England  thirty-three  years  ago ;  height,  4  feet 
10  inches;  weight,  180  pounds.  The  development  of  bones  is 
everywhere  symmetrical  and  she  is  active  and  healthy.  Her 
first  labor,  four  years  ago,  was  tedious  and  was  terminated  by  a 
forceps  operation ;  the  baby  was  still-born.  Her  second  confine- 
ment occurred  in  December,  1900.  The  head  did  not  engage  and 
podalic  version  was  done ;  the  delivery  of  the  head  was  difficult 
and  the  child  was  still-born.  The  physicians  who  attended  her 
in  her  confinements  were  men  of  experience  and  acknowledged 
skill  in  obstetrical  work,  but  forceps  in  the  first  instance  and 
version  in  the  second  failed  to  deliver  a  live  child.  In  each  case 
she  was  subjected  to  a  prolonged  obstetrical  operation  involving 
arTappreciable  amount  of  danger  to  the  integrity  of  the  genital 
canal. 

She  came  to  me  when  about  four  months  advanced  in  her  third 
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pregnancy.  Measurements  of  the  pelvis  were  as  follows :  Crests, 
27.3  centimetres  (10%  inches)  ;  spines,  24.8  centimetres  (9% 
inches) ;  external  conjugate,  19.7  centimetres  (7%  inches)  ; 
oblique  conjugate,  9.5  centimetres  (3%  inches)  ;  true  conjugate, 
'8  centimetres  (3%  inches). 

Soon  after  her  second  confinement  she  had  been  told  that  it 
would  be  impossible  for  her  to  give  birth  to  a  living  child.  When 
she  became  pregnant  for  the  third  time  she  consulted  two  nurses 
whom  she  knew  and  from  them  obtained  a  vivid  impression  of  the 
danger  of  Cesarean  section.  As  the  result  of  this  she  came  to  me 
begging  that  I  terminate  the  pregnancy  at  once.  I  refused  to 
do  this  and  urged  her  to  go  to  term  and  be  delivered  by  Cesarean 
section.  I  told  her  that  the  operation  was  a  serious  one,  but  that 
ninety-five  per  cent  of  the  women  operated  upon  recovered,  pro- 
vided the  operation  were  done  under  the  best  of  conditions,  and 
that  she  could  be  quite  certain  of  having  a  healthy,  full-term 
baby. 

After  some  days  of  deliberation  the  patient  came  to  me  bring- 
ing her  husband  with  her.  They  declined  to  accept  the  risk  of 
the  operation,  although  understanding  that  any  other  operation 
at  full  term  offered  no  hope  of  a  living  child.  I  then  offered  to 
induce  labor  at  the  eighth  month,  telling  them  that  only  one-half 
of  the  babies  born  in  this  way  survived.  This  proposition  was 
gratefully  accepted  and  the  thirty-sixth  week  of  pregnancy  was 
fixed  as  the  time  for  the  induction  of  labor.  The  patient  re- 
mained in  good  health. 

On  February  14,  1902,  she  was  etherized  and  a  bougie  inserted 
along  the  posterior  wall  of  the  uterus  up  to  the  fundus ;  a  tampon 
in  the  vagina  held  the  bougie  in  place.  Labor  pains  began  forty- 
three  hours  later,  on  February  16.  Position  of  child,  0.  L.  A. 
The  membranes  ruptured  five  hours  after  the  beginning  of  labor, 
and  the  amniotic  fluid  escaped  slowly.  Although  pains  were 
severe,  the  os  dilated  slowly  and  was  about  the  size  of  a  silver 
half-dollar  at  the  end  of  fifteen  hours.  The  head  could  not  be 
made  to  engage  and  remained  free  above  the  superior  strait. 
Under  ether  the  os  was  dilated  readily  and  version  performed 
easily ;  the  child  was  delivered  quickly  and  without  any  difficulty 
whatever.  The  child,  a  girl,  was  quite  feeble  and  required  some 
attention  before  it  would  cry  well.  It  weighed  2,268  grammes 
(5  pounds)  and  was  45  centimetres  (18  inches)  in  length.  Thefin- 
ger  nails  did  not  reach  the  tips  of  fingers,  there  was  an  abundant 
growth  of  lanugo,  and  the  skin  of  the  face  was  wrinkled.     The 
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measurements  of  head  were  as  follows,:  Biparietal,  8  centimetres 
(3V4  inches)  ;  suboccipito-bregmatic,  8  centimetres  (3*4  inches)  ; 
fronto-mental,  8  centimetres  (3^4  inches)  ;  occipitofrontal,  IOV2 
centimetres  (4V4  inches)  ;  occipito-mental,  11  y2  centimetres  (4y2 
baches).  The  circumferences  were:  Suboccipito-bregmatic,  2!) 
centimetres  (11 V2  inches)  ;  suboccipito-frontal,  29  centimetres 
(11 V2  inches)  ;  occipito-frontal,  33  centimetres  (13  inches). 

The  child  was  wrapped  in  cotton,  kept  in  an  incubator,  and 
disturbed  as  little  as  possible.  For  two  days  it  was  given  five 
drops  of  cream  in  a  teaspoonful  of  water  every  two  hours.  After 
the  second  day  it  was  given  two  to  three  teaspoonfuls  of  its 
mother's  milk  every  two  hours.  After  the  fifth  day  the  baby 
failed  gradually  and,  in  spite  of  the  best  of  care,  died  on  the 
eighth  day.  Jaundice  was  marked  from  the  beginning  and  did 
qo1  clear  up.  There  were  four  to  six  normal,  yellow  dejections 
daily  after  the  fifth  day.  In  view  of  the  characteristics  of  the 
baby  and  an  uncertainty  as  to  the  exact  date  of  the  mother's  last 
menstruation,  I  think  the  age  of  the  child  was  thirty-four  rather 
than  thirty-six  weeks.  Our  inability  to  determine  the  exact 
age  of  the  fetus  in  utero  must  always  be  borne  in  mind  in  esti- 
mating the  chances  of  a  successful  result  of  induced  labor. 

The  treatment  of  contracted  pelvis,  always  one  of  the  most 
interesting  subjects  in  obstetrics,  has  been  materially  affected  by 
the  advance  made  in  abdominal  surgery,  and  the  brilliant  results 
of  Cesarean  section  cannot  be  ignored.  The  mortality  rate  is  not 
over  five  per  cent  when  the  operation  is  done  under  the  best  con- 
ditions, as  is  shown  by  a  fairly  large  number  of  reported  cases. 

For  many  years  the  only  treatment  of  the  cases  of  marked 
pelvic  deformity  which  offered  any  hope  for  the  child  was  the 
induction  of  labor.  Many  children  were  saved  in  this  way,  and 
the  procedure  was  so  much  more  successful  than  any  operation 
at  full  term  that  it  acquired  a  well- merited  reputation.  At 
the  present  time,  however,  the  possible  operations  at  full  term 
are  not  limited  to  forceps,  version,  and  embryotomy,  but  Cesa- 
rean section  with  its  definite  mortality  rate  must  be  considered. 

The  difficulty  in  properly  contrasting  the  merits  of  the  two 
operations,  Cesarean  section  at  term  and  induced  labor  at  the 
eighth  month,  lies  in  the  fact  that  we  do  not  know  the  exact  or 
even  the  approximate  fetal  mortality  rate  of  induced  labor. 
Recent  statements  upon  this  point  are  largely  a  matter  of  opinion 
and  are  not  founded  upon  the  results  of  reported  cases.  The 
successful  cases  are  easily  recalled,  but  many  cases  in  which  the 
23 
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child  did  not  survive  have  slipped  from  the  memory.  The  fetal 
mortality  of  induced  labor  is  given  by  different  men  as  15,  30, 
and  40  per  cent.  It  is  my  belief  that  the  true  rate  is  at  least  40 
per  cent. 

By  the  kindness  of  Dr.  Leonard  Wheeler  I  am  able  to  report 
eight  cases  of  induced  labor  from  the  records  of  the  maternity 
ward  of  the  "Worcester  City  Hospital : 

Case  I.— Eighth  month.  True  conjugate,  3y2  inches.  Baby 
survived. 

Case  II.— Eighth  month.  True  conjugate,  3y2  inches.  Baby 
survived. 

Case  III.  — Eighth  month.  True  conjugate,  3y2  inches.  Baby 
still-born. 

Case  IV.— Eighth  month.  True  conjugate,  3y2  inches.  Baby 
died  on  third  day. 

Case  V.— Eighth  month.  True  conjugate,  3y2  inches.  Baby 
survived. 

Case  VI.— Eighth  month.  True  conjugate,  3y2  inches.  Baby 
died  on  third  day. 

Case  VII.  —  Thirty-eighth  week.  True  conjugate,  3%  inches. 
Baby  survived. 

Case  VIII. — Eighth  month.  True  conjugate,  3%  inches. 
Baby  died  on  second  day. 

Adding  my  own  case  to  these,  we  have  a  total  of  nine,  with 
only  four  children  surviving — a  mortality  rate  of  55  per  cent. 
Labor  was  induced  in  each  case  because  diminished  pelvic 
diameters  made  labor  at  term  extremely  dangerous  for  the  child. 
Each  woman  was  in  good  physical  health  at  the  time  labor  was 
induced. 

It  is  to  be  hoped  that  more  cases  of  labor  induced  at  the 
thirty-sixth  week  may  be  reported,  in  order  that  the  decision  as 
to  what  is  the  best  treatment  of  cases  of  contracted  pelvis  may 
be  determined  by  fact  rather  than  opinion. 

3  Ashland  Street. 
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TRANSACTIONS  OF  THE 
AMERICAN  GYNECOLOGICAL  SOCIETY.* 
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The  next  thing  in  order  was  the  presidential  address,  by  Dr. 
Seth  C.  Gordon,  of  Portland,  Me.  Dr.  Gordon  selected  for  his 
subject 

THE    RELATION    OF    THE    GYNECOLOGIST,    OBSTETRICIAN,    AND 
GENERAL   SURGEON. 

He  said  it  was  the  custom  of  late  years  to  say  that  gynecology 
had  passed  its  usefulness  and  had  become  merged  into  general 
surgery,  and  that  there  no  longer  existed  the  necessity  for  at- 
tempting to  prolong  the  life  of  this  hopelessly  doomed  depart- 
ment of  medicine.  \Vith  this  proposition  he  took  issue,  and 
maintained  that  until  modern  obstetrics  approached  more  nearly 
to  the  ideal  standard  there  would  be  a  large  field  for  the  gyne- 
cologist proper.  Scientific  gynecology  had  its  birth  in  America 
and  was  founded  by  Marion  Sims.  No  gynecological  surgery 
prior  to  his  day  had  made  any  impression  on  surgical  progress 
which  had  endured  until  the  present  time.  That  which  the 
keen,  brilliant  genius  of  Sims  made  possible,  the  intelligent, 
patient,  practical  common-sense  of  Emmet  made  probable  to 
every  afflicted  one  of  womankind.  The  field  was  wide,  and  from 
all  parts  of  the  country  came  the  sufferers  from  childbed  in- 
juries, many  of  which  were  due  to  the  faulty  obstetric  work  of 
that  clay.  Among  the  causes  were  long-delayed  use  of  the  for- 
ceps, careless  and  needless  use  of  forceps,  disregard  of  the 
accidents  occurring,  and  a  total  lack  of  aseptic  precautions  dur- 
ing the  progress  of  labor.  From  the  first  came  vesico-vaginal 
fistula ;  while  from  the  second  came  lacerations  of  the  uterus  and 
perineum,  many  of  which  could  have  been  remedied  had  the 
accoucheur  regarded  them  at  all  and  treated  them  according  to 
the  best-known  surgical  principles.  The  great  fault  lay  in  en- 
tirely ignoring  such  accidents. 

There  were  many  faults  yet  to  be  overcome  in  the  practice  of 
obstetrics  before  the  millennium  would  dawn  for  the  gynecologist. 
While  public  institutions  were  doing  good  work  in  eliminating 
germ  diseases  and  bringing  the  mortality  almost  to  the  vanishing 
point,  much  missionary  work  needed  to  be  done  among  profes- 
sional men  in  private  practice. 

The  criticisms  he  offered  wrere:     1.  The  too  early  use  of  the 

Concluded  from  p.  270,  August  Jouknal. 
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forceps.  When  the  pendulum  began  to  swing  from  rarely  using 
the  forceps  it  went  to  the  opposite  extreme,  using  them  far  too 
often.  A  very  large  majority  of  cases  would,  if  let  alone,  termi- 
nate naturally.  2.  Cases  of  accidents  occurring  in  labor  were 
not  properly  repaired  at  the  time. 

The  fashion  of  late  seemed  to  be  to  prohibit  antiseptic  douches 
after  labor.  While  it  might  be  necessary  in  normal  labors  with 
no  accidents,  lacerations  should  be  kept  surgically  clean,  and  this 
could  be  done  only  by  frequent  irrigation  and  germicides.  Sur- 
gical cleanliness  on  the  part  of  the  accoucheur  and  patient,  from 
the  beginning  of  labor  until  convalescence,  insured  the  safety  of 
one  and  duty  well  performed  on  the  part  of  the  other. 

As  an  additional  safeguard  against  laceration  of  the  perineum 
he  believed  the  timely  use  of  anesthetics  was  invaluable.  It  pre- 
vented the  use  on  the  part  of  the  patient  of  the  voluntary  mus- 
cles, which  did  much  to  cause  this  accident.  His  preference  as 
an  anesthetic  was  the  A.  C.  E.  mixture,  given  only  during  pains. 
It  acted  promptly  and  did  not  excite  the  patient. 

Postpartum  hemorrhage  was  not  due  to  the  use  of  an  anesthetic, 
but  to  the  carelessness  of  the  attendant.  A  steady,  careful,  per- 
sistent manipulation  of  the  uterine  tumor  during  the  expulsion 
of  the  child  and  placenta,  and  continued  until  firm  contraction 
was  produced,  insured  safety  in  almost  every  case.  His  own  ex- 
perience fully  justified  him  in  making  the  assertion  that  a  strict 
adherence  to  this  rule  would  nearly  always  prevent  postpartum 
hemorrhage. 

The  modern  methods  of  Cesarean  section  had  given  such  good 
results  in  diminishing  mortality  that  the  barbarism  of  craniot- 
omy had  practically  ceased,  and  the  morbidity  which  furnished 
such  abundant  gynecological  material  had  correspondingly  de- 
creased. This  great  progress  was  practically  due  to  anesthesia, 
asepsis,  and  improved  technique,  and  for  this  credit  should  be 
given  to  gynecologists  who  had  perfected  operative  details  of 
abdominal  section  made  possible  by  the  discovery  of  anesthetics 
and  cleanly  surgery. 

Laceration  of  the  cervix,  especially  of  long  standing,  was 
not  always  an  indication  for  trachelorrhaphy,  destruction  or 
extreme  atrophy  of  tissue  of  the  cervix  being  a  decided  contra- 
indication to  the  operation.  Thousands  of  women  suffered  much 
more  after  trachelorrhaphy  than  before  it.  The  cervical  canal 
was  closed  too  much,  drainage  prevented,  and  often  infection 
developed  in  the  uterus  and  tubes,  and  the  last  condition  was 
much  worse  than  the  first.  Emmet,  he  thought,  never  taught 
such  gynecology  as  that.  He  did  not  even  teach  that  all  lacera- 
tions of  the  cervix  required  an  operation.  On  the  contrary,  lie 
believed  that  many  of  them  did  not  require  any  surgical  inter- 
vention simply  because  they  were  not  producing  any  morbid 
symptoms.  The  tendency  had  been  too  much  in  the  direction 
contrary  to  Emmet's  teaching,  with  the  result  that  gynecology 
had  been  brought  largely  into  disrepute.    Many  of  the  symptoms 
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attributed  to  laceration  of  the  cervix  had  been  found  to  be  due 
to  disease  of  the  other  pelvic  organs. 

The  plastic  operation  of  perineorrhaphy,  so  often  done  by  the 
general  practitioner,  to  say  nothing  of  the  general  surgeon,  was 
far  too  often  apologetic,  as  compared  with  the  work  of  Emmet, 
Thomas,  Marcy,  and  others  throughout  the  country. 

The  best  work  for  malignant  disease  of  the  pelvic  organs  had 
been  done  by  gynecologists,  and  to  them,  he  said,  we  must  look 
for  further  progress.  Probably  no  man  could  show  better  re- 
sults in  the  way  of  relief,  and  even  cure,  of  cancer  of  the  uterus 
than  Dr.  John  Byrne,  a  former  President  of  the  Society. 
Whether  hysterectomy  in  any  stage  of  the  disease  was  to  be  the 
ideal  method  was  by  no  means  well  settled.  The  best  did  not 
give  very  satisfactory  results  from  this  operation,  even  when 
ilir  most  radical  dissection  had  been  done.  He  believed  that  a 
more  careful  examination  and  more  close  observation  of  women 
under  the  care  of  physicians  would  detect  malignant  disease  in 
its  earlier  stages,  at  a  period  when  hysterectomy  would  be  the 
ideal  operation. 

Much  yet  remained  to  be  done  with  plastic  operations  about 
the  vagina,  not  only  in  relation  to  prolapsed  uteri,  but  for 
\ vsieocele  and  diseases  of  the  urethra,  especially  that  of  caruncle. 
Incisions  into  the  posterior  cul-de-sac  for  acute  inflammatory 
conditions,  whether  attended  with  pus  or  not,  deserved  the  at- 
tention of  gynecologists. 

Dr.  Robert  A.  Murray,  of  New  York,  read  a  paper  on 

THE    TREATMENT    OF    PLACENTA    PREVIA  — CESAREAN    SECTION     NOT 

JUSTIFIABLE. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  in  opening  the 
discussion,  questioned  the  propriety  of  Cesarean  section  in  many 
cases  of  placenta  previa,  and  said  this  operation  was  done 
altogether  too  frequently.  Recent  statistics  as  to  the  great 
safety  attending  Cesarean  section  were  liable  to  do  almost  as 
much  harm  as  good.  If  the  Society  did  not  take  a  decided 
position  in  regard  to  Cesarean  section  in  cases  of  placenta  previa, 
he  feared  this  operation  might  be  practised  as  frequently  and 
indiscriminately  as  oophorectomy.  There  was  a  small  field,  in 
his  opinion,  for  Cesarean  section  in  placenta  previa. 

Dr.  Edwin  B.  Cragin,  of  New  York,  said  that  the  conditions 
which  would  justify  Cesarean  section  in  a  case  of  placenta 
previa  were  so  numerous  that  they  were  seldom  all  found  pres- 
ent, and  among  them  he  mentioned  a  good  condition  of  the  child, 
good  surroundings  for  the  operation,  and  a  cervix  so  rigid  that 
there  would  be  great  difficulty  in  dilating  it  and  doing  version. 
Those  three  conditions  were  rarely  met  with  in  a  case  of  placenta 
previa.  As  a  fourth  condition  he  mentioned  central  implanta- 
tion of  the  placenta. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  said  that  when 
the  statistics  of  Cesarean  section  in  cases  of  placenta  previa 
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were  analyzed  as  to  the  mortality  to  the  mother  and  child,  it 
would  be  found  that  the  more  rapid,  prompt,  and  effective  the 
delivery,  the  less  the  mortality  and  the  better  the  general  re- 
sults. If  the  case  could  be  seen  when  the  first  hemorrhage  oc- 
curred, it  would  be  a  favorable  time  for  Cesarean  section.  He 
would  not.  however,  advise  it.  but  would  try  to  effect  delivery 
by  other  methods. 

Dr.  Charles  Jewett,  of  Brooklyn,  said  the  results  under 
modern  obstetric  methods  of  treatment  of  cases  of  placenta 
previa  were  good:  whereas  the  mortality  from  Cesarean  section 
was  much  larger  than  had  been  claimed  by  its  advocates. 

Dr.  Edward  P.  Daves,  of  Philadelphia,  said  Cesarean  section 
in  placenta  previa  must  have  a  very  limited  application  at  pres- 
ent. Among  the  poorer  classes  of  women  with  placenta  previa 
the  mortality  among  children  must  be  great,  with  a  considerable 
mortality  among  mothers.  However,  he  was  not  willing  to  uni- 
versally condemn  Cesarean  section  in  cases  of  placenta  previa, 
for  his  personal  experience  with  the  operation  had  led  him  to 
look  upon  it  as  a  successful  operative  measure  under  favorable 
circumstances. 

Dr.  A.  Palmer  Dudley,  of  New  York,  thought  the  general 
practitioner  should  be  educated  in  regard  to  placenta  previa. 
He  should  study  his  eases  more  carefully  and  make  a  diagnosis 
of  placenta  previa  sufficiently  early  to  refer  them  to  specialists, 
thus  saving  the  lives  of  many  children  and  many  mothers  which 
otherwise  would  undoubtedly  be  sacrificed.  There  was  no  use  in 
performing  this  operation  after  a  profuse  hemorrhage  had  oc- 
curred. The  danger  of  Cesarean  section,  when  properly  and 
promptly  performed,  was  almost  nil. 

Dr.  Egbert  H.  Crandin.  of  New  York,  said  he  would  treat 
a  case  of  placenta  previa  as  radically  as  one  of  carcinoma  or 
sarcoma  of  the  uterus.  He  would  go  at  it  with  hammer  and 
tongs,  just  as  soon  as  he  was  sure  of  his  diagnosis,  and,  no  mat- 
ter what  the  period  of  gestation,  he  would  empty  the  uterus. 
Tlis  experience  had  been  fairly  extensive,  and  his  results  from 
this  hammer-and-tongs  policy  had  been  favorable  as  regards  the 
mothers.  He  had  never  had  a  mother  die  in  any  case,  although 
there  might  be  considerable  mortality  as  far  as  the  child  was 
concerned.  But  usually,  he  said,  these  children  were  nearly 
dead  when  the  cases  were  first  observed. 

Dr.  Murray,  in  closing  the  discussion,  said  his  desire  was  to 
bring  this  subject  before  the  Society  at  this  time,  and  not  to 
postpone  it  for  another  year,  because  in  the  discussion  at  the 
meeting  of  the  American  Association  of  Obstetricians  and  Gyne- 
cologists a  very  strong  plea  was  made  for  the  treatment  of  pla- 
centa previa  by  Cesarean  section.  Such  treatment  at  the  present 
tii  ie  should  he  protested  against,  and  he  thought  his  paper  and 
the  discussion  would  show  that  with  proper  treatment  such  a 
grave  operation  could  be  avoided.  Of  course  there  was  a  very 
small  minority  of  cases  that  could  be  treated  bv  Cesarean  section. 
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TWO  CONDITIONS  SIMULATING  ECTOPIC  GESTATION. 

Dr.  Edward  P.  Davis,  of  Philadelphia.  Pa.,  read  a  paper  on 
this  subject. 

(  !ase  I. — A  multipara  had  pelvic  pain  at  intervals  with  dis- 
ordered menstruation  for  several  months.  Had  been  exposed 
to  cold  and  wet  during  menstrual  period.  Her  husband,  a  phy- 
sician, had  made  intrauterine  applications  and  had  introduced 
a  sound.  After  nine  months  of  such  illness  the  patient  de- 
veloped a  hematocele  filling  the  cavity  of  the  pelvis.  Abdominal 
section  was  declined  and  vaginal  section  permitted.  Consider- 
able clotted  blood  was  removed  by  vaginal  incision,  the  cavity 
washed  out  and  packed  with  iodoform  gauze.  This  gauze  was 
gradually  removed  in  ten  days  after  the  operation.  After  the  re- 
moval of  the  gauze  the  patient  gradually  developed  symptoms  of 
septic  infection  ending  fatally.  Abdominal  section  was  declined 
and  autopsy  was  not  permitted.  The  examination  of  blood  clot 
removed  after  section  gave  no  evidence  of  ectopic  gestation. 
This  case  resembles  others  recently  reported  by  Kober1  and  also 
observed  by  others,  in  which  pelvic  hematocele  has  accom- 
panied diseased  conditions  of  the  pelvic  viscera  other  than  tubal 
gestation. 

Case  II. — An  emaciated,  anemic  woman  aged  20  had  pre- 
viously had  an  abortion  between  three  and  four  months.  Bleed- 
ing was  very  profuse  and  was  controlled  with  great  difficulty. 
Several  months  after,  she  became  pregnant  and  had  attacks  of 
intermittent  pain  with  hemorrhage  from  the  vagina  and  rapid, 
feeble  pulse.  Upon  examination  the  pelvis  was  found  filled  with 
a  soft,  boggy  tumor  completely  occupying  the  posterior  cul-de-sac. 
The  body  of  the  womb  could  not  be  distinctly  outlined,  but  was 
enlarged.  The  patient's  condition  indicated  hemorrhage,  and 
abdominal  section  was  performed.  A  retroverted  pregnant 
uterus  was  found,  filling  the  pelvic  cavity,  the  tubes  and  ovaries 
being  normal.  The  womb  was  replaced,  pregnane}*  proceeded 
for  some  time,  and  the  patient  left  the  hospital.  She  subse- 
quently returned  and  aborted  at  six  months.  The  uterus  was 
found  lined  with  clotted  blood  at  the  time  of  abortion.  Segond, 
Routier,  and  Varnier  have  recently  reported  to  the  Obstetrical 
Society  of  Paris  similar  cases.  In  obscure  cases  of  hemorrhage 
in  which  a  diagnosis  is  not  evident,  abdominal  section  is  safer 
than  continued  uncertainty.  Conditions  simulating  ectopic  ges- 
tation usually  require  prompt  interference  and  surgical  treat- 
ment. 

Dr.  Egbert  H.  Grandest,  of  New  York,  said  the  diagnosis  of 
ectopic  gestation  was  not  easy,  because,  in  his  experience,  the 
symptoms  usually  laid  down  in  text  books  did  not  exist  in  some 
•  •.iscs.  All  the  so-called  classical  symptoms  were  absent  in  some 
cases,  yet  on  careful  investigation  one  would  always  find  a 
symptom  which  would  leave  him  to  believe  that  ectopic  gestation 
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probably  existed,  one  which  was  not  associated  with  any  other 
intrapelvic  lesion,  except  it  be  pyosalpinx  or  ovarian  abscess — 
conditions  which,  from  the  position  of  the  tumor,  simulated 
ectopic  gestation.  This  symptom  was  a  colicky  pain,  the  green- 
apple  pain.  Dr.  Janvrin  was  the  man  who  had  taught  him  how 
to  arrive  at  a  diagnosis  of  ectopic  gestation.  This  colicky  pain 
was  symptomatic  of  beginning  rupture  of  the  tube.  While  the 
rent  did  not  occur  in  the  tube,  the  tube  was  beginning  to  dis- 
tend more  than  it  was  capable  of  doing,  and  a  slight  rupture 
occurred.  This  was  the  time  to  operate.  If  surgeons  operated 
then  all  cases  would  be  saved,  provided  they  did  not  infect  the 
woman.  When  the  colicky  pains  recurred  they  were  sympto- 
matic of  secondary  rupture,  and  then  waiting  for  further  symp- 
toms would  possibly  lose  the  patient.  It  was  his  custom  now  to 
make  a  posterior  vaginal  section  for  diagnosis.  If  primary  rup- 
ture had  occurred,  or  tubal  abortion  was  apparent,  and  sec- 
ondary rupture  had  taken  place,  one  would  get  blood  or  clots 
low  in  the  pelvis.  The  diagnosis  once  established,  one  should 
proceed  at  once  to  operate,  provided  he  did  not  get  either  blood 
or  clots.  With  the  finger  introduced  he  could  palpate  the  mass 
and  determine  whether  he  had  ectopic  gestation  or  pyosalpinx 
to  deal  with.  Credit  for  this  symptom  of  colicky  pain  should 
be  given  to  Dr.  Janvrin. 

Dr.  William  R.  Pryor,  of  New  York,  said  there  was  one  con- 
dition which  the  essayist  did  not  mention,  and  that  was  acute 
hemorrhage  of  the  ovary,  which  sometimes  simulated  every 
single  symptom  of  ectopic  gestation.  There  was  more  or  less 
shock,  high  pulse,  general  depression  of  the  vital  forces,  and  the 
characteristic  pain.  He  had  had  three  such  instances,  and,  being 
enthusiastic  in  regard  to  vaginal  incision  as  a  means  of  diag- 
nosis, he  had  found  blood  and  clots  in  these  cases  of  acute  hem- 
orrhage of  the  ovary.  He  had  taken  them  out  by  means  of  a 
vaginal  incision,  some  of  the  ovaries  being  three  and  a  half 
inches  in  diameter.  This  acute  hemorrhage  of  the  ovary  had 
been  recently  written  about.  The  condition  occurred  a  little 
previous  to  menstruation,  and  apparently  it  was  another  explan- 
ation of  what  was  described  as  ovarian  hematoma  or  ovarian 
apoplexy.  He  had  no  doubt  it  was  in  the  stroma  of  the  ovary,  and 
the  capsule  of  the  ovary  would  rupture,  followed  by  an  escape 
of  blood  into  the  peritoneal  cavity.  The  pulse,  in  one  of  the 
cases  he  had  seen,  ran  as  high  as  118,  while  the  temperature  was 
lowered.  There  was  great  pain,  anxiety,  pallid  face,  and  symp- 
toms indicating  the  presence  of  a  mass  on  the  side. 

Dr.  Feenand  Hf.xrotix,  of  Chicago,  said  if  there  was  any 
point  in  the  paper  to-  be  criticised,  it  was  to  draw  attention 
to  one  fact  that  was  very  striking,  namely,  it  was  absolutely 
necessary,  when  ectopic  gestation  was  simulated,  to  carefully 
and  completely  analyze  all  points  in  a  very  deliberate  manner. 
There  was  no  disease  of  the  abdominal  cavity  in  which  the  his- 
tory of  the  case  cut  such  a  large  figure.    He  could  not  emphasize 
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too  strongly  the  absolute  importance  of  analyzing  all  the  symp- 
toms and  of  recognizing  pregnancy  by  its  usual  signs,  which 
was  one  of  the  things  omitted  so  frequently  in  abdominal  work 
in  which  pregnancy  existed — as,  for  instance,  the  appearance 
of  the  breasts,  the  appearance  of  the  vulva,  the  general  char- 
acteristics indicative  of  pregnancy,  etc.  If  there  was  one  thing 
that  had  a  tendency  to  mislead  men  in  diagnosis,  it  was  mal- 
position of  the  uterus.  He  thought  the  essayist  should  have  re- 
ferred more  to  those  cases  in  which  extrauterine  pregnancy  was 
simulated  but  did  not  exist,  and  his  mind  naturally  reverted 
to  the  many  cases  in  which  he  had  seen  extrauterine  preg- 
nancy existing  when  he  did  not  expect  it.  Several  times  he  had 
been  called  upon  to  confirm  a  diagnosis  of  extrauterine  preg- 
nancy when  there  was  apparently  enlargement  of  one  side  of  the 
uterus,  but  when  it  was  simply  retroverted  and  laterally  inclined. 
Once  intra-abdominal  hemorrhage  was  diagnosed,  the  abdomen 
should  be  opened. 

Dr.  Willis  E.  Ford,  of  Utica,  N.  Y..  said  that  two  cases  had 
come  under  his  observation  recently  which  illustrated  both  phases 
of  the  question.  The  first  case  was  put  down  as  an  operation  for 
a  fibroid  with  hemorrhage,  in  which  the  abdominal  distension  was 
considerable  and  the  hemorrhage  had  been  so  profuse  as  to  al- 
most exsanguinate  the  patient.  There  was  slight  elevation  of 
temperature.  The  physicians  who  had  seen  the  woman  judged 
that  it  was  a  case  of  fibroid  from  the  history  rather  than  from 
the  physical  signs.  Physical  examination  by  the  family  physi- 
cian was  not  convincing.  The  speaker  found  what  he  thought 
was  an  ectopic  gestation  in  the  fourth  or  fifth  month,  with  ad- 
hesion of  the  sac  behind.  He  excised  it.  drained  it,  and  got  the 
fetus  out  all  right.  In  cases  of  unruptured  ectopic  gestation  he 
did  not  empty  them,  but  excised,  and  drained  off  a  small  quantity 
of  fluid,  and  in  a  few  days  it  was  gone. 

Recently  he  had  operated  on  another  woman  in  a  physician's 
office.  She  had  been  seized  with  pain  a  second  time.  She  gave  a 
history  of  pregnancy.  She  was  a  trained  nurse  originally,  had 
borne  two  children,  and  supposed  that  she  was  pregnant  again. 
The  pain  came  on  at  about  the  seventh  week  of  gestation,  which 
was  so  severe  that  she  fell  and  fainted  and  went  into  collapse 
in  a  water  closet.  The  family  physician  thought  the  woman  had 
a  slight  ruptured  ectopic  gestation.  As  soon  as  she  was  able  to 
move  about  she  was  brought  to  the  office  of  the  family  physician, 
and  while  there  had  another  severe  pain.  The  speaker  was  sent 
for  at  night,  and  on  his  arrival,  after  examination,  thought  the 
woman  had  a  small  ovarian  tumor  with  twisted  pedicle  and 
hemorrhage.  He  operated  and  found  a  tumor  as  large  as  a 
double  fist,  which  was  easily  lifted  out  of  the  abdomen.  There 
were  no  adhesions  or  clots  about  it.  A  tuberculous  mass  sur- 
rounded the  junction  of  the  small  and  large  intestines,  in  the 
midst  of  which  was  a  ruptured  appendix,  also  two  or  three  ounces 
of  pus.     The  adhesions  to  the  intestines  everywhere  showed  that 
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it  was  a  case  of  long  standing.  The  adhesions  were  separated 
from  the  mass  with  difficulty,  and  in  the  midst  of  it  was  the 
ruptured  appendix,  which  he  tied  off.  The  woman  manifested 
all  the  symptoms  which  are  generally  attributed  to  ectopic  gesta- 
tion with  rupture. 

Dr.  "Walter  P.  Manton,  of  Detroit.  Mich.,  had  had  two  or 
three  cases  in  which  he  had  opened  the  abdomen  for  intraperi- 
toneal hemorrhage  after  a  diagnosis  of  ectopic  gestation  had 
been  made,  but  ectopic  gestation  was  not  present.  The  most 
notable  case  he  had  had  was  published  in  the  Transactions  of 
the  Southern  Surgical  and  Gynecological  Association  in  1900. 
The  patient  had  two  distinct  hemorrhages;  she  presented  all  the 
classical  symptoms  of  ectopic  gestation,  even  the  colicky  pains 
to  which  Dr.  Grandin  referred.  The  abdomen  contained  several 
quarts  of  blood  clots,  but  there  was  no  ectopic  gestation.  There 
was,  however,  a  large  ruptured  vein  at  the  lower  portion  of  the 
broad  ligament.  Microscopic  examination  showed  progressive 
fibroid  degeneration  of  the  ligament,  this  degeneration  having 
begun  below  in  the  ligament,  crept  upward,  and  involved  the 
upper  portion  of  the  ligament.  Both  tubes  and  ovaries  were 
normal. 

When  called  upon  suddenly  to  see  a  case  with  intra-abdominal 
hemorrhage  and  obliged  to  operate  immediately,  one  could  not 
consider  all  the  points  in  every  case  and  make  an  accurate  diag- 
nosis. The  diagnosis  must  be  made  from  a  scant  history  as  to 
the  previous  condition  of  the  patient. 

Dr.  Joseph  E.  Jaxyrix.  of  New  York,  said  that  while  he  was 
probably  the  first  man  to  recommend  laparatomy  for  tubal  preg- 
nancy in  its  early  stage,  he  did  not  claim  any  particular  credit 
for  it.  He  was  driven  to  it  by  cases  he  had  treated  with  galvan- 
ism. He  found  hemorrhage  from  the  arteries  in  the  peritoneal 
covering  of  the  distended  tube.  The  paper  in  which  he  recom- 
mended laparatomy  in  such  cases  was  read  before  this  Society  in 
1886  in  Baltimore.  In  1888  he  reported  additional  cases.  The 
principal  points  in  diagnosis  he  alluded  to  at  that  time  were  simi- 
lar to  those  that  had  been  pointed  out  by  Drs.  Henrotin  and 
Grandin.  namely,  symptoms  of  pregnancy  plus  colicky  pains, 
plus  tumor  on  either  side,  wherever  it  existed  close  to  the  uterus, 
evidently  in  the  tube  and  ovary,  strong  pulsation  in  the  tumor 
from  its  rapid  growth,  and  distended  arterial  circulation. 

CLINICAL    REPORT    UPON    URETERAL    SURGERY. 

This  was  the  title  of  a  paper  by  Dr.  Charles  P.  Noble,  of 
Philadelphia. 

Cask  I.  sin,,,  in  tin  vesical  portion  of  the  left  ureter;  supra- 
pubic cystotomy;  incision  of  vesical  wall  and  ureter;  removal  of 
stone;  interrupted  but  good  recovt  ry.—  Family  and  personal 
history  presented  nothing  of  note.  The  bladder  symptoms  had 
persisted  for  nine  years.  From  time  to  time  she  had  been  con- 
fined to  bed.     From  November,  1891.  to  March.  1892,  she  was  in 
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the  Jefferson  Hospital  under  the  care  of  Dr.  Parvin,  who  made  a 
fistula  in  the  bladder,  which  was  allowed  to  remain  open  for  four 
months  and  was  then  closed.  The  symptoms  were  not  at  all  im- 
proved. The  urine  contained  blood  and  pus.  Upon  bimanual 
examination  a  swelling  could  be  felt  in  the  region  of  the  left 
ureteral  orifice.  The  vagina  was  quite  small  from  post-climac- 
teric atrophy,  and  for  this  reason  it  was  determined  to  open  the 
bladder  by  the  suprapubic  route.  As  the  stone  was  near  the 
ureteral  orifice,  the  bladder  wall  and  then  the  ureter  were  in- 
cised and  the  stone  removed.  Drainage  both  by  suprapubic 
drainage  tube  and  retention  catheter  was  maintained.  The  con- 
valescence was  interrupted  by  an  attack  of  mania.  She  made  a 
tedious  convalescence,  but  when  seen  some  months  later  was 
entirely  free  from  pain  and  bladder  discomfort. 

It  is  believed  that  this  case  is  a  type  of  many  others  in  which  a 
stone  in  the  vesical  portion  of  the  ureter  has  been  mistaken  for  a 
so-called  encysted  calculus  of  the  bladder:  or,  in  other  words, 
that  many  cases  of  supposed  encysted  calculus  are  really  cases 
of  calculus  in  the  ureter. 

Case  II.  Ruptured  tubal  pregnancy;  intraligamentous  ovarian 
i  yst;  hematocelt  partly  subperitoneal;  hysterectomy;  removal  of 
lower  half  of  ureter;  ureter  stitched  in  abdominal  wound;  subse- 
</>(<  iii  nephrectomy;  good  permanent  recovery. — Abdominal  sec- 
tion disclosed  a  ruptured  tubal  pregnancy  and  right  intraliga- 
mentous ovarian  cyst.  The  patient's  condition  demanded  a 
rapid  operation,  which  led  to  the  removal  of  the  ureter  along 
with  the  intraligamentous  cyst.  The  accident  was  discovered, 
but  the  ureter  was  too  short  to  implant  into  the  bladder,  even 
had  the  patient  not  been  in  collapse.  It  was  therefore  sutured 
into  the  abdominal  wall,  and  the  kidney  was  removed  by  a  lum- 
bar incision  at  a  later  day.  The  patient  made  a  prompt  re- 
covery and  has  since  enjoyed  good  health. 

Prom  the  nature  of  the  conditions  present,  the  accident  of  re- 
moving the  ureter  in  this  case  was  probably  inevitable.  Only 
a  en reful,  time-consuming  operation  would  have  prevented  it,  and 
in  the  condition  of  the  patient  this  would  probably  have  led  to  a 
fatal  result.  In  spite  of  later  investigations  concerning  the  im- 
plantation of  the  ureter  into  the  bowel  and  the  suggestion  that 
the  ureter  be  implanted  into  the  ureter  of  the  opposite  side,  mak- 
ing  a  uretero-ureteral  anastomosis,  it  was  believed  that  under 
similar  conditions  the  plan  adopted  in  this  case  was  the  best. 
The  ureter  was  so  short  that  it  would  have  been  necessary  to 
select  the  cecum  for  implantation— a  plan  of  procedure  not  war- 
ranted by  the  results  of  experimental  studies.  The  ureter  was 
too  short  to  implant  into  its  fellow  of  the  opposite  side,  even  if 
future  experience  should  show  that  this  operation  gives  good 
results. 

The  writer's  own  experience  with  the  permanent  results  of 
nephrectomy  when  one  kidney  was  sound,  or  even  when  it  was 
the  seal  of  moderate  degeneration  from  septic  trouble,  made  him 
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believe  that  it  was  wiser  to  do  a  nephrectomy  than  to  implant  the 
ureter  into  the  bowel.  Such  a  procedure  could  properly  be  en- 
tertained when  the  remaining  kidney  was  known  to  be  diseased, 
or  in  the  rare  event  of  the  patient  having  but  one  kidney. 

Case  III.  Large  multilobular  bilateral  ovarian  cyst;  double 
ovariotomy ;  injury  of  the  right  ureter;  suture;  death. — The 
right  cyst  contained  twenty-eight  litres  and  the  left  four  litres. 
The  history  was  not  definite,  but  it  was  probable  that  the  tumors 
had  been  growing  for  six  or  eight  years.  In  the  course  of  the 
removal  of  the  right  cyst,  which  was  partly  intraligamentous, 
the  right  ureter  was  found  to  pass  between  two  lobes  of  the 
tumor.  Although  the  ureter  was  separated  from  the  tumor  with 
great  care,  its  walls  were  so  friable  from  edema  that  the  lumen 
of  the  ureter  was  opened  through  perhaps  one-third  of  the  cir- 
cumference of  the  duct.  The  rent  was  sutured  and  a  vaginal 
subperitoneal  drain  was  placed.  The  patient  died  about  forty- 
eight  hours  after  operation.     There  was  no  leakage  of  urine. 

Case  IV.  Papillary  cancerous  tumor  of  the  left  ovary;  oc- 
clusion of  the  ureter;  atrophy  of  tin  kidney;  division  of  ureter 
in  removing  tumor;  recovery. — The  tumor  formed  a  large  mass 
filling  the  pelvis  and  lower  abdomen.  The  cyst  was  peeled  out 
of  the  left  broad  ligament,  tied  off,  and  removed.  The  left 
ureter  was  then  found  divided,  but  the  patient  was  in  such  bad 
condition  that  it  was  deemed  inadvisable  to  prolong  the  oper- 
ation by  the  performance  of  ureteral  anastomosis,  and  the  end 
of  the  ureter  was  brought  out  of  the  abdominal  incision,  which 
was  closed.  No  urine  ever  flowed  from  the  kidney,  showing  that 
the  kidney  had  undergone  atrophy  from  the  gradual  pressure  of 
the  cancerous  tumor  upon  the  ureter.  The  patient  made  a  good 
recovery  from  the  operation,  but  her  subsequent  history  was 
unknown. 

The  suturing  of  the  ureter  into  the  abdominal  wall  was  not 
only  justified  by  the  result  in  this  case,  but  was  demanded  by 
the  condition  of  the  patient. 

Case  V.  Epithelioma  of  the  cervix;  combined  hysterectomy : 
vesical  and  ureteral  fistulee;  subsequent  uretero-vesicnl  anas- 
tomosis; recovery  with  vesical  fistula. — Examination  showed  an 
epithelioma  advanced  to  the  point  at  which  it  was  doubtful 
whether  or  not  a  radical  operation  should  be  attempted.  Vag- 
inal hysterectomy  was  attempted.  The  vagina  was  extremely 
small  and  the  cervical  tissues  so  friable  that  volsella  forceps 
would  not  hold.  In  attempting  the  separation  of  the  bladder 
from  the  uterus,  an  opening  was  made  into  the  bladder.  Owing 
to  the  lack  of  room  in  the  vagina  and  the  friable  nature  of  the 
cervix,  vaginal  hysterectomy  was  abandoned  and  an  abdominal 
hysterectomy  was  carried  out,  The  bladder  was  sutured.  The 
patient  recovered  from  the  operation  and  was  discharged  with  a 
urinary  fistula,  When  she  was  readmitted  it  was  found  that  the 
fistula  was  ureteral  in  character.  A  uretero-vesical  anastomosis 
was  attempted.     Etherization  was  very  unsatisfactory,  cyanosis 
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and  rigidity  being  present  throughout  the  operation.  It  was 
soon  evident  that  the  operation  had  been  attempted  at  too  early  a 
date,  as  there  was  extensive  exudate  in  the  pelvis,  which  greatly 
complicated  the  operation,  making  it  much  more  difficult  than 
ordinarily  would  be  the  case.  In  separating  the  bladder  from 
the  masses  of  exudate  about  it,  an  opening  into  the  vagina  had 
been  made.  The  result  of  the  operation  was  the  cure  of  the 
ureteral  fistula,  but  there  resulted  a  small  vesical  fistula  through 
which  most  of  the  urine  still  escaped.  The  patient  had  since 
refused  operative  treatment. 

It  was  probable  that  the  ureteral  fistula  in  this  case  was  caused 
by  the  thermo-cautery,  although  possibly  due  to  the  partial  in- 
clusion of  the  ureter  in  a  ligature.  The  extensive  exudate  in  the 
pelvis  three  months  after  the  hysterectomy  made  the  freeing  of 
the  ureter  a  matter  of  extreme  difficulty,  and  would  indicate 
that  a  secondary  operation  should  not  be  attempted  too  soon 
after  the  formation  of  a  ureteral  fistula. 

Case  VI.  Recurrent  sarcoma  of  the  uterus;  hysterectomy  ;  di- 
vision  of  the  left  ureter;  primary  uretero-vesical  anastomosis ; 
perfect  uretero-vesical  union;  death  on  the  fifteenth  day  from 
chronic  nephritis.— Two  years  before  coming  under  observation 
this  patient  was  operated  on  in  a  neighboring  city,  the  surgeon 
making  a  diagnosis  of  fibroid  tumor.     In  a  short  time  the  tumor 
recurred,  and  the  same  surgeon  operated  a  second  time,  making 
a  diagnosis  of  recurrent  fibroid.     Seven  months  later  a  slough- 
ing tumor  was  removed.     The  tumor  filled  the  vagina  and  sprang 
from  the  posterior  lip  of  the  cervix.     A  diagnosis  of  sarcoma  was 
made,  which  was  confirmed  by  microscopical  study  of  the  tumor. 
Following  the  operation  the  patient  was  greatly  prostrated  and 
suffered  from  vomiting  for  ten  days.     During  this  time  the 
urine  contained  hyaline  and  granular  casts,  and  once  epithelial 
casts.     Two  weeks  later  hysterectomy  was  performed  by  the  com- 
bined method.     It  was  evident  that  the  left  broad  ligament  was 
involved,  and  in  the  effort  to  keep  beyond  the  area  of  infiltration 
the    left   ureter   was    divided.     Primary   uretero-vesical    anas-i 
tomosis  was  performed.     A  convenient  point  in  the  bladder  was 
selected,  the  bladder  was  opened,  the  end  of  the  ureter  split,  a 
transverse  suture  was  passed  through  the  anterior  half  of  the 
ureteral  end,  and  the  two  ends  of  the  suture  were  passed  through 
the  bladder  wall  from  within  outward,  so  that  when  tied  the 
ureter  was  fastened  by  a  mattress  suture  to  the  vesical  wall. 
Fine  chromicized  gut  was  used  for  this  purpose.     The  bladder 
wall  was  then  sutured  with  fine  catgut  and  fine  silk  sutures,  and 
a  tension  suture  was  passed  fastening  the  bladder  back  to  the 
peritoneum,  so  as  to  take  tension  off  the  ureteral  sutures.     The 
immediate  operative  recovery  was  entirely  satisfactory.       The 
anastomosis  succeeded   perfectly.     The   patient  died,   however, 
on  the  fifteenth  day,  of  chronic  nephritis.     The  technique  of  the 
uretero-vesical    anastomosis    was    entirely    satisfactory.       The 
writer  could  see  no  possible  improvement  in  the  technique,  unless 
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it  were  to  use  two  mattress  sutures  to  fasten  the  ureter  to  the 
bladder  wall,  the  one  introduced  through  the  anterior  portion  of 
the  ureter  as  in  this  ease,  and  the  other  through  the  posterior 
portion  of  the  ureter,  the  free  ends  of  each  suture  being  passed 
from  within  outward  through  the  bladder  wall,  the  needle  being 
introduced  through  the  opening  into  the  bladder.  In  spite  of  the 
fact  that  this  patient  died  frtrni  chronic  nephritis,  she  passed  at 
least  the  average  quantity  of  urine  for  some  days  after  oper- 
ation. 

Cam-:  VII.  Advanced  epithelioma  of  tin  cervix;  prig  nancy  ad- 
vanced  In  tin  in  fourth  and  fifth  months;  ovum  dead;  hemor- 
rhages from  tin  cavity  of  tin  uterus;  vaginal  hysterectomy; 
ligation  of  left  ureter;  death  on  tin  fourth  day.  — It  was  evident 
that  the  left  broad  ligament  was  involved,  and  a  radical  oper- 
ation would  not  have  been  done  had  it  not  been  for  the  condi- 
tion of  pregnancy.  A  vaginal  hysterectomy  was  not  considered 
more  dangerous  than  to  empty  the  pregnant  uterus  through  the 
sloughing  cervical  cancer.  Owing  to  the  involvement  of  the  left 
broad  ligament  there  was  marked  tendency  to  hemorrhage,  and 
it  was  felt  that  some  liberties  were  taken  with  the  integrity  of 
the  left  ureter.  The  amount  of  urine  passed  after  operation  did 
not  indicate  that  the  ureter  had  been  tied,  and  there  was  no  pain 
in  the  kidney  involved.  She  died  on  the  fourth  day.  Autopsy 
showed  that  the  left  ureter  was  occluded  by  one  of  the  ligatures. 
The  ureter  and  pelvis  of  the  kidney  were  distended  with  urine. 
This  was  the  only  case  in  which  it  is  known  that  a  ureter  had 
been  tied  in  the  experience  of  the  writer,  either  in  vaginal  or 
abdominal  hysterectomy. 

Case  VIII.  Supposed  calculus  in  left  ureter;  perforation  of 
ureter  and  peritoneal  cavity  by  ureteral  catheter;  celiotomy; 
no  calculus  found:  ureter  sutured;  recovery.  —  The  personal  and 
family  history  presented  nothing  of  note.  The  history  of  the 
(in  sent  attack  was  that  she  had  had  pain  in  the  left  side  of  the 
abdomen  for  over  a  year.  The  urine  contained  no  blood  nor 
albumin.  An  X-ray  examination  was  made  twice  by  Dr.  Leon- 
ard, who  reported  a  stone  in  the  left  ureter  at  or  near  the  brim 
of  the  pelvis,  and  it  was  on  this  report  that  the  patient  was  ad- 
mitted for  operation.  The  absence  of  blood  in  the  urine  was 
carefully  noted,  but  the  positive  diagnosis  by  Dr.  Leonard  was 
accepted.  A  ureteral  catheter  was  passed  easily  into  the  left 
ureter.  This  fact  was  also  noted,  but  it  was  felt  that  the  stone 
might  be  in  a  pocket  in  the  ureter,  which  permitted  the  passage 
of  the  catheter.  It  was  intended  to  pass  a  catheter  into  the 
ureter  to  serve  as  a  guide  in  hunting  for  the  ureter  in  doing  an 
extraperitoneal  operation.  Some  resistance  was  encountered  in 
passing  the  catheter.  A  fair  amount  of  pressure,  which  was  not 
considered  violence,  was  used,  and  the  catheter  seemed  to  pass 
readily.  The  peritoneal  cavity  was  wounded  accidentally,  and 
the  opportunity  was  taken  to  make  an  intraperitoneal  examina- 
tion in  order  to  locate  the  stone.     Instead  of  finding  the  stone,. 
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the  ureteral  catheter  was  found  in  the  peritoneal  cavity,  showing 
that  the  ureter  had  been  perforated.  The  ureter  was  carefully 
palpated,  but  no  stone  was  found.  The  ureter  was  sutured  with 
chromicized  catgut.  The  ureter  remained  intact,  there  being  no 
leakage  through  into  the  peritoneum  or  into  the  vagina.  The 
original  symptoms  for  which  the  operation  was  done  still  per- 
sisted. Should  the  writer  encounter  in  the  future  a  similar  acci- 
dent, he  would  perform  uretero-vesical  anastomosis  in  prefer- 
ence to  suturing  as  in  this  case. 

This  case  was  reported  to  show  two  things :  First,  that  per- 
foration of  the  ureter  was  possible  even  when  the  catheter  was 
passed  by  one  having  had  considerable  experience  and  when  no 
apparent  pressure  was  used.  Second,  that  the  report  of  an 
X-ray  examination,  even  by  an  expert,  was  not  absolutely  re- 
liable. 

Case  IX.  Ureteral  calculus,  X-ray  diagnosis;  extraperitoneal 
operation;  removal  of  stone;  suturing  of  ureter;  primary  union; 
good  recovery;  stone  situated  tivo  centimetres  below  brim  of  the 
pelvis. — Personal  and  family  history  presented  nothing  of  note. 
Two  years  ago  the  patient  began  having  attacks  of  left  renal 
colic  with  suppression  of  urine,  which  had  recurred  until  the 
present  time.  At  first  the  attacks  came  every  two  months  and 
lasted  two  days,  and  recently  they  had  come  about  every  three 
months  and  lasted  one  day.  Repeated  examinations  of  the  urine 
showed  the  constant  presence  of  a  moderate  number  of  red  blood 
cells.  X-rays  were  taken  three  times  by  Dr.  Leonard,  who  re- 
ported the  presence  of  a  stone  in  the  left  ureter  at  about  the  pel- 
vic brim.  An  incision  was  made  parallel  with  the  course  of  the- 
ureter,  being  partly  above  and  partly  below  a  line  drawn  from 
the  umbilicus  to  the  anterior  superior  spine  of  the  ilium.  The 
peritoneum  was  pushed  off  from  the  posterior  wall  of  the  ab- 
domen until  the  iliac  and  abdominal  vessels  could  be  palpated. 
The  ureter  was  not  found  upon  the  posterior  wall  of  the  pelvis, 
and  was  then  sought  in  the  fatty  tissues  behind  the  descending 
colon.  The  thickened  ureter  was  found  and  traced  into  the  pel- 
vis. About  two  centimetres  below  the  brim  of  the  pelvis  a  stone 
was  located.  Having  satisfied  himself  that  the  stone  could  not. 
be  displaced  upward,  the  ureter  was  incised  over  the  stone,  which 
was  removed.  The  incision  into  the  ureter  was  then  closed  by 
interrupted  fine  chromicized  catgut  sutures,  between  each  of 
which  sutures  a  second  suture  of  fine  cumol  catgut  was  placed. 
A  small  rubber  tube  was  introduced  and  the  abdominal  wound 
closed  with  tier  sutures.  The  patient  made  an  uninterrupted  re- 
covery and  was  discharged  on  the  twenty-sixth  day. 

This  case  contrasted  strongly  with  the  last  in  showing  the  im- 
portance of  the  X-ray  in  this  department  of  surgery.  In  the^ 
last  case  an  erroneous  X-ray  report  was  the  cause  of  an  unneces- 
sary operation,  and  in  this  case  it  prevented  the  performance  of 
an  unnecessary  operation.     Without  the  X-ray  a  diagnosis  of 
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stone  in  the  kidney  would  have  been  made,  and  the  primary  in- 
cision would  have  been  a  lumbar  one  to  expose  the  kidney. 

Dr.  Fernand  Henrotin  mentioned  a  case  in  which  a  well- 
known  Chicago  physician  tied  the  ureter,  in  operating  for  the 
repair  of  a  lacerated  cervix,  while  going  high  up  and  pushing 
back  the  bladder. 

Dr.  William  R.  Prtor  stated  that,  as  there  were  some  moot 
points  relative  to  the  best  methods  of  anastomosing  the  ureter, 
he  desired  to  put  on  record  the  following  case : 

Mrs.  H.  F.,  aged  30,  was  admitted  to  the  hospital  March  2-i. 
1902,  and  discharged  April  29.  Married  eight  years ;  had  borne 
two  children;  oldest  child  3  years  old,  youngest  7  months  old. 
No  miscarriages.  First  labor  normal.  Second  labor  difficult : 
in  labor  seventeen  hours ;  no  forceps  used ;  had  profuse  hemor- 
rhages after  delivery.  Suffered  from  severe  pain  in  the  ab- 
domen, which  radiated  to  the  lumbar  region  and  to  the  thighs; 
also  constant  hemorrhages  during  the  past  two  months. 

Past  Personal  History.— Negative  until  eight  months  ago; 
was  at  that  time  eight  months  pregnant  and  suffered  from  pro- 
fuse leucorrhea.  One  month  later  the  child  was  born.  No 
bloody  discharge  during  pregnancy.  Labor  was  difficult.  She 
had  severe  hemorrhage  after  delivery.  Painful  micturition  for 
three  weeks.  In  two  weeks'  time  lochial  discharge  stopped,  and 
patient  did  not  notice  any  flow  until  two  months  ago,  at  which 
time  she  began  to  flow,  and  has  been  flowing  ever  since.  Quan- 
tity slightly  less  than  natural  flow.  No  change  in  quality.  No 
clots,  except  occasionally  a  small  one,  were  passed  at  any  time. 
Has  had  more  or  less  pain  in  the  pelvis  since  last  delivery. 
Present  illness  began  two  months  ago.  Pain  has  increased  grad- 
ually until  two  weeks  ago,  when  it  became  unendurable.  Pain 
in  all  pelvic  organs,  but  most  severe  on  the  left  side.  The  pain 
radiated  to  the  lumbar  region  and  down  to  the  thighs.  Severe 
pain  on  urination.  The  patient  first  menstruated  at  14  years 
of  age;  regular;  three  days'  duration.  She  suffered  some  pain 
up  to  the  time  of  her  first  pregnancy.  She  has  not  ceased  flow- 
ing during  the  past  two  months.  Urinalysis:  Specific  gravity, 
1029;  urea,  1.5  per  cent;  pus,  blood,  and  granular  casts;  al- 
bumin present.  Specimen  contaminated.  Catheter  specimen 
showed  only  pus. 

Diagnosis :  Squamous-cell  epithelioma  of  the  cervix  and  va- 
gina, with  involvement  of  parametrium  and  glands. 

Upon  the  posterior  vaginal  wall,  extending  one  and  one-quar- 
ter inches  below  the  cervical  attachment  to  the  vagina,  was  a 
corrugated  nodule  still  covered  with  epithelium.  The  posterior 
lip  of  the  cervix  was  livid,  the  difference  in  color  between  the 
posterior  and  anterior  being  very  marked.  Upon  digital  ex- 
amination the  posterior  vaginal  wall  was  found  infiltrated,  cor- 
responding to  the  area  of  the  corrugated  nodule  mentioned. 
Extending  from  this  to  the  right  side  of  the  pelvis  the  para- 
metrium was  found  thickened  and  the  uterus  immovablv  fixed. 
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Dr.  Pryor  opened  the  abdomen  in  the  median  line,  the  incision 
stopping  one  and  one-half  inches  short  of  the  umbilicus.  He 
found  glandular  enlargements  very  distinct  upon  both  sides  at 
the  bifurcations  of  the  iliacs,  and  it  was  necessary  to  remove 
these  glands  before  the  iliacs  could  be  exposed.  Upon  the  right 
side  the  ureter  was  distended,  so  as  to  measure  five-eighths  of  an 
inch  in  diameter,  this  hydroureter  being  evidently  due  to  an  ob- 
struction of  the  ureter  as  it  passed  through  the  infiltrated  broad 
ligament.  He  ligated  the  ovarian  vessels,  round  ligaments,  and 
internal  iliacs,  and  then  the  obturators  without  very  much  diffi- 
culty. Pie  found  that  the  posterior  cul-de-sac  was  so  deep  that 
the  cancerous  infiltration  did  not  invade  the  rectum,  but  there 
was  a  clear  portion  of  the  vagina  below  the  cancer.  In  attempt- 
ing to  separate  the  bladder  from  the  uterus,  he  clearly  demon- 
strated that  it  was  impossible  to  release  the  ureter  on  the  right 
side  from  the  cancerous  tissue.  He  therefore  cut  the  ureter 
across  one-quarter  of  an  inch  below  the  bifurcation  of  the  right 
iliac  and  removed  all  the  cancerous  tissue  in  the  right  para- 
metrium. The  right  ureter  was  again  severed  close  to  its  in- 
sertion into  the  bladder  and  the  stump  ligated  with  kangaroo 
tendon.  He  found  the  uterus  very  friable,  the  entire  cervical 
canal  being  infiltrated  with  cancer  and  tearing  off  under  slight 
traction.  He  could  not  help  soiling  the  field  of  operation  by 
the  cancer  elements,  much  to  his  disappointment.  However.  he 
removed  all  the  cancer,  including  the  upper  half  of  the  vagina. 
He  then  dissected  the  bladder  from  the  pubis,  and  made  an  in- 
cision just,  to  the  right  of  the  median  line  transversely  in  that 
portion  of  the  bladder  covered  by  peritoneum.  He  passed  two 
anchoring  sutures  of  fine  silk  into  the  ureter  at  each  side  of  its 
opening,  and  these  same  sutures  again  were  passed  through  the 
mucous  membrane  of  the  bladder,  this  membrane  being  drawn 
<nit  of  the  bladder  by  tenaculum  one  inch  within  the  incision, 
so  that  when  the  sutures  were  tied  the  ureter  was  drawn  well 
into  the  bladder.  After  this  he  approximated  the  peritoneum 
of  the  ureter  to  that  of  the  bladder,  and  posteriorly  the  raw  sur- 
face of  the  bladder  to  the  raw  surface  of  the  ureter.  He  infused 
the  patient  with  three  quarts  of  saline  solution,  after  closing  the 
wound  with  through-and-through  silver  wire  and  introducing 
the  self-retaining  catheter.  Time  of  operation,  one  hour  and 
forty  minutes. 

-May  15.  1902:  Patient  reported  for  examination.  The  vault 
of  the  vagina  was  found  soft  and  elastic,  but  occupied  by  a  few 
granulations  due  to  the  open  treatment  of  the  vaginal  wound. 
Patient  had  gained  in  flesh,  had  no  pain,  and  had  to  rise  but 
twice  during  the  night  to  relieve  the  bladder. 

Dr.  Charles  Jewett  reported  a  case  of  Cesarean  section  and 
complete  hysterectomy  for  cancer  of  the  cervix,  uretero-cystos- 
tomy.  with  recovery.  The  woman  had  been  in  labor  for  four 
clays,  in  active  labor  for  twenty-four  hours.  A  cancerous  growth 
involved  the  right  and  a  portion  of  the  anterior  and  posterior 
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its  of  the  cervix.  The  operation  was  performed  in  the  night, 
with  insufficient  light,  The  growth  had  extended  somewhat 
further  into  the  base  of  the  right  broad  ligament  than  had  been 
made  out  in  the  examination  before  delivery.  The  ureter,  which 
was  enveloped  in  the  growth  and  lifted  with  the  uterus,  was 
divided  about  one  inch  from  the  bladder.  An  attempt  was  made 
to  do  a  uretero-ureterostomy.  but  owing  to  the  difficulty  of 
manipulation,  with  poor  light  and  deep  down  in  the  pelvic  cavity, 
the  attempt  was  abandoned.  The  ureter  was  then  implanted  ex- 
traperitoneally  in  the  base  of  the  bladder  higher  up.  It  was 
sutured  with  fine  silk  and  covered  with  the  anterior  peritoneal 
flap.  The  convalescence  was  entirely  free  from  complications. 
The  patient  left  the  hospital  at  the  end  of  four  weeks,  no  leakage 
of  urine  having  occurred.     The  child  was  saved. 

Dr.  Edward  Reynolds,  of  Boston,  said  that  about  two  years 
ago  Dr.  E.  C.  Dudley  reported  a  case  in  which  the  ureter  was 
anastomosed  into  the  bladder  by  the  forcipressure  method  of 
Dudley.  AVhen  he  saw  and  read  Dudley's  paper  it  impressed 
him  as  a  very  crude  procedure.  He  thought  this  was  probably 
the  reason  why  it  had  not  gained  ground.  Subsequent  ex- 
perience of  his  own.  however,  in  which  he  adopted  the  method, 
prompted  him  To  say  that  it  was  more  expeditious,  more  secure 
in  every  way.  and  so  much  superior  to  the  suture  method  that  he 
thought  it  ought  not  to  be  overlooked  in  the  discussion.  He  re- 
ported a  case  in  which  he  followed  the  Dudley  method. 

Dr.  A.  Lapthorn  Smith  reported  a  case  of  transplantation  of 
the  ureter  by  the  Van  Hook  method,  and  his  patient  made  a 
splendid  recovery. 

This  paper  was  further  discussed  by  Drs.  Reuben  Peterson, 
E.  W.  Gushing,  Bache  McE.  Emmet.  William  M.  Polk.  A.  H. 
Buckmaster,  J.  Wesley  Bovee,  B.  B.  Browne,  who  illustrated 
their  remarks  by  the  aid  of  blackboard  diagrams,  after  which  the 
discussion  was  closed  by  Dr.  Noble. 

THE    PRINCIPLES    UNDERLYING    1HE   REPAIR   OF    CYSTOCELE.    AND    AN 
OPERATION    FOUNDED    THEREON. 

Dr.  Edward  Reynolds,  of  Boston.  Mass.,  read  a  paper  with 
this  title.  He  said  that  there  were  two  anatomical  points  which 
underlay  success  in  the  operation  for  cystocele,  which  were  not 
original  with  him.  but  were  worth  reiterating.  The  first  point 
was.  that  to  attain  success  we  should  ascertain  and  utilize  the 
natural  supports  of  the  anterior  wall  instead  of  simply  denuding 
and  gathering  together  the  overstretched  portions:  the  second, 
that  we  should  not  only  avoid  using  any  part  of  the  overstretched 
portion  of  the  wall,  but  should  actually  excise  and  do  away  with 
it.  both  of  which  objects  should  he  attained  without  the  per- 
formance of  an  unnecessarily  extensive  or  severe  operation.  The 
anterior  vaginal  wall  had  naturally  two  fixed  points  of  attach- 
ment. The  first,  that  of  the  lower  end  of  the  wall  to  the  posterior 
surface  of  the  pubes,  was  exceedingly  firm  and  never  yielded. 
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The  second,  the  attachments  of  the  upper  end  of  the  wall,  was 

not  so  strong,  but  was  sufficient  for  this  purpose.  In  prolapse  of 
the  uterus  all  the  attachments  of  the  vault  failed,  but  in  pro- 
lapse complicated  by  cystocele  we  could  not  cure  the  cystocele 
without  restoring  the  prolapse,  and  our  experience  of  late  years 
in  the  total  extirpation  of  the  uterus  and  upper  portion  of  the 
vagina  for  cancer  had  taught  us  that  the  only  attachment  be- 
tween  the  genital  canal  and  the  pelvic  wall  which  was  not  readily 
separated  with  the  finger  was  the  insertion  of  the  broad  ligaments 
into  The  lateral  edges  of  the  uterus  and  the  vault  of  the  vagina. 
This  only  firm  support  of  the  vault  was.  then,  the  only  upper 
point  which  could  rationally  be  used  in  the  restoration  of  the 
anterior  wall.  The  utilization  of  the  bases  of  the  broad  liga- 
ments had.  moreover,  the  very  great  incidental  advantage  that  it 
not  only  relieved  the  uterus  of  the  weight  of  the  prolapsed  an- 
terior wall,  but  in  itself  tended  to  restore  the  prolapse  by  throw- 
ing the  cervix  backward.  The  first  point  in  any  operation  should, 
then,  he  the  attachment  to  each  other  of  these  two  firm  portions 
of  the  wall. 

The  second  principle  insisted  upon  was  the  excision  of  the 
weakened  portion  of  the  wall.  The  anterior  wall  in  its  natural 
condition  was  a  short,  firm  fascial  and  muscular  structure  which 
extruded  from  its  origin  at  the  firm  bases  of  the  broad  ligaments 
to  its  still  firmer  pubic  attachment,  thus  forming  one  of  the 
strongest  supports  of  the  uterus  and  other  pelvic  organs. 

In  cystocele  the  condition  found  was  that  the  central  portion 
of  the  protrusion  was  covered  by  an  overstretched,  thinned,  and 
weakened  vaginal  wall :  thus  the  support  of  the  uterus  was  weak- 
ened, while  the  base  of  the  bladder  had  practically  no  support. 
The  thin  portion  of  the  wall  had  lost  its  power  of  resistance  to 
further  stretching,  and  if  we  utilized  for  repair  any  part  of  this 
weakened  portion  of  the  wall  we  should  have  as  a  result  a  weak 
scar  which  was  necessarily  predisposed  to  further  stretching. 

'  'ystocele  was  in  effect  a  hernia  of  the  bladder  through  the 
muscular  and  fascial  structures  of  the  anterior  wall  of  the  va- 
gina, and  this  second  principle  involved  in  dealing  with  it  was 
tially  that  which  was  already  well  established  in  the  treat- 
ment of  other  hernias.  It  had  been  customary  to  treat  cystocele 
by  denuding  the  vaginal  wall  of  its  epithelium,  invaginating  the 
protrusion,  and  stitching  the  denuded  surfaces  together.  No 
"He  would  to-day  think  of  treating  any  other  hernia  by  denuding 
the  protrusion  of  its  surface  epithelium,  invaginating  it.  and 
sewing  the  surfaces  together.  We  should  not  so  treat  the  hernia 
of  the  bladder  which  we  called  cystocele.  We  were  accustomed 
to  treat  other  hernias  by  reducing  them,  and  excising  the  sac  until 
we  laid  bare  strong,  firmly  attached  fascial  edges.  We  should  so 
Treat  cystocele.  if  we  could  devise  an  operation  which  would 
enable  us  to  do  it  without  undue  severity. 

The  essayist  then  described  The  operation,  with  The  aid  of 
numerous  diagrams. 
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Dr.  Isaac  S.  Stone,  of  Washington.  D.  C,  read  a  paper  en- 
titled 

ANTERIOR   AND  POSTERIOR   COLPORRHAPHY  BY   A   NEW   METHOD. 

Anterior  Operation.  —  The  vaginal  wall  is  incised  in  the  median 
line,  and,  after  clamping  the  sides  of  this  incision,  the  bladder 
is  pushed  away,  upward  and  backward,  until  the  entire  base  of 
the  bladder  is  separated  from  the  vaginal  wall  and  from  the  an- 
terior surface  of  the  uterus,  if  desired.  It  is  necessary  to  extend 
this  separation  as  far  out  laterally  as  possible,  for  the  whole 
pelvic  roof  shares  in  the  prolapse.  He  proceeds  now  to  lift  the 
bladder  with  fingers  or  gauze  packing,  or  with  a  sound  inside  the 
organ,  as  far  upward  as  possible,  to  assure  of  the  extent  of  liber- 
ation. The  excessively  long  flaps  which  presented  over  the  base 
of  the  bladder  as  a  cystocele  (the  distended  anterior  vaginal 
wall)  are  now  excised  and  the  wound  brought  together  edge  to 
edge,  taking  care  to  entirely  obliterate  the  cystocele  and  to  leave 
the  new  anterior  vaginal  wall  straight  across.  The  method  of 
applying  the  sutures  is  important,  for  the  flaps  are  sutured  near 
the  centre  of  the  wound  to  the  anterior  surface  of  the  uterus  with 
silkworm  gut,  silk,  or  chromicized  catgut.  This  is  done  for  the 
double  purpose  of  holding  the  bladder  high  above  the  former  at- 
tachment on  the  uterus,  and  to  hold  the  uterus  forward  if  it  has 
been  retroverted.  The  bladder  is  held  away  and  the  deep  sutures 
passed  through  the  uterine  wall  between  the  attachments  of  the 
round  ligaments.  The  wound  is  then  entirely  closed  with  cat- 
gut sutures.  It  will  be  observed  that  the  author  has  applied 
the  Mackenrodt  method  of  vaginal  fixation  to  his  operation,  but 
it  was  primarily  to  hold  the  bladder  higher  upon  the  uterus  rather 
than  to  cure  the  displacement.  In  very  large  cystoceles  the  vag- 
inal wall  is,  of  course,  greatly  lengthened,  and  one  may  shorten 
it  by  removing  a  V-shaped  section  from  each  side  of  the  incision 
in  front  of  the  cervix.  The  longitudinal  wound  in  the  median 
line  will  then  join  one  made  transversely  across  the  vagina  in 
front  of  the  cervix. 

Tin  Posterior  Secondary  Operation.  —  The  injuries  to  the  pos- 
terior vaginal  wall  and  perineum  differ  greatly  in  their  extent 
and  in  the  direction  of  the  tear.  In  short,  the  rent  may  be  either 
longitudinal  or  transverse,  and  in  any  event  needs  to  be  fully  ex- 
posed below  the  vaginal  mucous  membrane,  which  in  the  past  has 
borne  the  brunt  of  surgical  attack,  while  the  fascia,  the  objective 
point,  is  hiding  with  the  much-discussed  and  rarely  seen  levator 
ani  muse]'',  and  is  only  influenced  by  sundry  excursions  of  needle 
and  suture,  which,  after  all.  only  hold  a  denuded  or  scarified 
mucous  membrane  together  while  union  progresses.  The  crest 
of  the  rectocele  is  grasped  with  the  left  hand,  making  a  transverse 
fold,  which  is  divided  with  the  scissors  down  to  the  rectum. 
Clamps  are  applied  to  the  edges  of  the  incision,  and  the  rectum 
pushed  away  on  both  sides  with  a  gauze  sponge  until  it  is  quite 
free  from  all  connection  with  the  vaginal  wall.     The  incision  in 


THE    AMERICAN    GYNECOLOGICAL    SOCIETY.  373 

the  vaginal  wall  is  extended  above  and  below  until  sufficient  nar- 
rowing of  the  vagina  is  secured  to  answer  the  purpose  in  view. 
The  sutures  are  placed  with  greater  facility  when  the  rectum 
is  separated  freely  on  each  side,  and  one  need  have  no  fear  of  not 
obtaining  good  union  after  the  operation.  After  liberating  the 
rectum  and  having  clamped  such  hemorrhoidal  vessels  as  give 
trouble,  the  wound  is  closed  in  the  following  manner:  With  tis- 
sue forceps  (or  tenacula,  if  preferred)  the  operator  catches  up 
two  points,  one  on  either  side,  which  he  wishes  to  unite  in  front 
of  the  rectum.  These  points  are  usually  about  one  and  one-half 
inches  below  the  edge  of  each  flap,  but  the  size  of  the  rectocele 
will  necessitate  a  test  in  each  case  as  directed,  so  that  we  may  se- 
cure good  approximation  of  the  fascia  over  the  rectum,  and  not. 
however,  exert  undue  traction  upon  the  sutures.  The  fascia  is 
firmly  and  thoroughly  united  along  the  entire  length  of  the 
wound.  In  some  instances  the  speaker  has  used  a  double  tier  of 
sutures,  which  gives  excellent  support  to  the  floor  of  the  vagina 
and  makes  a  firm  obstruction  to  the  exit  of  a  procident  uterus. 
After  the  buried  sutures  are  placed,  he  excises  the  long  flaps  from 
each  side  and  closes  the  vaginal  incision  with  interrupted  catgut 
down  to,  and  rather  below  the  former  site  of,  the  crest  of  the 
rectocele.  Emmet's  or  Hegar's  method  may  now  be  selected  for 
the  final  stage  of  the  operation,  according  to  the  predilections  of 
the  operator.  The  operation  in  some  respects  resembles  that  of 
Hegar,  the  chief  difference  being  in  the  method  of  exposing  the 
fascia. 

Dr.  Reuben  Peterson,  of  Ann  Arbor.  Mich.,  read  a  paper  en- 
titled 

A    CONSIDERATION    OF    OVARIAN    FIBROMATA,    BASED    ON    A    STUDY    OP 

TWO  RECENT   CASES  AND  EIGHTY-TWO  COLLECT KD 

FROM    THE   LITERATURE. 

In  order  to  study  the  clinical  features  of  ovarian  fibroma, 
eighty-two  cases  of  this  disease  were  collected  and  tabulated  by 
the  writer.  To  these  were  added  two  recent  cases  occurring  in 
his  own  practice.  Only  those  cases  pronounced  fibroma  tons  by 
careful  microscopic  examination  or  proved  to  be  so  by  competent 
observers  were  selected.  Borderland  cases  of  ovarian  cystic  dis- 
ease were  excluded,  as  it  was  the  purpose  of  the  article  to  study 
solid  ovarian  fibromata  presenting  no  or  slight  cystic  degener- 
ation. 

The  writer's  first  case  was  a  woman  of  64,  who  noticed  a  growth 
in  the  lower  left  abdomen  five  years  previous  to  her  entrance  to 
the  hospital.  The  growth  had  increased  in  size  until  it  reached 
the  border  of  the  left  ribs.  There  was  little  or  no  pain,  in  fact 
very  little  discomfort  from  the  growth.  Operation,  December 
24,  1901,  disclosed  a  large  tumor  of  the  left  ovary  weighing  seven 
and  one-quarter  pounds.  The  tumor  was  bilobed,  the  smaller 
lobe  being  edematous.     The  larger  tumor  showed  points  of  cal- 
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cification.  Microscopic  examination  showed  the  tumor  to  be  a 
fibroma.     The  patient  made  an  uneventful  recovery. 

In  the  second  case  the  patient  was  61  years  of  age  and  entered 
the  hospital  for  distension  from  ascitic  fluid,  of  four  years'  stand- 
ing. During  this  time  she  had  been  tapped  sixty-five  times.  At 
the  operation,  April  25,  1902,  was  found  an  irregular,  hard, 
fibromatous  tumor  of  the  left  ovary  which  weighed  three  pounds. 
There  were  a  few  adhesions  present,  and  the  other  ovary  was  the 
size  of  a  hen's  egg  from  a  surface  papilloma.  Seven  hundred 
cubic  centimetres  of  clear  ascitic  fluid  were  removed  at  this  time. 
The  microscopic  examination  showed  an  ovarian  fibroma  of  the 
left  side.  Except  for  an  attack  of  gallstone  colic,  proved  by  the 
passage  of  four  gallstones,  the  patient  made  an  uneventful  re- 
covery. 

The  essayist  then  dwelt  on  the  frequency,  age,  menstrual  his- 
tory, etc.,  in  connection  with  fibroma  of  the  ovary;  also  social 
state  and  fecundity. 

The  author  thought  that  neither  menorrhagia  nor  metror- 
rhagia was  a  very  constant  accompaniment  of  fibroma  of  the 
ovary.  It  was  more  apt  to  occur  where  both  ovaries  were  affected 
by  the  disease.  An  ovarian  fibroma  might  grow  for  many  years 
before  the  tumor  reached  large  proportions  or  gave  rise  to  marked 
symptoms.  In  other  cases  the  growth  was  more  rapid,  reaching 
considerable  proportions  and  giving  rise  to  noticeable  symptoms 
in  a  comparatively  short  time,  say  a  few  months.  Pain  was  pres- 
ent to  a  greater  or  less  degree  in  nearly  one-half  the  cases  of 
ovarian  fibromata.  Freedom  from  pain  meant,  as  a  rule,  the 
absence  of  adhesions  of  the  growth  to  the  surrounding  organs. 
Pain  was  more  frequently  met  with  in  tumors  of  moderate  size. 
Dysuria  was  a  symptom  in  about  15.6  per  cent  of  the  cases. 

Dr.  Matthew  D.  Mann  had  seen  six  cases  of  fibroma  of  the 
ovary  upon  which  he  had  operated,  in  each  of  which  there  was 
ascites.  In  the  first  there  was  so  much  ascites  that  he  could 
hardly  recognize  the  tumor.  The  tumor  was  situated  deep  in 
the  pelvis;  he  could  touch  and  feel  something  hard  through  his 
incision,  and  found,  after  getting  the  fluid  out,  there  was  a  fibroid 
of  the  ovary.     This  was  the  first  ease  he  had  operated  upon. 

Dr.  William  T.  Howard,  of  Baltimore,  had  seen  three  cases  of 
fibroma  of  the  ovary,  in  each  of  which  there  was  a  large  amount 
of  ascitic  fluid.  All  of  his  cases  recovered.  Sir  Spencer  Wells, 
he  said,  out  of  twelve  hundred  ovariotomies,  saw  but  three  eases 
of  fibroma  of  the  ovary.  The  late  Dr.  William  Goodell  saw  three. 
Fibroma  of  the  ovary  was  a  rare  condition. 

Dr.  George  J.  Engelmaxx.  of  Boston,  mentioned  one  case  on 
account  of  the  diagnostic  difficulties.  It  differed  from  the  eases 
that  had  been  mentioned  in  that  it  closely  resembled  a  uterine 
fibroeyst,  There  were  no  adhesions.  It  was  not  impacted,  so 
that  the  uterus  and  tumor  moved  together.  The  solidity  of  the 
tumor  and  its  movability  with  the  uterus  led  to  the  diagnosis  of  a 
fibroid  of  the  uterus.     The  uterus  was  elongated,  very  much  en- 
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larged,  and  there  were  monorrhagia  and  metrorrhagia.  The  ease 
was  operated  upon  in  1874.  The  pedicle  was  small.  There  was 
qo  ascites.  He  had  seen  two  other  cases  of  fibroma  of  the  ovary 
in  a  clinic  in  Berlin,  with  no  ascitic  fluid  in  the  abdominal 
cavity.  In  his  case  it  was  curious  to  note  that  one  portion  of  the 
tumor  was  cystic  and  the  other  had  undergone  colloid  degener- 
ation. 

Dr.  Ferxaxd  Hexrotix  had  had  the  opportunity  of  operating 
on  three  cases  of  fibroma  of  the  ovary.  Two  of  them  were  small 
tumors,  not  larger  than  a  medium-sized  orange.  The  other  one 
was  large.  In  this  case  there  was  very  little  ascites.  In  the 
other  two  cases  there  was  more  or  less  ascites  associated  with  the 
tumor,  in  one  particularly,  the  whole  abdominal  cavity  being 
completely  filled.  The  tumor  in  this  case  could  only  be  felt  at 
times  when  in  a  certain  locality.  He  had  seen  ascites  occur  in 
other  forms  of  tumors  in  the  abdomen,  and  it  was  a  question 
whether  ascites  was  not  caused  by  the  local  irritation  of  the  small 
tumor  floating  around  and  rubbing  up  against  the  peritoneum. 

Dr.  J.  Whitridge  Williams  had  likewise  seen  three  cases  of 
ovarian  fibromata,  not  exceeding  an  orange  in  size.  In  two  cases 
the  tumor  was  completely  calcified.  He  exhibited  these  two 
tumors  before  the  Society  some  years  ago.  In  the  calcified  case 
the  tumor  was  not  more  than  two  inches  in  diameter,  and  the  wo- 
man suffered  from  marked  ascites.  Since  then  he  had  seen  a 
third  tumor  of  the  ovary  which  corroborated  the  conclusions  of 
Dr.  Peterson  that  they  occur  in  early  life.  The  patient  was  a 
young  married  woman,  24  years  of  age,  and  pregnant  for  the  first 
time.  She  complained  of  some  discomfort  during  pregnancy. 
He  examined  her  carefully  and  made  a  diagnosis  of  ovarian 
tumor.  He  operated,  found  an  ovarian  fibroma,  pregnancy  went 
on  to  term,  and  the  woman  was  delivered. 

Dr.  Bache  McE.  Emmet,  of  New  York,  recalled  one  case  of 
multiple  fibroids— he  believed  there  were  seven.  These  were 
movable.  They  were  absolutely  drowned  in  ascitic  fluid.  He 
could  not  recall  having  seen  a  case  of  a  pure  fibroma  of  the  ovary. 
Mc  mentioned  a  case  of  spindle-cell  sarcoma  of  the  ovary  the  size 
of  an  adult  head.     The  patient  was  a  woman  of  60.     There  was 

QO  ascites. 

Dr.  Seth  C.  Gordon,  of  Portland.  Me.,  had  had  two  cases  of 
fibroid  of  the  ovary,  one  about  ten  inches  in  diameter.  It  was  a 
myofibroma.  The  other  was  three  inches  in  diameter  and  was  a 
pure  fibroid  of  the  ovary.     There  was  no  ascites  in  either  case. 

Dr.  A.  Lapthorx  Smith  said  that  when  he  found  ascites  asso- 
ciated with  an  abdominal  tumor  he  considered  it  strong  pre- 
sumptive evidence  in  favor  of  its  being  malignant.  He  men- 
tioned one  case  of  fibroma  of  the  ovary  in  which  there  was  no 
ascites;  also  another  case  in  which  he  was  called  to  see  a  woman 
who  was  gasping  for  breath.  She  was  sitting  in  a  chair.  He 
drew  off  two  pails  of  fluid  with  a  small  trocar,  and  found  two 
tumors,  one  as  large  as  an  adult's  head,  the  other  as  bisr  as  that  of 
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a  child.  On  examination  he  found  indications  of  malignant 
degeneration.  He  believed  that  where  ascites  was  associated  with 
these  tumors  the  chances  were  that  the  tumor  is  either  malignant 
or  beginning  to  be  so. 

Dr.  Andrew  F.  Currier  mentioned  a  case  which  occurred  in 
the  practice  of  Dr.  Thomas  twenty  years  ago  at  the  "Woman's 
Hospital.  It  was  one  of  the  first  cases  of  fibroma  of  the  ovary 
reported.  The  tumor  was  the  size  of  a  small  orange.  The  wo- 
man was  large,  apparently  in  perfect  health  with  the  exception 
of  the  presence  of  a  large  quantity  of  ascitic  fluid  in  the  ab- 
domen and  an  umbilical  hernia.  The  tumor  was  movable.  The 
diagnosis  was  made  by  Dr.  Thomas  before  operation.  The  case 
seemed  a  favorable  one  for  operation  and  recovery,  but  unfortu- 
nately the  woman  died. 

Dr.  Peterson,  in  closing  the  discussion,  said  many  eases  had 
been  reported  in  the  literature  of  so-called  fibroma  of  the  ovary 
which  he  had  to  ignore,  for  the  simple  reason  that  he  had  to  take 
some  standard,  and  this  was  a  microscopical  examination. 

As  to  the  cause  and  frequency  of  ascites,  he  mentioned  that 
ascites  occurred  in  five  per  cent  of  all  the  cases,  thus  confirming 
the  conclusions  of  Dr.  Henrotin.  Large  tumors  of  the  ovary  did 
not  produce  the  greatest  amount  of  ascites.  The  cause  of  the 
ascites  had  not  yet  been  proved.  "Whether  it  is  due  to  the  irrita- 
tion from  the  movements  of  the  growth,  or  not,  was  mere  specula- 
tion. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  followed  with  a 
paper  on 

THE    CLOSURE    OF    SUPPURATING    ABDOMINAL    WOUNDS    FOLLOWING 

LAPARATOMIES. 

The  author  stated  that  when  abscess  formed  in  the  abdominal 
incision  the  skin  was  reopened  in  the  line  of  incision  to  the  upper 
and  lower  limits  of  the  mural  abscess.  The  wound  was  then 
treated  as  an  open  one  until  the  flow  of  pus  became  greatly  re- 
duced in  quantity.  All  the  granulations  were  then  removed  with 
a  sharp  curette  until  the  muscle,  fascia,  fat,  and  other  tissues 
were  recognizable.  The  separated  edges  of  the  deep  fascia  were 
then  drawn  together  by  a  series  of  silkworm-gut  sutures,  which 
interlocked  each  other  at  the  apposition  line  of  the  fascia.  Each 
one  of  these  sutures  was  introduced  through  the  skin  about  one 
inch  away  from  the  incision,  and  each  one  was  brought  out  either 
just  above  or  below  the  point  of  its  introduction.  If  the  first 
suture  both  entered  and  emerged  from  the  right  of  the  median 
line,  the  next  one  was  introduced  and  emerged  at  a  point  to  the 
left  of  the  incision,  and  was  so  introduced  as  to  interlock  the  first 
or  preceding  suture.  The  third  suture  was  introduced  and 
brought  out  from  the  same  side  as  the  first  suture,  and  interlocked 
the  second  one.  The  fourth  suture  was  introduced  from  the  same 
side  as  the  second  suture  and  interlocked  the  third  or  preceding 
one.     This  singular  suture  had  for  its  chief  object  the  coaptation 
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of  the  deep  fascia,  and,  when  properly  introduced  and  tied,  it 
was  claimed  that  the  fat  and  opposing  edges  of  the  skin  fell  in 
apposition,  adhered  and  healed  without  additional  sutures.  Most 
of  the  few  cases  thus  treated  promptly  healed  and  generally  did 
so  without  suppuration.  A  not  unimportant  part  of  the  tech- 
nique of  operation  was  the  thorough  and  repeated  washing  with 
solution  of  bichloride  of  mercury,  always  followed  by  a  normal 
salt  solution  irrigation.  The  stitches  were  all  removed  on  the 
twelfth  and  fourteenth  days. 

Fifteen  photographs  illustrated  much  of  Dr.  Harris'  work  in 
this  relation.  A  not  uninteresting  part  of  the  photographic  il- 
lustrations was  the  appearance  of  the  wound  after  the  sutures 
were  introduced  and  tied,  as  they  converted  the  area  of  the 
opened  and  large  wound  into  an  elongated  mound  at  whose  base 
on  either  side  there  appeared  a  row  of  knots,  while  at  the  sum- 
mit of  the  mound  the  opposing  edges  of  skin  simply  lay  in  appo- 
sition awaiting  adhesion  and  healing. 

Dr.  Harris  was  of  the  opinion  that  the  stronger  solutions  of 
carbolic  acid  or  possibly  other  disinfectants  might  serve  as  good 
if  not  a  better  purpose  than  the  solution  of  bichloride  of  mercury 
which  he  had  employed  for  this  work. 

Dr.  Clement  Cleveland  said  that  if  the  case  was  one  of  sup- 
purative pelvic  disease,  the  abdomen,  the  intestines,  and  the  ab- 
dominal wound  should  be  carefully  protected  with  sterilized 
gauze  pads.  It  was  his  habit  always  to  put  the  patient  in  the 
Trendelenburg  position,  to  draw  the  intestines  as  far  back  as  he 
could  toward  the  diaphragm,  and  to  cover  over  a  portion  of  the 
intestines  with  sterilized  pads,  having  these  pads  wet  with  steril- 
ized water  or  normal  salt  solution.  He  was  also  careful  to  cover 
the  incision  with  sterilized  gauze.  In  these  cases  he  made  a  large 
incision,  in  order  to  have  ample  room  to  deal  with  all  the  struc- 
tures in  the  pelvis. 

In  regard  to  closing  the  abdominal  wound,  in  long  operations 
he  used  the  through-and-through  suture  to  gain  time,  employing 
for  this  purpose  silkworm  gut  almost  exclusively.  He  passed 
every  other  suture  through  all  the  layers,  and  the  alternate  su- 
tures through  merely  the  fascia,  bringing  the  fascial  edges  closely 
together ;  by  that  means  they  could  be  coaptated.  This  was  first 
suyirested  by  Dr.  Wylie,  and  he  had  found  it  an  excellent  method 
in  addition  to  every  other  suture  through  the  fascial  edges.  He 
had  never  known  a  ventral  hernia  to  follow  this  method. 

As  to  closing  wounds  by  layers,  he  believed  that  in  many  cases 
where  he  had  had  suppurating  wounds  it  was  due  to  the  closure 
of  the  fascia  in  later  years,  and  it  was  because  he  had  employed 
either  chromicized  kangaroo  tendon  or  chromicized  gut.  Chromi- 
cized  gut  often  contained  free  chromin.  which  would  certainly 
produce  more  or  less  irritation  and  sloughing.  He  had  also 
found  that  some  chromicized  gut  contained  micro-organisms 
which  were  a  fruitful  source  of  suppuration.  He  had  always 
been  careful  not  to  suture  the  fasciae  very  closely  together  or  to 
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draw  the  edges  very  tightly  together.  If  the  fascial  edges  were 
drawn  tightly  together  sloughing  would  occur. 

Since  the  introduction  of  the  rubber  glove  he  believed  that  one 
very  fertile  source  of  infection  had  been  eliminated. 

He  had  never  ventured  to  close  by  sutures  an  abdominal  wound 
that  was  opened  by  suppuration.  He  watched  such  cases  care- 
fully, and.  after  pus  had  ceased  discharging,  he  used  some  stim- 
ulating application,  such  as  balsam  of  Peru,  and  drew  the  edges 
together  very  carefully  with  elastic  straps.  He  could  not  recall 
a  wound  that  had  not  perfectly  closed  after  this  method  was  re- 
sorted to,  the  line  of  incision  being  almost  the  same  as  though  it 
were  brought  together  by  sutures. 

Dr.  J.  M.  Baldy  wondered  if  it  was  not  true  that  the  decrease 
in  the  number  of  suppurative  abdominal  wounds,  which  was  at- 
tributed to  the  use  of  rubber  gloves,  was  not  coincident  with  our 
better  knowledge,  the  infliction  of  less  traumatism  to  the  fat.  and 
the  greater  care  taken  now  in  handling  wounds  than  formerly. 
He  did  not  use  rubber  gloves  very  much,  but  he  was  extremely 
careful  to  cover  the  edges  of  the  fat  of  a  wound  with  gauze  pads, 
so  as  to  prevent  bruising.  He  could  not  see  why  a  man's  hands 
could  not  be  made  clean  enough  for  ordinary  abdominal  surgery 
without  necessitating  the  use  of  the  rubber  glove. 

He  had  never  reoperated  on  a  suppurating  wound  after  an  ap- 
pendicitis operation.  He  left  these  wounds  open.  He  had  wit- 
nessed this:  that  as  soon  as  the  sinus  had  closed,  after  the  drain 
was  taken  out  and  the  appendical  abscess  had  ceased  discharg- 
ing, if  he  had  a  large  wound  in  the  flank  (and  he  left  a  large 
wound  for  the  purpose  of  enabling  him  to  see  the  sinus),  almost 
as  soon  as  the  pus  had  ceased  discharging  from  the  abdominal 
wound  one  could  begin  to  clean  the  fat  and  let  it  close.  If  the  fat 
was  kept  dean  and  stripped  it  would  close  in  two  or  three  days  a 
very  long  incision.  He  did  not  wish  to  be  understood  as  saying 
that  he  had  never  seen  any  hernias  follow  open  wounds  for  ap- 
pendical abscess.     However,  he  had  seen  only  one  or  two. 

So  far  as  the  closure  of  the  abdominal  wound  was  concerned, 
he  believed  one  of  the  reasons  why  gynecologists  used  to  have 
more  stitch-hole  abscesses  and  occasionally  more  suppuration 
than  now  was  that  dead  spaces  were  left ;  but  after  beginning  the 
use  of  tier  sutures,  sewing  up  the  peritoneum  first  with  catgut, 
and  sewing  the  aponeurosis  of  the  muscle  with  the  same  catgut, 
then  using  silkworm  gut  for  the  last  tier  of  sutures,  there  were 
less  stitch-hole  abscesses  and  suppuration  of  wounds.  His  habit 
was  to  attach  the  last  tier  of  sutures  to  the  aponeurosis  of  the 
muscles,  so  as  not  to  leave  any  dead  spaces. 

Dr.  William  E.  Moseley,  of  Baltimore,  stated  that  his  method 
of  closing  the  abdominal  wound  was  different  in  some  particulars 
from  that  of  the  essayist,  and  illustrated  it  by  the  aid  of  black- 
board diagrams. 

Dr.  Pernand  Henrotin  said  he  varied  the  method  of  closure 
of  the  abdominal  wound  in  accordance  with  the  condition  of  the 
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wound.  Iii  a  large  gaping  wound,  where  there  was  a  tendency 
to  oozing,  he  put  in  a  suture,  going  through  ;ill  the  structures, 
but  not  tying  until  the  end,  putting  the  layers  in  tiers,  including 
both  peritoneum  and  fascia,  and  afterward  using  horsehair  su- 
tures between  the  through-and-through  supporting  sutures. 
This  prevented  oozing,  as  also  gaping  of  the  wound.  Where 
he  had  a  wound  that  fell  well  together,  that  did  not  gape  or  bleed 
much,  in  the  hospital  with  which  he  was  connected  they  employed 
Brown's  aluminum  wire,  using  three  wires,  inserted  as  the  essay- 
ist did  his  silkworm-gut  suture,  beginning  half  an  inch  below  the 
wound,  one  passing  underneath  the  muscle  approximating  the 
peritoneum,  the  next  layer  approximating  the  fascia,  the  next 
being  subcuticular  and  bringing  the  skin  thoroughly  together  as 
does  any  subdermal  stitch.  AVhen  the  wound  fell  well  together, 
all  that  was  necessary  was  to  bring  the  fascia  together  and  then 
the  other  parts.  The  wire  which  pierced  the  skin  was  taken  out 
at  the  end  of  two  weeks. 

Dr.  Robert  A.  Murray  called  attention  to  the  importance  of 
avoiding  traumatism  to  the  edges  of  the  wound  during  the  oper- 
ation. 

Dr.  Reuben  Peterson  spoke  a  word  or  two  in  defence  of  the 
rubber  glove.  He  was  a  great  believer  in  its  use  in  surgery  for 
t  he  purpose  of  guarding  against  suppurating  abdominal  wounds. 
He  knew  from  his  own  experience  that  the  rubber  glove  was  of 
inestimable  value,  and  that  ordinary  wound  suppuration  was  not 
more  than  one-half  as  frequent  as  formerly. 

As  to  chromicized  catgut,  he  did  not  think  it  had  a  place  in  the 
closure  of  the  abdominal  wound.  ,He  had  gotten  suppuration 
I'nmi  it  repeatedly  when  he  was  quite  sure  he  and  everything  else 
were  clean.  Closure  of  the  wound  with  catgut  in  different  layers, 
then  either  a  subcuticular  stitch  or  an  interrupted  silkworm-gut 
suture,  gave  a  good  result. 

Dr.  Seth  C.  Gordon  was  very  much  afraid  to  close  a  suppurat- 
ing wound  in  the  way  the  essayist  had  described.  It  seemed  to 
him  unsafe.  With  reference  to  closing  abdominal  wounds,  he 
used  silkworm  gut  from  within  out.  including  the  peritoneum, 
and  always  passed  his  needle  from  within  out,  never  from  with- 
out in.  He  then  closed  the  fascia,  including  a  portion  of  the 
muscle  with  it.  with  a  small  catgut  running  suture,  and  had  never 
seen  any  trouble  from  it.  He  then  tied  his  catgut  sutures  out- 
side; he  put  in  no  intermediate  sutures  ordinarily,  because  if  one 
took  the  forceps  and  pulled  up  the  wrinkled  portion  to  the 
median  line  where  the  suture  wrinkled  a  little,  he  would  straighten 
it  out  and  intermediate  sutures  would  not  be  needed.  He  left 
these  sutures  from  two  to  three  weeks,  never  less  than  two.  He 
said  that,  according  to  Dr.  J.  Collins  Warren,  it  requires  at  leasl 
three  weeks  to  get  absolute  repair  of  tissue.  Since  he  had  fol- 
lowed that  method  of  closing  abdominal  wounds  he  had  seen  no 
hernias,  no  stitch-hole  abscesses,  etc. 

The  paper  of  Dr.  Harris  was  further  discussed  by  Drs.  Wil- 
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liam  H.  Baker,  Emory  Marvel,  Matthew  D.  Mann,  J.  Wesley 
Bovee,  and  A.  Lapthorn  Smith,  and  the  debate  was  closed  by 
Dr.  Harris. 


The  following  officers  were  elected  for  the  ensuing  year :  I'n  si- 
dent,  Dr.  Joseph  E.  Janvrin,  of  New  York  City;  Vice-Pr< <si<l<  nts, 
Dr.  Edward  W.  Jenks.  of  Detroit.  Mich.,  and  Dr.  A.  Palmer 
Dudley,  of  New  York  City;  Secretary,  Dr.  J.  Riddle  Goffe,  of 
New  York  City:  Treasurer,  Dr.  J.  M.  Baldy,  of  Philadelphia.  Pa. 
Washington,  D.  C,  was  selected  as  the  place  for  holding  the  next 
annual  meeting,  in  connection  with  the  Triennial  Congress  of 
Physicians  and  Surgeons,  May,  1903. 


TRANSACTIONS  OF  THE 
CHICAGO  GYNECOLOGICAL  SOCIETY. 


Meeting  of  April  18,  1902. 

Tin  President,  Lester  E.  Frankexthal,  M.D.,  in  the  Chair. 

conservative  cesareax  section. 

Dr.  Joseph  B.  De  Lee.  — A  primipara,  aged  19,  unmarried,  had 
been  in  labor  from  April  3  at  5  p.m.,  and  the  pains  had  con- 
tinued at  intervals  of  ten  minutes  during  the  night.  The  fol- 
lowing morning,  at  8  o'clock,  the  bag  of  waters  ruptured,  after 
which  the  pains  recurred  at  six-minute  intervals.  She  vomited 
several  times  during  the  day.  Her  pulse  in  the  morning  was 
100,  in  the  evening  94;  temperature  98°.  A  diagnosis  of  face 
presentation  being  made  by  the  house  physician,  a  careful  exami- 
nation was  instituted  at  8  :30  on  April  4.  The  following  were 
the  findings:  The  woman  was  4  feet  7  inches  in  height  (137  cen- 
timetres) ;  interspinal  diameter,  22  centimetres:  intercristal, 
25  centimetres;  bitrochanteric,  29  centimetres;  Baudelocque. 
18%  centimetres:  diagonal  conjugate,  IO14  centimetres:  bi- 
ischiatic,  6*4  centimetres ;  sacro-subpubic,  10  centimetres ;  cir- 
cumference, 81  centimetres.  True  conjugate  was  estimated  at  8% 
centimetres.  On  internal  examination  pelvis  was  found  to  be 
very  small,  so  that  the  inlet  could  be  spanned  with  the  two  vag- 
inal fingers.  The  sacrum  had  an  infantile  shape;  there  was  a 
distinct  bowing-in  of  the  inlet  on  both  sides,  at  the  site  of  the 
ilio-pubic  tubercle.  The  head  was  in  a  right  oecipito-posterior 
position,  with  extreme  flexion,  so  extreme  that  the  small  fon- 
tanels was  in  the  mid-line,  and  even,  I  think,  a  little  to  the  left 
of  the  middle  line:  the  forehead  could  be  felt  abdominally  high 
up  upon  the  left  side.  The  baby  was  estimated  to  weigh  6% 
pounds.  Ossification  of  the  head  was  very  well  marked.  The 
head  was  not  engaged,  but  movable.    Upon  removing  the  fingers 
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from  the  vagina  this  little  body  came  away  upon  the  finger  (ex- 
hibiting). It  had  a  white  color  at  the  edge.  What  it  was  we  did 
not  know.  A  microscopical  examination  is  to  be  made  of  it.  I 
believe,  however,  it  will  turn  out  to  be  a  cervical  polyp  which 
was  flattened  during  pregnancy  and  was  broken  off  by  the  fre- 
quent and  strong  labor  pains. 

Dr.  AYatkins  was  kind  enough  to  see  the  case  with  me,  and  con- 
firmed the  diagnosis  in  all  its  points.  There  was  a  generally  con- 
tracted pelvis;  probably  no  rachitis.  With  a  conjugata  vera  of 
s:;t  centimetres,  and  with  marked  lateral  contraction,  the  baby 
was  too  large  to  come  through  unmutilated.  That  being  the  case, 
and  since  the  woman  was  in  good  condition,  an  operation  aiming 
to  save  the  life  of  the  child  was  to  be  selected,  and  the  choice  lay 
between  Cesarean  section  and  symphyseotomy.  Owing  to  the  fact 
that  the  bi-ischiatic  diameter  was  614  centimetres,  the  woman 
being  a  rather  tightly  built  young  person,  it  was  decided  to  per- 
form Cesarean  section  as  the  operation  least  likely  to  leave  per- 
manent damage.  It  was  admitted,  however,  that  the  case  was  not 
as  favorable  as  it  might  be,  the  patient  being  already  three  hours 
in  labor.  The  operation  was  performed  at  midnight  of  that  same 
day.  A  median  anterior  abdominal  incision  was  made  and  the 
uterus  was  delivered  through  the  small  opening  in  the  abdomen. 
We  then  determined  that  the  placenta  was  on  the  anterior  wall 
by  the  course  of  the  round  and  broad  ligaments.  The  median 
anterior  incision  was  made,  which  went  through  the  placenta, 
and  there  was  considerable  hemorrhage.  The  child  was  delivered 
as  usual.  It  gasped  while  the  head  was  still  in  utero — the  first 
time  such  an  occurrence  has  happened  to  me  in  the  Cesarean 
sections  I  have  done.  Usually  the  child  has  been  in  a  condition 
of  apnea,  but  this  child  made  a  gasp  while  its  head  was  in  utero, 
and  sucked  some  of  the  uterine  contents  into  its  bronchi.  As  I 
have  said,  there  was  considerable  hemorrhage,  which  was  with 
difficulty  controlled.  Massage,  hot  applications,  and  ergot  hy- 
podermatically  were  resorted  to.  Three  layers  of  sutures  were 
placed— a  buried  continuous  catgut  suture,  then  an  interrupted 
catgut  suture  taking  in  the  peritoneum  and  part  of  the  muscle, 
then  a  superficial  peritoneal  running  catgut  suture,  more  or 
less  a  Lembert.  The  abdominal  wall  was  closed  in  three  layers. 
The  patient  was  in  good  condition  when  she  left  the  table.  The 
baby  was  a  girl.  I  have  its  cephalic  measurements :  Biparietal, 
9y2  centimetres:  bitemporal,  8  centimetres:  occipitofrontal, 
12  centimetres;  suboccipito-bregmatic,  10y2  centimetres;  occi- 
pitomental. 13%  centimetres.  Circumferences  of  the  head :  sub- 
occipito-bregmatic, 30!/2  centimetres,  and  occipito-frontal,  34 
centimetres.  As  was  estimated,  the  child  weighed  6%  pounds; 
length  of  its  body,  48  centimetres. 

The  woman  immediately  after  labor  felt  very  well,  and  was 
laughing  when  I  left  her:  within  a  few  hours  thereafter  the  tem- 
perature and  pulse  arose,  and  the  patient  presented  signs  of 
serious  illness.     She  was  vomiting  profusely:  had  a  distended 
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abdomen,  with  pains  in  The  abdomen,  and  pulse  varying  from 
140  to  150.  Temperature  rose  to  102°  several  times  the  first 
three  or  four  days.  I  have  here  the  temperature  chart,  which 
shows  that  the  case  pursued  an  irregular  course  of  fever,  running 
from  99°  to  101°  in  the  evening.  Pulse  has  remained  below  100 
for  the  last  ten  days,  and  the  temperature  now  presents  a  normal 
curve.  The  sutures  were  removed  on  the  eleventh  day;  primary 
union  throughout.    The  child  was  alive  at  the  time  of  discharge. 

Dr.  Thomas  J.  Watkins.—  I  had  the  privilege  of  controlling 
the  hemorrhage  in  Dr.  De  Lee's  ease  during  the  incision  in  the 
uterus  and  the  delivery  of  the  child  and  placenta,  and  also  in 
a  recent  case  operated  by  Dr.  C.  B.  Reed,  by  manual  compression 
of  the  broad  ligaments.  I  was  much  surprised  at  the  ease  with 
which  both  of  the  broad  ligaments  could  be  grasped  with  one 
hand.  In  Dr.  Reed's  case  some  of  the  amniotic  sac  had  apparent- 
ly {iresented  into  the  vagina,  and  was  grasped  by  the  hand  which 
held  the  broad  ligaments,  so  that  for  a  brief  time  the  condition 
simulated  adhesions  of  the  sac.  In  both  cases  the  manual  com- 
pression seemed  to  interfere  with  the  contraction  of  the  uterus, 
which  is  accounted  for  by  the  interruption  of  the  arterial  blood 
supply  and  the  venous  circulation.  It  would  seem  that  this  dis- 
turbance of  the  circulation  would  cause  more  loss  of  blood  than 
would  occur  from  incision  of  the  uterus  without  any  compres- 
sion of  the  blood  vessels.  The  elastic  ligature  that  was  formerly 
used  would  be  more  objectionable  than  manual  compression. 

Dr.  Gustav  Koijscher.  —  The  indications  for  Cesarean  section 
in  this  case  were  quite  clearly  pointed  out  by  Dr.  De  Lee.  and, 
considering  the  conditions  given.  I  am  sure  symphyseotomy  would 
not  have  given  as  favorable  a  result  as  the  other  operation.  \Yith 
reference  to  the  technique,  I  will  mention  two  points :  One.  the 
constriction  of  the  lower  uterine  segment  by  means  of  an  elastic 
cord,  or  the  temporary  compression  of  the  broad  ligaments  in 
order  to  control  hemorrhage.  This  has  been  abandoned  for  two 
reasons — first,  because  the  child  becomes  easily  asphyxiated  by 
the  interference  with  the  blood  supply:  second,  if  we  compress 
the  ligaments  energetically  there  will  always  be  a  paresis  of  the 
blood  vessels  following  This  compression.  We  observe  the  same 
in  of  her  surgical  instances.  I  am  sure  the  hemorrhage  in  the  re- 
ported case  was  due  to  this  compression.  If  we  do  not  use  any 
of  those  preventive  measures,  the  hemorrhage  stops  quite  soon 
of  its  own  accord  by  the  contraction  of  the  walls  of  the  blood 
vessels  and  by  the  retraction  of  the  uterine  muscle.  So  far  as 
suturing  is  concerned.  I  would  like  to  take  exception  to  the  use 
of  running  suTures.  On  account  of  retraction  of  the  uterine 
muscle  a  part  of  the  tissue  which  is  caught  in  the  loop  of  such  a 
suture  may  slip,  or  if  one  part  of  the  suture  is  closed  too  tightly 
fhe  enclosed  tissue  may  slough.  On  the  other  hand,  if  infection 
sTarts  at  one  point  we  an-  sure  iT  will  run  along  the  whole  line  of 
the  stitches. 

Dr.  De  Lee  (closing  the  discussion).— The  point  Dr.  Kolischer 
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made  regarding  a  running  suture  in  Cesarean  section  is  well 
taken.  There  are  other  accoucheurs  who  advance  the  same  ob- 
jection. The  reason  a  running  suture  was  taken  in  this  ease  was 
on  account  of  hemorrhage.  An  incision  was  made  through  the 
placental  site;  there  were  a  number  bf  bleeding  sinuses  which 
had  to  be  closed,  and  I  found  that  I  could  not  close  them  fast 
enough  with  an  interrupted  suture,  so  I  rapidly  ran  down  the 
whole  length  of  the  uterine  wall  with  a  running  suture,  which 
controlled  the  hemorrhage  so  well  that  we  could  put  in  inter- 
rupted sutures,  taking  more  time  to  insert  them,  so  that  this 
patient  got  the  benefit  of  an  interrupted  suture.  Where  there 
is  The  least  suspicion  of  sepsis  in  a  Cesarean  section,  when  it  does 
not  amount  to  more  than  a  suspicion,  it  is  wise  to  make  as  com- 
plete a  closure  of  the  uterine  wall  as  possible  and  use  three  layers 
of  sutures. 

With  reference  to  compressing  the  broad  ligaments  to  arrest 
hemorrhage.  I  have  learned  my  lesson  regarding  it  in  performing 
Cesarean  section,  and  I  shall  dispense  with  it  hereafter.  In  one 
ease  an  assistant  compressed  the  uterus,  or  rather  the  broad  liga- 
ments, so  vigorously  that  he  ran  his  thumb  through  the  peri- 
toneum into  the  connective-tissue  spaces  of  the  broad  ligament, 
necessitating  several  sutures  to  close  the  rent. 

I  have  been  asked  why  I  did  not  make  a  Fritsch  incision  in 
the  uterus.  I  have  done  so  and  found  that  I  had  just  as  much 
hemorrhage  as  by  making  the  other  incision.  The  matter  of  mak- 
ing a  Fritsch  incision  went  through  my  mind  at  the  time,  as  the 
placenta  was  on  the  anterior  wall,  but  I  saw  no  particular  ad- 
vantage in  making  the  fundal  incision.  A  transverse  fundal 
incision  would  have  gone  along  the  edge  of  the  placenta,  and 
the  difference  in  the  size  of  the  sinuses  is  not  worth  while  con- 
sidering. 

With  reference  to  delivering  the  uterus,  in  all  cases  of  emer- 
gency Cesarean  sections  the  uterus  should  be  delivered  and  the 
peritoneal  cavity  protected  from  infection  by  cloths.  You  may 
open  the  uterus  in  situ,  Avhere  it  has  not  been  infected  before 
operation,  as  there  is  no  danger  of  meconium  and  uterine  secre- 
tions escaping  into  the  peritoneal  cavity. 

A   CASE  OF  AXEXCEPIIALLS. 

Dr.  Charles  S.  Bacon. — At  the  last  meeting  of  the  Society 
I  showed  a  specimen  of  cranio-rachischisis.  I  have  another  one, 
this  time  a  case  of  anencephalus.  which  was  delivered  a  few  hours 
ago,  that  I  desire  to  show  this  evening.  I  present  this  case  largely 
on  account  of  the  peculiar  history  of  the  patient,  as  having  a 
possible  bearing  on  the  etiology.  The  patient,  a  primipara  30 
years  of  age,  is  sakl  to  have  had  peritonitis  when  14  years  of  age, 
since  which  time  she  has  been  well,  except  for  some  trouble  with 
the  stomach,  of  which  very  great  belching  is  the  prominent  fea- 
ture. She  was  married  in  August,  1900.  and  menstruated  last  on 
August  ti.  1901.  as  much  as  usual.    She  had  nausea  on  September 
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18,  which  continued  until  November  27,  and  was  quite  severe. 
The  baby  was  born  to-day,  about  four  weeks  before  term.  She 
felt  fetal  movements  on  January  2.  At  no  time  was  I  able  to 
make  out  either  the  position  of  the  child  or  any  heart  tones. 
About  the  first  of  March  she  had  a  great  deal  of  disturbance,  very 
much  pain,  and  did  not  sleep  for  several  days.  Then  suddenly 
she  became  much  better  and  attributed  her  improvement  to  some 
salol  powders  which  I  had  given  her,  but  no  fetal  movements  were 
noticed  for  the  last  month. 

A  peculiarity  was  the  shape  of  the  uterus;  it  was  triangular, 
very  much  enlarged,  and  on  each  corner  the  enlargements  were 
very  marked.  A  suspicion  of  molar  pregnancy  occurred  to  me 
because  of  the  inability  to  make  out  any  fetal  parts,  although 
the  hydramnion  prevented  an  entirely  satisfactory  examination. 
For  the  last  month  she  had  had  very  marked  uterine  contractions ; 
but  labor  may  be  said  to  have  begun  on  Wednesday  evening  last, 
and  continued  until  delivery  at  about  4  o'clock  this  afternoon— 
that  is,  about  forty-six  hours.  There  was  nothing  conspicuous 
about  the  labor.  The  impossibility  of  determining  anything 
about  the  child  beforehand  was  a  marked  feature  of  the  case. 

FIBROID  TUMOR  OF  THE  T7TERUS. 

Dr.  Albert  Goldspoiin.  —  I  have  two  rather  interesting  speci- 
mens which  were  recently  removed.  The  first,  the  largest  fibroid 
tumor  of  an  ovary  I  have  seen,  was  removed  on  March  31.  The 
woman  was  38  years  of  age,  multipara,  and  well  nourished.  Bi- 
manual examination  led  me  to  make  a  probable  diagnosis  of 
dermoid  tumor  of  the  ovary.  The  tumor  lay  anterior  to  the 
uterus,  extending  up  not  quite  to  the  umbilicus,  crowding  the 
uterus  to  the  right  and  backward,  and  being  rather  harder 
than  we  usually  expect  a  glandular  cystoma  of  the  ovary  to  be. 
It  proved  to  be  a  large  fibroid,  weighing  one  pound  and  ten 
ounces,  which  consumed  the  entire  ovary.  No  vestige  of  ovary 
could  be  seen.  The  tumor  was  attached  by  a  slender  pedicle 
and  removed  with  the  greatest  ease. 

The  case  is  interesting,  I  think,  because  genuine  cases  of  fibroid 
tumors  of  the  ovary  constitute  only  about  two  or  three  per  cent 
of  all  ovarian  neoplasms. 

BROAD-LIGAMENT    FIBROID. 

The  other  tumor  is  a  broad-ligament  fibroid.  The  case  pre- 
sented some  clinical  features  such  as  I  have  never  met  with 
before,  viz.,  prolonged  suppression  of  urine  by  pressure  against 
tlie  neck  of  the  bladder.  It  was  evident  that  a  fibroid  existed 
somewhere  in  the  uterus;  but  on  examination  of  this  woman, 
who  was  50  years  of  age  and  who  had  had  a  child  thirty  years 
before,  the  condition  within  the  vagina  was  very  much  as  in  a 
woman  eight  months  advanced  in  pregnancy,  with  a  very  short, 
soft,  stubby  cervix  presenting  at  the  middle  of  the  vaginal  inlet, 
and  the  upper  part  of  the  cervix  expanded.     It  appeared  to  me 
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tli.it  I  was  dealing  with  a  uterus  with  one  or  more  fibroids  poste- 
riorly, and  also  a.  cystic  ovarian  tumor  in  front  of  it.  In  making 
an  incision  about  four  inches  in  length,  there  was  beneath  the 
entire  length  of  the  incision  something  that  looked  very  much 
like  some  ovarian  cysts,  very  much  engorged  with  veins,  and 
different  from  a  cyst,  however,  in  its  consistence,  in  not  being 
membranous,  but  thick-walled,  of  rather  doughy,  edematous  struc- 
tiirc  Examining  for  its  attachments,  it  was  evident  that  this 
mass  was  extraperitoneal,  and  it  was  soon  demonstrated  that  it 
was  the  bladder;  by  simply  squeezing  upon  it  mint1  was  extruded 
several  ounces),  which  could  not  be  obtained  by  means  of  a 
catheter  which  was  passed  immediately  before  making  the  in- 
cision. This  patient  had  had  retention  of  urine  some  three 
months  ago,  and  at  that  time  required  to  lie  catheterized  for  a 
week  or  more ;  and  recently,  before  coming  to  the  hospital,  she 
was  troubled  in  the  same  way  for  nearly  two  weeks,  and  she 
came  with  a  very  pronounced  cystitis  of  old  standing  which  had 
infiltrated  the  bladder  walls  to  that  extent.  The  tumor  was 
found  to  be  this  (exhibiting)  lobulated  fibroid,  two  pieces  sep- 
arated completely  from  each  other,  the  tumor  having  developed 
entirely  within  the  right  broad  ligament.  The  uterus  is  not  en- 
larged, as  it  usually  is  with  a  fibroid  of  this  size,  because  the 
fibroid  lay  entirely  outside  of  its  walls,  and  therefore  this  patient 
did  not  have  the  usual  menorrhagia  and  metrorrhagia — a  feature 
which  cast  some  doubt  upon  the  presence  of  a  fibroid,  in  the 
diagnosis.  In  removing  the  tumor  we  first  ligated  the  ovarian 
arteries  which  were  accessible-,  the  bladder  was  then  detached 
from  the  tumor  anteriorly.  But  with  the  tumor  in  the  broad  liga- 
ment the  uterine  arteries  were  wholly  inaccessible.  Therefore 
I  simply  incised  the  capsule  of  the  tumor  and  enucleated  that  first. 
This  allowed  the  whole  mass  in  the  region  of  the  cervix  to  rise 
htigher  in  the  pelvis,  and  made  it  comparatively  easy  to  ligate  the 
uterine  arteries  and  to  do  a  supravaginal  amputation.  Both 
patients  have  had  very  smooth,  normal  recoveries,  one  of  them 
being  now  about  to  go  home. 

Dr.  Emil  Ries.— Why  was  the  uterus  removed? 

Dr.  Goldspohn. —  This  was  the  case  of  a  woman  50  years  old. 

Dr.  Ries.  — I  would  like  to  ask  Dr.  Goldspohn  whether  he  re- 
moves the  uterus  in  every  woman  who  is  50  years  of  age. 

Dr.  Goldspohn.  — I  would  in  such  cases  as  this,  because  it  is 
perfectly  useless,  and  the  operation  is  safer. 

Dr.  Frankenthal.— Do  you  not  think  that  the  uterine  artery 
would  have  been  accessible  if  you  had  started  on  the  side  on 
which  the  fibroid  was  not  ?  Suppose  it  were  right-sided,  and  you 
had  operated  on  the  left  side  of  the  broad  ligament,  ligating  it 
off  from  that  side,  you  would  have  struck  the  uterine  artery  on 
that  sid,-,  which  is  frequently  done. 

Dr.  Palmer  Findley.  —  This  ovary  reminded  me  of  a  specimen 
which  Dr.  D.  W.  Graham  removed  at  the  Presbyterian  Hospital. 
The  specimen  was  fully  as  large  as  this  tumor. 
25 
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Dr.  Goldspohn.— In  answer  to  the  question  of  Dr.  Franken- 
thal,  one  side  of  the  uterus  was  about  as  accessible  as  the  other 
in  the  region  of  the  uterine  arteries,  because  the  uterus  itself  was 
crowded  against  the  left  pelvic  wall,  and  there  was  no  advantage 
in  trying  to  ligate  the  uterine  artery  before  enucleating  the  tumor. 
Enucleation  of  the  tumor  was  readily  done  and  did  not  add  to 
the  danger  of  hemorrhage.  After  the  tumor  was  enucleated 
the  other  parts  became  flaccid,  so  that  they  could  be  drawn  up- 
ward, and  a  very  material  advantage  was  gained,  such  as  Doyen 
obtains  sometimes  by  his  technique  of  drawing  the  cervix  into 
the  abdomen  and  upward  through  an  incision  in  the  cul-de-sac. 
The  ligation  of  the  uterine  arteries  is  then  much  easier,  and, 
what  is  more  important,  we  can  do  it  with  perfect  safety  and  not 
endanger  the  ureters.  To  tie  the  uterine  arteries  before  the  tumor 
was  enucleated  would  have  been  practically  an  impossibility, 
and  would  have  endangered  the  ureters  in  such  a  manner  that  I 
would  then  have  chosen  not  to  remove  the  uterus. 

Dr.  S.  L.  \Yeber  reported 

A  CASE  OF  OBSTETRICS. 

About  three  weeks  ago  I  saw  a  case  of  obstetrics  that  presented 
some  unusual  features.  I  was  called  one  evening  to  see  a  woman 
who,  the  messenger  stated,  was  dying.  It  was  a  woman  whom 
I  had  operated  upon  about  two  years  before  for  appendicitis. 
When  I  arrived  at  the  patient's  house  I  found  a  woman  with 
an  enormously  distended  abdomen  and  in  labor  pains.  Her  pulse 
was  about  160  and  weak,  her  eyes  deeply  sunken,  and  the  fea- 
tures pale  and  pinched;  she  was  breathing  with  difficulty  and 
rapidly.  She  was  sitting  on  the  edge  of  the  bed,  supported  br 
her  husband  who  was  sitting  beside  her.  The  history  I  gathered 
was  the  following :  She  was  pregnant,  had  been  feeling  as  she  had 
been  during  her  former  pregnancies  (this  was  her  sixth),  and 
labor  came  on  at  about  the  expected  time.  Three  and  a  half  days 
ago  she  first  felt  labor  pains.  At  first  they  were  irregular,  but  in 
a  few  hours  became  of  fair  force  and  regularity.  She  called  a 
midwife.  Very  soon  after  labor  pains  began  she  began  to  vomit, 
and  ever  since  she  had  not  been  able  to  retain  anything  on  the 
stomach;  even  a  little  water  would  be  promptly  expelled.  As 
there  was  no  progress  in  the  case  and  the  woman  was  becoming 
weak,  they  called  in  a  physician  the  next  morning.  The  phy- 
sician examined  her  and  said  that  there  was  nothing  to  do,  that 
pains  would  soon  increase  in  strength  and  the  child  be  expelled. 
She  went  on  like  this  all  that  second  day  of  the  labor,  becoming 
weaker  and  weaker  from  exhaustion  and  lack  of  nourishment. 
The  next  morning,  the  third  morning  of  the  labor,  another  phy- 
sician was  called,  who,  after  examining  her,  said  that  the  labor 
was  slow  on  account  of  ' '  dropsy ' '  of  the  abdomen  that  was  pres- 
ent and  complicating  the  pregnancy.  He  prescribed  and  told 
her  that  the  labor  would  soon  be  completed.  That  same  evening 
and  the  next   morning—the  morning  of  the  day  I  saw  her— 
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he  called  again  and  said  that  it  was  a  bad  case  on  account  of  the 
dropsy.  I  found  the  cervical  os  dilated  about  one-half  of  its 
full  extent  and  a  fetal  head  swimming  near  the  inlet.  I  recog- 
nized the  case  at  once  as  one  of  hydramnion,  and,  as  the  urgency 
was  great,  I  ruptured  the  membranes  boldly  and  let  the  amniotic 
fluid  flow  out  freely.  About  six  quarts  came  away  at  once  into  a 
basin  held  for  the  purpose,  and  a  considerable  quantity  flowed 
out  slowly  later,  keeping  the  bed  saturated  in  spite  of  frequent 
changes.  Her  breathing  improved  at  once,  and  the  pulse  within 
an  hour  was  down  to  120.  Very  soon  afterward  she  was  able  to 
retain  water,  and  in  about  one  hour  took  and  retained  a  cupful  of 
half  milk  and  half  coffee.  About  six  hours  later  I  was  called 
again,  and  found  that  the  general  condition  of  the  woman  was 
fair.  She  had  taken  tea  with  milk  several  times,  had  retained 
everything,  had  no  temperature,  and  her  labor  pains  had  been 
growing  in  strength  since  I  left.  Upon  examination  I  found  the 
head  well  down  in  the  pelvis,  but  it  was  a  brow  presentation.  I 
tried  every  way  to  convert  it  into  a  face  or  an  occiput  presenta- 
tion, but  the  head  was  large  and  firmly  fixed  in  the  pelvis  and 
would  not  budge.  After  waiting  about  two  hours  and  a  halfr 
and  no  progress  made,  I  applied  forceps,  giving  spinal  anesthesia. 
With  the  use  of  considerable  force  the  head  was  born,  and  thenr 
taking  off  the  forceps,  I  delivered,  but  with  a  great  deal  of 
trouble,  the  trunk.  The  child  was  very  large  and  fat  across  the 
shoulders,  which  offered  the  resistance  to  the  ready  birth  of  the 
body.  I  omitted  to  state  that  it  was  a  case  of  occiput  to  the  right 
and  posterior.  The  child  was  dead  and  the  beginning  of  macer- 
ation showed  that  it  had  been  dead  for  some  time.  The  woman 
made  a  good  recovery.     There  was  no  sign  of  Bright 's  disease. 

There  are  two  features  of  interest  in  this  case :  First,  that  the 
hydramnion  gave  the  patient  no  serious  discomfort  until  labor 
pains  began.  Before  labor  began,  her  abdominal  walls  being 
very  lax,  the  great  accumulation  of  fluid  was  accommodated  and 
no  pressure  symptoms  appeared.  After  labor  pains  began  the 
contraction  of  the  abdominal  wall  forced  the  fluid  in  the  only  di- 
rection it  could— that  is,  upward— and  then  began  the  pressure 
symptoms,  manifested  by  vomiting  and  labored  breathing  and 
heart  action.  This  is  a  matter  of  hydrostatic  principles.  The 
second  unusual  feature  was  the  causation  of  the  brow  presenta- 
tion. Upon  examination  of  the  dead  fetus— which,  by  the  way, 
weighed  twelve  pounds— I  found  that  its  neck  was  so  short  and 
its  chest  so  fat  that  it  was  impossible  to  flex  or  extend  the  head 
enough  to  make  an  occiput  or  face  presentation. 

Dr.  Gustav  Kolischer.— I  would  like  to  ask  Dr.  Weber  what 
manipulations  he  used  to  change  the  presentation  of  the  head. 

Dr.  Weber.— It  was  impossible  to  use  any.  The  fetal  head 
was  wedged  in  so  tightly  that  I  could  not  push  the  occiput  up 
nor  the  face  down. 

Dr.  Kolischer.  — I  understood  Dr.  Weber  to  say  that  it  was 
impossible  by  manipulation  to  change  a  brow  presentation  into 
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either  an  occipital  presentation  or  face  presentation.  I  cannot 
imagine  a  reason  which  would  induce  an  obstetrician  to  change 
any  kind  of  presentation  into  a  fact-  presentation — one  of  the 
most  difficult  presentations  to  deliver  a  child  we  know  of.  I  do 
not  think  any  obstetrician  could  be  induced  to  change  a  brow 
presentation  into  a  face  presentation— that  is.  change  a  less  dif- 
ficult presentation  into  a  more  difficult  one. 

The  second  point  in  this  ease  is  interesting,  because  it  re- 
minds us  that,  if  we  rupture  the  bag  of  waters,,  in  particular 
if  it  is  a  hydramniotie  bag.  it  is  a  paramount  duty  of  the  ob- 
stetrician to  watch  carefully,  to  do  all  he  can  to  induce  the 
appropriate  part  of  the  fetus— in  this  case  the  head— to  enter 
the  pelvis  at  once.  It  is  a  well-known  fact  that  if  we  rupture 
the  bag  of  waters  the  umbilical  cord  prolapses,  otc,  so  it  is  the 
first  duty  of  the  obstetrician  to  induce  the  head  to  enter  the  pelvis 
in  a  favorable  position.  I  do  not  think  it  is  right  to  rupture  the 
bag  of  waters  and  leave  the  patient  for  six  or  seven  hours,  then 
go  back  again  and  be  surprised  at  a  brow  presentation.  That  is 
the  most  important  point  in  this  report. 

Dr.  Joseph  B.  De  Lee.  — The  points  brought  out  by  Dr.  Kol- 
ischer  are  well  taken  in  connection  with  this  case.  With  reference 
to  the  causation  of  brow  presentation.  Dr.  "Weber  will  find  ref- 
erence to  that  in  the  last  work  of  A  hi  f  eld;  that  is.  short-necked, 
fat  children  are  liable  to  be  found  in  face  and  brow  presenta- 
tions. Second,  the  causation  of  the  dyspnea  and  rapid  heart 
in  hydramnion :  another  explanation  which  is  closer  to  the 
facts,  and  is  a  little  more  forcible  to  me.  is  that  the  hydramnion 
was  getting  worse  toward  the  end  of  pregnancy,  because  the 
woman  was  in  false  labor  two  or  three  days  before  Dr.  Weber 
saw  her.  which  labor  threw  so  much  work  upon  the  already  over- 
burdened heart  that  it  had  not  sufficient  strength  to  meet  the 
demand.  The  hydrostatic  explanation  of  the  dyspnea  does  not 
appeal  to  me  very  much,  because  in  analogous  instances  we  do 
not  find  the  uterus  rises  up  and  presses  upon  the  heart  and 
lungs. 

Dr.  Rudolph  AY.  Holmes.— In  cases  of  hydramnion  labor  can- 
not advance  until  some,  at  least,  of  the  licjuor  amnii  is  removed. 
Rupturing  the  membranes  means  more  or  less  complete  escape  of 
the  waters,  which,  without  engagement  of  the  presenting  part. 
is  unfavorable.  Two  courses  are  open:  First,  if  the  os  admits 
two  fingers  the  membranes  may  be  ruptured,  and.  as  the  waters 
drain  away.  Hicks'  version  performed.  By  the  time  the  version 
is  consummated  and  the  leg  brought  down  sufficient  liquor  amnii 
will  have  escaped  to  allow  proper  uterine  action:  then  the  at- 
tendant is  master  of  the  situation.  Second,  if  the  os  is  closed 
the  water  may  he  allowed  to  escape  slowly  after  rupture  of 
membranes  by  placing  a  rubber  bag  in  the  vagina  and 
filling  it:  when  the  uterus  is  partially  evacuated  the  fetus 
may  he  outlined,  and  then  if  the  head  presents  it  may  he 
fixed  by  the  method  of  Hofmeier.     This  latter  method  is  open 
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to  criticism  in  that  the  fetus  in  eases  of  hydramnion  tends  to  take 
abnormal  positions,  as  it  did  in  this  ease,  although  its  position 
may  be  ascribed  rather  to  the  short  neck  than  hydramnion. 
( fenerally  it  may  be  stated  version  offers  better  results  in  hydram- 
nion when  the  head  is  floating  than  fixation  of  the  head. 

I  cannot  agree  with  Dr.  Kolischer's  statement  that  a  brow  pres- 
entation is  more  favorable  than  a  face.  I  have  always  taught 
my  classes  to  bring  down  the  face,  brow  anterior,  thus  securing  a 
niento-anterior  position;  for  if  the  occiput  is  brought  down  an 
oecipito-posterior  is  produced.  This  commonly  is  the  cause  of  a 
brow  or  face  presentation,  and  the  same  causes  which  originally 
resulted  in  the  brow  presentation  would  again  operate.  Here 
possibly  a  version  would  be  better  than  manual  correction  and  a 
secondary  manual  rotation  of  the  occiput  to  the  front.  /''  r 
contra,  if  the  brow  is  posterior,  by  bringing  down  the  occiput  we 
gel  a  favorable  occiput  anterior.  Brow  presentations  mean  that 
the  largest  diameter  of  the  fetal  head  must  pass  through  the  pel- 
\  is.  which  by  no  means  is  the  case  in  face  presentations.  With  a 
roomy  pelvis  and  a  head  normally  large  it  is  an  exceedingly  slow 
and  laborious  task  for  the  uterus  to  expel  a  fetus  with  the  brow 
presenting,  which  is  not  the  case  in  mento-anterior  positions. 

Dr.  Weber  (closing  the  discussion).  —  I  reported  this  case  very 
briefly,  and  on  that  account  I  did  not  bring  out  many  of  the 
points  that  have  been  touched  upon.  As  to  leaving  the  woman 
immediately  after  rupturing  the  membranes,  I  did  not  leave 
her  until  she  was  in  fairly  good  condition  and  the  head  was  pre- 
senting. I  could  not  make  out  exactly  whether  it  was  a  brow 
presentation  at  that  time.  There  was  no  prolapse  of  the  um- 
bilical cord  nor  of  the  arm.  I  saw  to  this  and  other  things 
before  I  left.  As  to  the  possibility  of  the  baby  being  alive,  I 
spent  half  an  hour  with  the  stethoscope,  after  relieving  the 
woman  of  the  hydramnion,  trying  to  get  fetal  heart  tones,  but 
'■"ii Id  not  do  so,  so  I  felt  sure  that  the  baby  was  dead.  The 
occiput  was  to  the  rear,  in  the  third  position. 

Dr.  S.  L.  Weber  read  a,  paper  entitled 

SPINAL  AXKSTHESIA.1 

Dr.  Gustav  Kolischer.  — This  paper  is  rather  a  surprise  to 
me.  I  thought  that  spinal  anesthesia  had  been  sufficiently  ex- 
ploited by  sensation  and  advertisement-craving  surgeons.  If 
we  want  to  judge  upon  a  method  of  anesthesia,  we  must  first 
have  clear  ideas  as  to  the  demands  which  we  put  upon  the 
method  of  anesthetizing  a  patient.  First,  we  have  to  be  sure 
that  we  are  able  to  put  a  patient  under  general  anesthesia  with 
the  same  certainty  as  we  can  do  so  by  administering  chloro- 
form or  ether.  Second,  the  new  method  should  at  least  be  no 
more  dangerous  than  chloroform  or  ether  narcosis.  Third,  the  re- 
mote sequelae  of  this  new  method  should  not  be  more  serious  than 
those  of  our  usual  methods.  I  would  mention  that,  if  we  have  to 
'See  original  article,   p    297. 
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deal  with  very  nervous  patients,  the  administering  of  morphine 
or  chloral  before  commencing  with  chloroform  or  ether  is  a  very 
expedient  means.  It  is  to  be  admitted,  I  believe,  even  by  the 
enthusiastic  advocates  of  spinal  anesthesia,  that  in  a  consider- 
able number  of  patients  they  absolutely  fail  to  produce  any 
kind  of  anesthesia,  so  we  never  know  whether  we  are  going  to 
succeed  in  putting  a  patient  under  anesthesia  by  spinal  cocaine 
injection.  As  to  the  dangers,  the  rosy  views  of  Dr.  "Weber  can 
be  easily  dispelled  by  a  little  thought  on  this  subject.  Although 
his  figures  concerning  the  death  rate  are  too  low,  we  can  even 
prove  by  his  statistics  how  much  more  dangerous  spinal  anes- 
thesia is  than  the  use  of  chloroform  or  ether.  He  informs  us 
that  11  deaths  are  reported  in  about  3,000  cases  of  spinal  anes- 
thesia, whereas  the  statistics  of  chloroform  anesthesia  show  that 
1  death  occurs  in  from  6.000  to  12,000  cases,  according  to  dif- 
ferent statistics.  Even  the  most  unfavorable  reports  count  only 
1  death  in  3,000  cases.  That  shows  that  spinal  anesthesia  is  ten 
and  twenty  times  more  dangerous  than  chloroform  narcosis. 
By  a  great  many  authors  ether  is  considered  less  dangerous  than 
chloroform.  I  think  these  figures  speak  for  themselves.  I 
furthermore  want  to  mention  that  since  Schleiclrs  mixture  was 
adopted,  for  instance  at  Schauta's  clinic,  no  death  was  reported 
from  narcosis  inside  of  five  years.  Other  operators  report  in 
the  same  way.  Everybody  who  is  familiar  with  the  effects  of 
cocaine  on  the  human  system  knows  how  extremely  dangerous 
the  drug  is.  In  Vienna,  Paris,  Berlin  deaths  have  been  reported 
immediately  following  the  application  of  weak  cocaine  solutions 
in  the  bladder.  In  one  case  the  patient  died  inside  of  a  few 
minutes,  although  the  bladder  was  washed  out  immediately  and 
stimulants  were  used.  We  know  of  a  famous  physician  in  St. 
Petersburg  who  committed  suicide  after  he  had  killed  his  mis- 
tress by  a  hypodermatic  cocaine  injection  applied  in  order  to 
produce  local  anesthesia.  We  know  that  a  great  many  individ- 
uals manifest  a  decided  idiosyncrasy  against  cocaine,  and  we 
have  no  possible  way  to  recognize  this  idiosyncrasy  before  the 
fatal  error  has  occurred.  We  have  a  great  many  effective 
methods  of  dealing  with  syncope  and  asphyxiation  from  chloro- 
form or  ether,  but  in  cases  of  cocaine  poisoning  we  can  do 
nothing  effective  for  the  patient.  As  to  the  remote  consequences 
of  cocaine  anesthesia,  if  we  consider  the  reports  of  Dr.  Weber, 
there  were  no  bad  after-effects  in  150  cases.  This  statistic  is 
rather  unique.  All  other  authors  who  report  on  spinal  an- 
esthesia admit  that  in  quite  a  number  of  cases  bad  after-effects 
have  been  observed.  As  to  the  remote  consequences,  I  know 
of  two  very  serious  cases  right  here  in  Chicago.  One  is  a  woman 
who  is  an  absolute  invalid  now  for  almost  two  years  since  spinal 
anesthesia  was  administered  to  her.  The  other  woman  suffers  since 
this  method  was  tried  on  her.  from  an  extremely  severe  hysteria. 
A  prominent  neurologist  considers  her  incurable.  I  know  of  two 
cases   of   damage   suits   following   spinal   anesthesia,    in    which 
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cases  the  physician  had  to  settle  with  his  victims,  because  a 
prominent  medical  man  in  town  who  is  conversant  with  legal 
matters  told  him  that  he  had  no  earthly  chance  to  win  his  suits. 
The  doctor  has  recommended  spinal  anesthesia  in  obstetrics  and 
said  that  we  can  use  it  to  great  advantage  in  this  kind  of  work. 
In  most  cases  we  do  not  care  so  much  for  the  anesthesia,  in  ob- 
stetrical work,  as  for  the  relaxation  of  the  abdominal  muscles 
and  of  the  uterus.  The  point  that  Dr.  AVeber  made,  that,  on 
.account  of  the  contraction  of  the  uterus  which  follows  the  use  of 
cocaine,  it  is  more  difficult  to  pass  the  hand  next  to  the  fetus, 
does  not  count  for  much.  The  point  is  that  the  danger  of  rup- 
turing the  uterus  is  greater  if  it  is  in  such  a  condition.  If  Dr. 
AVeber  informs  us  that  Tuffier  has  never  attributed  any  of  the 
deaths  he  reported  to  the  specific  effect  of  cocaine,  that  only 
goes  to  show  that  Tuffier  is  not  very  particular  about  the  method 
of  painting  his  statistics.  One  of  the  originators  of  spinal  anes- 
thesia, Bier,  stated  in  a  recent  publication  that  this. method  is 
by  no  means  ready  for  general  use,  and  he  cautions  most  em- 
phatically against  its  extensive  adoption.  Dr.  "Weber  says  that 
he  uses  it  in  cases  where  chloroform  or  ether  is  contraindicated. 
He  enumerated  so  many  different  cases  of  surgical  intervention 
that  I  can  hardly  see  how  in  all  these  150  eases  there  were  con- 
traindications to  chloroform  anesthesia. 

In  summing  up  I  want  to  say:  If  we  look  over  the  statistics 
given  upon  spinal  anesthesia,  I  cannot  see  how  a  physician  could 
use  this  method  if  he  does  not  want  to  take  chances  with  his 
patients'  lives  in  order  to  do  and  publish  something  new. 

Dr.  Emil  Ries.  — I  believe  Dr.  Weber  mentioned  that,  so  far 
as  he  knew,  no  death  from  spinal  anesthesia  had  been  reported 
in  America.  I  wish  to  say  that  Dr.  Carl  Andersen,  of  this  city, 
reported  such  a  death  before  the  Mississippi  Valley  Medical  As- 
sociation at  its  meeting  held  in  Asheville. 

Dr.  Charles  S.  Bacon.— Dr.  Kolischer  ?s  criticism  of  the  paper 
is  too  severe.  His  criticism  is  based  on  one  or  two  statements  for 
which  we  are  obliged  to  accept  the  word  of  Dr.  Kolischer,  but 
which  I  think  ought  to  be  supported  by  references. 

For  example,  the  question  as  to  the  danger  of  chloroform  and 
ether  is  not  settled  by  the  statement  that  1  death  occurs  in 
8,000  or  in  20,000  cases.  The  statistics  of  both  chloroform  and 
ether  deaths  are  notoriously  difficult  to  get  at.  The  figures  given 
by  Dr.  Kolischer  are  too  low.  We  are  justified,  with  proper  pre- 
cautions, in  continuing  the  investigation  of  anything,  if  it 
promises  results,  and  so  I  think  it  is  timely  and  wise  that  we  have 
listened  to  such  a  report  to-night. 

An  interesting  and  important  question  is  that  of  the  use  of 
cocaine  anesthesia  in  heart  disease.  Recent  discussions  on  this 
subject  seem  to  show  that  the  danger  from  chloroform  and  ether 
is  not  particularly  great  in  cases  of  simple  valvular  heart  dis- 
ease, but  rather  in  cases  of  myocarditis.     I  should  be  glad  to 
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know  what  the  prospect  is  for  the  use  of  cocaine  anesthesia  in 
such  cases. 

Furthermore,  I  was  left  in  doubt  a  little  as  to  the  effect  of  sub- 
arachnoid anesthesia  on  shock.  At  first  I  got  the  impression 
that  it  was  favorable  to  shock,  but  there  were  some  things  said 
which  led  me  to  believe  that  it  was  not  favorable.  That,  of 
course,  is  an  important  question  to  be  investigated. 

Dr.  Kolischer.  — I  want  to  say,  in  reply  to  Dr.  Bacon,  that 
the  figures  mentioned  by  me  were  taken  from  the  statistics  of 
the  Hyderabad  Commission.  Furthermore,  I  would  ask  Dr. 
Bacon  what  the  proper  precautions  in  the  use  of  cocaine  are. 

Dr.  Bacon.  — I  cannot  answer  that  question :  but  I  am  not  quite 
certain  that  Dr.  Kolischer 's  statement  in  regard  to  the  statistics 
of  the  Hyderabad  Commission  is  correct. 

Dr.  Frank  E.  Pierce.  — I  have  never  seen  this  method  of  an- 
esthesia used,  and  consequently  the  impressions  I  have  gained 
from  it  have  come  from  reports  of  cases  and  statistics.  I  agree 
with  Dr.  Bacon  that  Dr.  Kolischer  is  rather  premature  in  making 
such  a  radical  attack  on  this  method.  That  this  method  of  an- 
esthesia, used  as  a  substitute  for  general  anesthesia,  has  a  field 
in  selected  cases  there  can  be  no  doubt. 

There  are  a  few  points  to  be  noted  in  connection  with  the 
paper  which  reports  of  other  cases  show,  and  those  relate  to  the 
effect  of  the  drug  and  substitutes  for  the  drug.  Tropacocaine 
is  mentioned  by  him.  A  report  of  sixteen  cases  has  been  given 
to  test  this  drug  in  comparison  with  cocaine,  and  it  has  been 
found  that  many  of  the  depressing  physiological  effects  of  the 
cocaine  are  avoided. 

As  to  the  dose  of  the  drug,  I  believe  Dr.  Weber  stated  that  he 
had  used  three-tenths  of  a  grain  in  his  cases.  In  the  majority  of 
cases  reported  the  dose  is  given  as  one-fifth  of  a  grain,  and  the 
depressing  effects  which  have  followed  in  cases  have  been  where 
excessive  doses  have  been  given,  that  is,  above  one-fifth  of  a 
grain. 

Dr.  Weber  has  mentioned  the  impracticability  of  resorting 
to  this  form  of  anesthesia  in  abdominal  work.  The  percentage 
of  cases  where  nausea  and  vomiting  have  occurred  is  shown  in 
Tuffier's  cases  to  be  at  least  forty  per  cent:  and  while  in  Dr. 
Weber's  cases  nausea  has  disappeared  a  short  time  after  the 
anesthetic  has  been  given,  in  some  of  the  cases  reported  by 
others  the  nausea  went  mi  to  vomiting;,  and  the  vomiting  had  re- 
sulted badly  for  the  patient  during  the  operation,  in  that 
through  the  straining  of  vomiting  the  bowels  were  pushed  down 
through  the  opening,  etc.  This  method  should  not  be  selected 
unless  other  forms  of -anesthesia  are  contraindicated. 

In  relation  to  the  zone  of  anesthesia,  it  may  be  interesting 
to  mention  a.  case  which  was  reported  to  me  by  a  physician  who 

was  present  at  the  time  of  11 peration.     It  shows  the  value  of 

this  form  of  anesthesia  in  selected  cases  and  the  area  of  anes- 
thesia  which   is  produced.     This  case  was  a  woman,  about  40 
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years  of  age,  who  first  consulted  the  late  Dr.  Christian  Fenger 
for  a  very  large  fibroid  of  the  uterus  which  reached  to  the  eusi- 
I'orm  cartilage  and  caused  a  good  deal  of  dyspnea.  After  a  care- 
ful examination  by  him.  Dr.  Fenger  referred  the  case  to  the 
Presbyterian  Hospital  for  further  examination.  The  patient  was 
seen  by  Dr.  Webster.  Dr.  Herrick  examined  the  woman  because 
she  presented  cardiac  symptoms  which  were  very  distressing.  It 
was  the  general  opinion  among  all  of  them  that  no  operation 
should  be  done,  because  the  patient  was  unable  to  stand  a  gen- 
eral anesthetic.  She  was  discharged  from  the  hospital  and  came 
under  the  care  of  a  physician  who  lives  just  outside  of  the  city 
limits.  He  decided  to  try  spinal  anesthesia  in  her  case.  He  had 
no  hospital  facilities  or  assistants;  but  in  the  kitchen  of  the 
house  where  she  lived  he  injected  cocaine  solution  into  the  sub- 
arachnoid space,  the  dose  of  which  I  am  uncertain.  Owing  to 
the  very  large  size  of  the  tumor  an  incision  had  to  be  made  as 
high  up  in  the  abdominal  wall  as  possible,  to  the  ensiform  car- 
tilage, from  there  down  to  the  pubes.  The  tumor  was  removed 
through  this  incision,  and  a  total  hysterectomy  was  done.  The 
operation  lasted  about  two  hours.  The  patient  during  the  oper- 
ation showed  no  signs  of  heart  disturbance,  and  no  pain,  showing 
that  the  effect  of  the  drug  had  reached  a  higher  level  than  the 
umbilical  line.  The  only  pain  the  patient  complained  of  was 
in  placing  the  last  three  upper  sutures  in  the  abdominal  wall. 
During  the  operation  the  patient  was  quiet:  she  had  no  nausea, 
no  vomiting,  so  that  these  complications  were  avoided.  She  took 
some  nourishment  during  the  operation,  namely,  three  glasses 
of  milk  and  ate  two  or  three  pieces  of  bread,  and  her  recovery 
was  uneventful.  She  subsequently  walked  into  the  doctor's  of- 
fice in  apparently  perfect  health. 

This  case  illustrates  in  a  striking  manner  how  this  method  of 
anesthesia  is  of  great  value  in  selected  ca°es.  Unquestionably 
this  woman  would  have  died  if  she  had  taken  a  general  anes- 
thetic to  be  operated  on.  because  of  the  bad  condition  of  her 
heart. 

Another  point  of  interest  is  with  reference  to  the  physiological 
action  of  cocaine.  Of  150  cases  reported  by  Galvani,  in  Athens, 
in  12  there  were  involuntary  movements  of  the  bowels  during  the 
operation.  This  has  been  explained  by  some  as  being  due  to 
relaxation  of  the  sphincter.  Whether  it  is  that  or  not  I  do  not 
know,  but  in  general  the  reports  which  have  been  given  are  to  the 
effect  that  muscular  tone  is  not  lost.  It  would  he  interesting 
to  know  just  what  the  cause  of  the  bowel  evacuation  was  in  those 

cases. 

Dr.  YV  erer.—  Dr.  Kolischer  is  entirely  too  radical  in  his  ob- 
jection to  this  method  of  anesthesia.  I  distinctly  stated  in  my 
paper  that  at  present  I  would  not  use  spinal  anesthesia  if  chloro- 
form or  ether  could  he  given.  This  method  of  anesthesia  should 
he  learned  by  all,  so  that  in  any  case  where  ether  or  chloroform  is 
contraindicated  it  can  he  used.    Whenever  general  anesthesia  is 
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impossible  or  strongly  eontraindicated,,  this  method  comes  in  as 
a  great  aid.  I  do  not  wish  to  be  understood  as  saying  that  gen- 
eral anesthesia  was  eontraindicated  in  the  152  cases  I  have  had 
in  which  I  resorted  to  this  method.  In  many  of  them  I  resorted 
to  spinal  anesthesia  to  familiarize  myself  with  the  method  and  to 
find  out  possibilities  of  it.  There  was  only  a  small  number  of  the 
152  cases  in  which  it  was  absolutely  necessary  to  use  spinal  an- 
esthesia; general  anesthesia  could  as  well  have  been  given.  I 
think  it  is  the  duty  of  every  physician  to  familiarize  himself 
with  a  method  which  may  save  life  and  enable  him  to  do  an 
operation  which  otherwise  could  not  be  performed.  According 
to  the  statement  of  Dr.  Kolischer,  there  were  many  cases  in  which 
no  anesthesia  could  be  induced.  He  does  not  speak  from  per- 
sonal experience.  In  the  literature  of  the  subject  a  number  of 
cases  are  reported  where  anesthesia  could  not  be  induced.  Why  ? 
Simply  because  of  lack  of  experience  with  the  method.  When  one 
is  thoroughly  familiar  with  the  technique  of  this  method  he  can 
induce  anesthesia  in  every  case.  In  many  cases  failure  to  intro- 
duce the  needle  into  the  subarachnoid  space  and  inject  the  co- 
caine solution  while  the  cerebro-spinal  fluid  is  escaping  drop  by 
drop  is  responsible  for  lack  of  success. 

With  reference  to  the  mortality  following  this  method  of  anes- 
thesia. I  wish  to  say  that  I  have  had  no  deaths  and  no  alarming 
symptoms.  I  gave  the  number  of  deaths  folio-wing  this  method 
in  foreign  countries,  as  found  in  medical  literature.  I  do  not 
claim  infallibility  for  this  method,  and  I  am  susceptible  of 
change  in  my  opinions  with  further  experience.  I  think  the 
method  is  valuable,  and  can  be  used  in  selected  cases  where  ether 
or  chloroform  is  eontraindicated.  Let  us  suppose  that  a  phy- 
sician in  a  small  town  is  called  to  a  patient  with  strangulated 
hernia  which  ought  to  be  operated  upon  at  once.  He  cannot 
get  anybody  to  give  anesthesia ;  what  is  he  to  do  .' 

Dr.  Kolischer.— Use  Schleich's  method. 

Dr.  Weber.  — I  don't  know  about  that.  But  one  can  resort 
to  spinal  anesthesia  and  proceed  alone  with  the  operation. 


Stated  Meeting,  May  16,  1902. 
The  President,  Lester  E.  Frankenthal,  M.D..  in   the  Chair. 

A    CASE   OF    MYXOSARCOMA. 

Dr.  T.  J.  Watkins. — I  have  a  specimen  to  show  of  myxosar- 
coma. Pathological  report  by  Dr.  E.  B.  Hoag,  Assistant  Path- 
ologist to  St.  Luke's  Hospital: 

The  tumor,  mass  removed  weighed  in  the  neighborhood  of 
twenty  pounds.  Extensive  degeneration  and  many  large  and 
small  cysts  were  found.  The  uterus  was  much  thickened  and 
showed  great  increase  in  fibrous  tissue.     A  large  cyst  containing 
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perfectly  clear  serum  was  punctured  and  some  of  the  fluid  trans- 
ferred to  agar  tubes.  No  growth  was  obtained.  Sections  were 
cut  on  the  freezing  microtome  from  various  parts  of  the  tissue  re- 
moved. All  of  them  showed  about  the  same  condition,  namely, 
much  myxomatous  degeneration  and  the  presence  of  round  sar- 
comatous cells.  A  diagnosis  of  myxosarcoma  was  therefore  made. 
There  was  also  present  quite  an  extensive  small  round-cell  infil- 
tration. 

The  history  of  this  case  is  interesting,  in  that  the  increase  in 
size  of  the  tumor  was  very  rapid  during  the  last  week.  The  tumor, 
extending  from  the  bottom  of  the  pelvis,  filled  the  entire  abdomen 
and  involved  the  uterus  and  left  ovary.  It  was  so  extremely  fri- 
able that  in  removing  it  masses  broke  off,  as  you  will  see  in 
examining  the  specimen,  and  the  degeneration  was  so  extensive 
that  almost  no  bleeding  occurred  from  the  torn  surface  of  the 
tumor.  The  degeneration  was  so  far  advanced  that  in  about 
twenty  of  the  first  sections  that  were  made  only  myxomatous 
tissue  could  be  found,  so  that  it  was  only  after  considerable  inves- 
tigation that  sarcoma  was  diagnosed.  The  patient  left  the  operat- 
ing table  in  as  good  condition  as  when  she  was  put  upon  it,  the 
pulse  practically  the  same ;  and  the  pulse  remained  of  good  char- 
acter for  about  twelve  hours,  then  it  gradually  began  to  get  faster 
and  softer.  Patient  died  about  thirty-six  hours  after  the  opera- 
tion. It  is  difficult  to  know  to  what  to  attribute  the  death.  The 
tumor  was  sterile,  and,  as  great  care  was  taken  in  the  technique, 
I  do  not  believe  infectious  material  was  introduced.  There  was 
practically  no  loss  of  blood,  as  all  the  surfaces  were  clamped  be- 
fore they  were  cut.  and  I  feel  certain  that  there  was  no  hemor- 
rhage after  the  operation.  In  the  literature  of  this  subject  I  find 
it  stated  that  these  degenerative  tumors,  which  are  sterile,  do  con- 
tain toxins;  but  I  fail  to  find  any  experimentation  along  that 
line,  and  it  would  seem  that  death  must  have  been  due  to  an 
acute  toxemia,  the  toxins  having  been  liberated  b}'  the  breaking- 
down  of  the  tumor  in  its  removal.  In  a  few  cases  where  large 
degenerative  tumors  have  been  removed  the  patients  appear  to 
have  had  an  acute  toxemia. 

CARCINOMA. 

Dr.  Lester  E.  Frankenthal.  — I  present  this  case  on  account 
of  the  unusual  occurrence  of  malignant  degeneration  in  a  fibroid 
tumor  of  the  uterus,  Cullen  reporting  only  two  cases  in  his 
entire  series.  The  patient,  Mrs.  A.  D.,  66  years  of  age,  German, 
was  admitted  to  the  Michael  Reese  Hospital  May  9,  1902.  She 
had  the  menopause  at  50  years  of  age.  Five  years  after  this, 
which  was  about  ten  years  ago,  the  patient  had  profuse  hem- 
orrhages lasting  for  two  or  three  months,  but  no  more  until  about 
six  weeks  ago.  Since  then  she  has  had  profuse  hemorrhages  of 
"red"  blood  and  large  clots.  No  pain  accompanied  the  hemor- 
rhages.    She  has  lost  about  twenty  pounds  in  weight,     She  has 
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been  troubled  with  frequent  micturition.  She  has  had  six  chil- 
dren. 

A  physical  examination  was  made  May  10.  Head  and  neck 
negative.  Lungs:  A  few  whistling  rales  anteriorly,  otherwise 
negative.  As  to  the  heart,  there  is  a  slight  accentuation  of  the 
second  pulmonic  sound,  but  no  murmurs  present.  The  sounds 
are  somewhat  distinct.  Abdomen:  Linea  nigra  to  umbilicus, 
slight  diastasis  of  recti.  In  the  right  inguinal  region  a  hard 
tumor  can  he  palpated,  extending  nearly  to  the  umbilicus.  Fin- 
gers are  somewhat  deformed,  and  a  slight  grating  felt  in  phalan- 
geal joints.  Reflexes  present.  Patient  is  a  well-developed  indi- 
vidual, with  abundant  adipose  tissue.  She  has  some  dyspnea. 
Skin  soft  and  rather  inelastic,  showing  a  number  of  varices. 

Examination  of  the  genitalia  discloses  a  perineal  laceration. 
rectocele  and  cystoeele.  Vaginal  walls  very  lax.  Cervix  points 
almost  directly  backward,  is  of  normal  size,  and  is  harder  than 
normal.  The  laceration  is  such  that  the  os  opens  to  the  right,  and 
to  the  left  is  felt  a  hard,  irregular  protrusion.  Uterus  is  ante- 
flexed,  anteverted.  and  immovable,  and  about  the  size  of  a  goose 
eoo-,  very  hard,  and  presents  some  irregularities  of  the  surface. 
To  the  right  of  the  uterus  and  intimately  connected  with  it 
is  a  hard,  smooth  tumor  about  tin-  size  of  an  orange.  This 
tumor  is  firmly  fixed  and  gives  no  sensation  of  fluctuation. 
Large  clots  of  blood  were  passed  after  she  entered  the  hospital. 
During  her  stay  in  the  hospital  her  temperature  was  not  higher 
than  100°  F. ;  the  ptdse  ranged  between  68  and  92.  and  the 
respirations  between  20  and  28.  Diagnosis:  fibromyoma  of 
uterus  and  probable  malignant  degeneration. 

On  admission  to  the  hospital  she  was  given  strychnine  sul- 
phate, one-fortieth  grain  every  six  hours,  and  kept  on  a  sofl 
diet  with  quantities  of  fluids.  On  the  fourth  day  she  was  pre- 
pared and  taken  to  the  operating  room.  The  anesthetic  used  was 
chloroform,  of  which  she  received  forty  grammes  in  fifty  minutes. 
After  preparing  both  the  vagina  ami  the  abdomen  for  operation, 
and  after  vaginal  and  abdominal  palpation,  a  median  incision 
was  made,  about  four  inches  long,  between  the  symphysis  pubis. 
and  the  umbilicus;  the  peritoneum  was  picked  up  and  divided 
between  tissue  forceps,  and  the  opening  enlarged  by  digital  trac- 
tion. The  intestines  ami  omentum  were  pushed  away  from  the 
tumor  and  retained  by  large  gauze  sponges.  A  slight  intestinal 
adhesion  on  the  left  of  the  tumor  was  broken  up.  and  a  thin. 
grayish  fluid  oozed  from  the  injured  surface  of  the  tumor.  The 
tumor  was  examined  and  found  to  be  densely  adherent  posteriorly 
and  laterally:  small  nodules  were  found  on  the  peritoneum,  so 
that  an  operation  was  not  deemed  advisable.  There  was  also  lym- 
phatic involvement.  The  wound  was  then  closed  with  deep  silk- 
worm sutures  and  a  few  superficial  stitches:  a  strip  of  gauze 
iodoform  was  left  as  drainage  over  the  oozing  patch  on  the  tu- 
mor. The  preparatory  work  took  more  than  thirty  minute-. 
which  was  criticised  at  the  lime.    A  dry  dressing  was  applied  ;  the 
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patient  was  put  to  bed  at  11 :30  a.m.  with  a  pulse  of  72  and  respi- 
rations of  28.  About  fifteen  minutes  later  the  pulse  became  weak. 
irregular,  and  at  times  imperceptible.  The  patient  was  dyspneic, 
cyanotic,  and  very  restless.  The  extremities  became  cold,  and 
cold  perspiration  broke  out  over  the  body.  External  heat  was 
applied,  one-thirtieth  grain  of  strychnia  was  given  bypoder- 
matically,  followed  by  nitroglycerin,  one-hundredth  grain,  in  a 
lew  moments,  and  the  latter  was  repeated  a  few  moments  later. 
Inhalations  of  oxygen  were  given,  but  to  the  above  measures 
there  was  no  response,  and  the  patient  died  at  12  m. 

A  postmortem  examination  was  made.  The  incision  was 
opened  and  slightly  enlarged,  and  absolutely  no  hemorrhage  was 
found.  The  uterus  and  tumor  were  removed  with  great  diffi- 
culty because  of  the  density  of  the  adhesions  posteriorly.  The 
microscope  showed  that  a  portion  of  the  tumor  was  a  carcinoma. 

EXTRAUTERINE  pregnancy. 

Dr.  Franklin  II.  Martin.— Mrs.  E.,  housewife,  aged  23, 
American,  married  nine  years,  was  referred  to  my  service  at  the 
Post-graduate  Hospital  by  Dr.  L.  Price.  Menstrual  history: 
Puberty  at  11  years,  regular,  no  dysmenorrhea  until  the  preset! 
condition  began.  Duration  of  menses,  four  days,  and  flow  quite 
profuse.  She  was  married  at  the  age  of  14;  husband  healthy:  no 
children.  One  miscarriage  five  years  ago.  when  she  was  con- 
fined to  bed  three  months  with  chills  and  fever,  since  which  time 
she  has  had  general  pelvic  pain.  Dysmenorrhea.  Pain  and  ten- 
derness in  left  inguinal  region,  at  times  so  severe  that  patient 
is  unable  to  be  on  her  feet.  Two  years  ago.  while  flowing,  she  had 
a  sharp  pain,  when  Mow  was  very  much  increased,  amounting  to 
;i  hemorrhage,  Central  pelvic  pain  and  extreme  tenderness,  so 
much  so  that  anesthesia  was  used  for  the  purpose  of  making  an 
nination.  Nothing  was  done  at  these  examinations.  No 
curettement.  The  physician  in  attendance  is  reported  to  have 
said  the  mouth  of  the  womb  was  closed.  The  pain  and  hemor- 
rhage continuing,  a  second  anesthetic  was  given,  but  nothing  was 
'Ion,..  This  condition  continued  for  about  six  weeks.  Since  then 
the  patient  has  been  an  invalid. 

Pelvic  Examination.— External  genitalia  normal;  no  dis- 
charge. Cervix  long  and  small,  directed  upward  and  forward, 
lying  directly  back  of  the  symphysis:  fundus  posterior,  so  that 
the  uterus  lies  in  the  same  axis  as  the  normal,  but  the  poles  re- 
versed. A  tumor,  from  one  and  a  half  to  two  inches  in  diameter, 
lies  below  the  fundus  and  is  the  first  object  to  be  felt  by  the 
examining  finger.  Very  slight  pressure  causes  excessive  pain. 
Examination  under  anesthetic.  Tumor  slightly  movable;  fundus 
adherent  and  cannot  be  replaced. 

Operation.— Laparatomy.  A  median  incision  was  made. 
Uterus  was  completely  retroverted  and  adherent,  as  were  the 
tumor,  ovaries,  and  tubes.  The  adhesions  were  freed,  when  it 
was  found  the  tumor  was  situated  in  the  fimbriated  extremity  of 
the   Fallopian  tube,  which  was  greatly  enlarged  and  stretched 
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over  half  of  the  tumor.  The  tube  was  ligated  and  the  tumor  re- 
moved. The  uterus  was  brought  up  into  its  normal  position  and 
suspended  on  a  strip  of  peritoneum.  Abdominal  incision  was 
closed  by  three  layers  of  sutures.  The  peritoneum  and  fascia 
were  sutured  with  catgut,  the  skin  by  a  subcutaneous  silver-wire 
suture.  The  tumor  contains  the  remains  of  a  fetus,  the  skeleton 
being  quite  perfect. 

Dr.  Zeit's  Report.— Prof.  Zeit,  of  the  Post-Graduate  Labora- 
tory, makes  the  following  report :  Diagnosis,  lithokelyphopedion. 
Extrauterine  pregnancy,  tubo-abdominal.  The  fetus  died  while 
still  small.  The  specimen  consists  of  a  sac,  six  by  eight  centi- 
metres in  diameter,  the  Avails  of  which  are  formed  of  hard,  calci- 
fied, iibrous  tissue,  to  which  the  fimbriae  and  tube  are  adherent. 
The  fetus  is  adherent  to  the  inside  of  this  sac,  a  fairly  well  devel- 
oped skeleton  bathed  in  a  mass  of  pigment,  fat,  and  cholesterin. 
All  the  soft  tissues  are  absorbed.  The  parts  of  the  fetus  which 
are  adherent  to  the  inside  of  the  sac  are  calcified. 

GALLSTONES. 

Dr.  A.  Goldspohn.— I  have  something  here  that  is  not  of  fre- 
quent occurrence,  and  it  may  perhaps  be  an  argument  in  favor  of 
the  removal  of  the  gall  bladder  in  gall-bladder  operations.  About 
six  years  ago  I  did  a  nephrorrhaphy  and  gall-bladder  operation 
on  the  same  patient,  at  the  same  sitting.  A  large  tumor  existed 
to  the  right  of  the  navel,  and  I  was  not  able  to  decide  positively 
which  one  of  these  two  it  was.  Therefore  I  cut  for  a  floating  kid- 
ney, and  found  that  and  anchored  it,  and  then  made  an  incision 
anteriorly  and  emptied  over  one  hundred  small  gallstones.  The 
fistula  at  that  time  closed  in  about  five  weeks.  During  that  time 
several  larger  stones  were  spontaneously  discharged.  Patient 
made  a  nice  and  complete  recovery.  About  a  year  ago,  she  says, 
she  began  to  have  pain  again  and  consulted  some  other  physician, 
who  treated  her  evidently  for  recurrent  gallstones,  until  the 
pains  became  unbearable,  and  she  came  back  to  me  a  few  days 
ago,  at  which  time  I  discovered  this  hard  mass,  which  is  evi- 
elently  malignant,  in  the  outer  portion  of  the  former  sinus  in  the 
abdominal  wall.  It  was  partially  movable.  I  think  I  could  move 
it  in  all  directions  except  inward,  and  the  inward  movement 
of  it  was  impeded  by  its  attachment  to  the  rectus  fascia.  Yester- 
day I  excised  it,  which,  after  an  exploratory  incision  on  one 
side,  I  found  I  could  do  quite  completely,  there  being  no  per- 
ceptible involvement  of  the  lymphatic  glands.  Quite  a  broad 
attachment  to  the  omentum  was  ligated  off,  and  the  whole  mass 
cut  out  in  healthy  tissues,  a  reasonable  distance  away  from  the 
induration.  In  connection  with  it  I  removed  about  two  square 
inches  of  the  adjacent  thin  border  of  liver,  which  I  severed 
by  means  of  the  Paquelin  cautery  without  difficulty  as  to  hem- 
orrhage. A  piece  comprising  the  greater  portion  of  the  almost 
obliterated  gall  bladder  is  shown  on  the  specimen. 
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Dr.  Rudolph  W.  Holmes  presented 

AN  INSTRUMENT  FOR  THE  MECHANICAL  DILATATION  OF  THE  OS  AT  OR 

NEAR    TERM. 

Manual  dilatation  of  the  parturient  os  by  the  method  of  Harris 
or  Edgar  is  a  tiresome  procedure,  by  whose  completion  the  hands 
are  cramped,  stiff,  and  tired,  so  the  operator  cannot  do  justice 
to  himself  or  the  patient  in  the  subsequent  operative  work.  Ex- 
tensive lacerations  of  the  cervix  are  prone  to  occur  in  the  course 
of  manual  dilatations,  as  the  obtunded  sensibility  of  the  hands 
prevents  an  exact  estimate  of  the  power  used.  In  the  hope  of 
finding  a  substitute  for  manual  dilatation  I  have  devised  the  fol- 
lowing set  of  instruments.  As  I  have  just  to-day  received  the 
first  number  of  the  set  from  the  instrument  maker,  I  can  speak 
of  the  instruments  only  from  a  theoretical  standpoint. 

I  have  devised  a  series  of  six  cones  made  from  hard  rubber; 
their  general  outline  is  that  of  Hegar's  dilators;  if  the  instrument 
proves  practicable  it  should  be  made  entirely  of  metal.  Each 
cone  is  split  vertically  down  its  length;  in  the  proximal  end  of 
each  lateral  half  is  an  opening  into  which  the  points  of  the  ordi- 
nary Goodell-Ellinger  dilator  may  be  introduced.  The  length  of 
each  cone  is  7.5  centimetres.  The  first  five  numbers  have  diam- 
eters of  2.5,  3.5,  4.5,  5.5,  and  6.5  centimetres  respectively.  The 
usual  Goodell  dilator  opens  about  four  centimetres ;  when  a  cone 
is  placed  on  the  dilator,  practically  one  centimetre  of  this  spread 
is  lost,  giving  three  centimetres  of  effective  dilatation.  There- 
fore, when  the  cones  are  opened,  practically  ellipses  are  formed 
whose  minor  diameters  are  as  above  given,  and  whose  major 
diameters  are  these  plus  3  centimetres.  For  example :  Number 
1  has  a  sectional  diameter  of  2.5  centimetres ;  opened  it  will  pro- 
duce nearly  an  ellipse  with  the  minor  diameter  of  2.5  and  the 
major  of  5.5  centimetres. 

To  produce  complete  dilatation  the  sixth  cone  has  a  vertical 
(major)  diameter  of  9.5  and  a  horizontal  (minor)  diameter  of 
6.5 ;  opened,  a  circle  with  a  diameter  of  9.5  centimetres  is  formed. 

Method  of  Use.— The  os  must  be  dilated  by  Hegar's  dilators 
(preferably)  or  by  Goodell's  instrument  until  Number  1  may  be 
admitted.  The  anterior  lip  of  the  cervix  should  be  caught  by  a 
volsella,  and  the  vagina  opened  by  broad  specula;  this  probably 
will  be  essential  for  the  smaller  numbers,  and  possibly  unneces- 
sary, if  not  impossible,  for  the  larger  numbers.  The  Goodell, 
armed  with  the  cones,  is  introduced  into  the  cervix,  and  dilatation 
is  carried  out  as  in  the  usual  use  of  the  Goodell  instrument.  As 
soon  as  full  dilatation  with  the  first  number  is  secured  the  sec- 
ond is  quickly  substituted,  and  so  on  until  complete  dilatation 
is  obtained.  It  will  be  a  useful  expedient  to  rotate  the  cones  in 
the  course  of  the  dilatation  with  each  number,  so  different  areas 
of  the  cervix  will  be  fully  acted  upon  by  the  dilator. 

The  advantages  of  a  mechanical  dilator  over  a  manual  dilata- 
tion are  material :  there  is  no  cramping  of  the  hand,  so  the  power 
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expended  may  be  more  exactly  gauged;  the  operator  is  not 
wearied  before  the  crucial  test  of  the  delivery  and  the  perform- 
ance of  the  postpartum  procedures:  also,  at  least  with  the  smaller 
sizes,  the  eye  may  observe  the  effect  of  the  instrument  on  the 
cervix,  that  is.  if  there  be  a  tendency  to  lacerate.  Using  the  same 
care  as  in  the  application  of  Hegar's  dilators,  there  should  be  no 
danger  (if  prematurely  rupturing  the  membranes.  During  con- 
tractions it  would  seem  essential  to  remove,  or  at  least  to  par- 
tially withdraw,  the  dilator.  It  would  be  most  useful  where  the 
presenting  part  was  above  the  brim:  possibly  it  might  still  be 
used  in  appropriate  cases  when  engagement  had  occurred. 

The  objections  to  the  cones  increase  with  the  size  of  the  instru- 
ment: probably  the  largest  size.  Number  6  (9.5  by  6.5  centi- 
metres), will  be  found  to  be  entirely  inapplicable;  possibly  the 
theoretical  objections  to  this  number  will  also  obtain  for  Numbers 
4  and  5.  <  renerally  the  first  half  of  the  manual  dilatation  is  the 
most  difficult  and  tiring,  so  even  if  the  larger  sizes  are  imprac- 
ticable the  smaller  ones  will  be  a  useful  adjunct  in  hastened  deliv- 
eries. As  I  see  them,  the  objections  to  the  larger  sizes  would  be: 
(1)    they   would   be    unwieldy;    (2)    the   cones   would   so   com- 
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pletely  fill  the  vagina  that  it  would  be  difficult  to  ascertain  the 
effect  of  the  instrument  on  the  cervix,  i.e.,  imminence  of  lacer- 
ations :  the  size  has  the  advantage  of  preparing  the  vagina  for 
the  delivery,  which  would  be  of  advantage  in  primiparae;  (3)  it 
could  not  be  used  in  prolapse  of  cord  or  extremity,  as  can  the  in- 
strument of  Bossi. 

A  Goodell  dilator  armed  with  the  first  number  of  the  cones  is 
pictured  above. 

INSTRUMENT  FOR  INJECTION  OF  NORMAL  SALT  SOLUTION. 

Dr.  Joseph  B.  De  Lee.  — I  have  here  an  instrument  which,  I 
think,  possesses  signal  advantages  over  the  instruments  or 
needles  generally  used  for  the  injection  of  normal  salt  solution. 
Without  going  fully  into  the  disadvantages  of  the  other  needles, 
I  will  mention  the  advantages  of  this,  which  are : 

1.  There  is  a  handle  with  which  to  hold  the  needle  in  injecting 
the  solution.  The  ordinary  needle  has  no  handle,  and  the  rubber 
tube  sometimes  slips  off  during  the  process  of  forcing  the  needle 
through  the  skin. 

2.  The  needle  consists  of  a  single  steel  tube,  which  runs 
through  the  handle,  and  there  is  no  jog  or  offset,  so  that  a  piece 
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of  cotton  can  be  pushed  through  to  rid  the  interior  of  any  foreign 
matter. 

3.  It  has  small  lateral  openings,  so  that  the  fluid,  instead  of 
going  through  the  point  alone,  has  exits  at  the  side,  which  is  a 
distinct  advantage— the  fluid  is  more  evenly  disseminated. 

4.  The  needle  also  has  a  guard,  which  is  ventilated,  to  prevent 
rust,  and  to  keep  the  point  sharp. 

Dr.  Lester  E.  Frankenthal.— I  do  not  know  how  well  ac- 
quainted the  profession  is  with  the  Bossi  instrument,  but  I  did 
not  know  anything  about  it  when  it  was  published  first — in 
1897— until  I  read  an  article  by  Leopold  in  which  he  published 
eighteen  cases,  five  or  six  of  which  were  eclamptic  and  five  or 
six  were  primiparoe.  In  some  instances  the  os  was  so  small  that  he 
had  to  dilate  at  first  with  a  small  dilator,  like  a  Goodell  dilator, 
in  order  to  introduce  the  Bossi  instrument,  and  in  no  instance  did 
he  have  any  tears.  In  every  case  he  was  able  to  dilate,  the  long- 
est time  being  thirty-five  minutes.  I  thought,  so  well  of  the  in- 
strument—after reading  his  description  of  it  and  its  use  in  these 
eighteen  cases — that  I  was  induced  to  get  one.  The  advantage 
of  it  over  the  instrument  exhibited  by  Dr.  Holmes,  to  my  mind, 
would  be  that  the  dilatation  would  go  on  better  for  the  entire 
circumference  of  the  os.  Its  branches,  four  in  number,  work 
like  a  Goodell.  There  is  a  central  stalk,  like  the  one  in  the 
Goodell,  from  which  four  branches  bifurcate  in  pairs.  There  is 
another  dilator  which  Dr.  Holmes  did  not  mention,  and  that  is 
the  Tarnier  dilator.     I  have  never  used  it. 

OVARIAN      CYST      COMPLICATED     WITH     INFECTION     BY     THE     PNEU- 
MOCOCCUS   AND   STAPHYLOCOCCUS   ALBUS. 

Dr.  T.  J.  Watkins. — The  patient  was  sent  to  me  with  a  pelvic 
tumor  which  extended  from  the  pelvis  above  the  umbilicus,  and 
on  examination  before  anesthesia  it  was  diagnosed  as  a  uterine 
fibroid.  After  the  patient  was  anesthetized  the  body  of  the 
uterus  could  be  made  out  separate  from  the  tumor,  but  the 
uterus  was  considerably  enlarged.  On  opening  the  abdomen 
quite  a  large  ovarian  cyst  was  found  on  the  right  side,  which 
was  firmly  attached  to  the  uterus  and  nearly  covered  over  the 
fundus.  The  uterus  was  large  and  contained  a  fibroid.  The 
tumor  and  uterus  were  both  removed,  and  at  the  time  of  oper- 
ation it  seemed  certain  that  the  cyst  was  carcinomatous. 

The  pathological  report  by  Dr.  Robert  Zeit,  Pathologist  to 
St.  Luke's  Hospital:  Sections  of  the  tumor  were  cut  in  cel- 
loidin.  No  indication  of  malignancy  or  tuberculosis  was  found, 
but  there  was  an  extensive  purulent  inflammation  of  polymor- 
phonuclear leucocytes  of  all  tissues,  with  much  fibrinous  exudate 
and  necrosis.  The  appearance  of  the  sections  indicated  either 
a  staphylococcus  or  gonococcus  infection.  Some  growth  on  agar 
tubes  was  obtained,  which  proved  to  be  a  pure  culture  of  sta- 
phylococci. A  direct  smear  on  cover  glasses  made  from  the 
1  issues  under  proper  precautions  showed  a  few  diplococci  (evi- 
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dently  pneumococci).  The  infection  was  undoubtedly  mainly 
due  to  the  staphylococcus  albus,  but  the  pneumococcus  may  also 
have  played  a  part. 

This  patient  took  the  anesthetic  badly.  There  was  a  pro- 
fuse secretion  of  mucus,  although  she  showed  no  signs  of 
bronchitis  before  the  operation.  After  the  operation  there  was  an 
acute  laryngitis  and  bronchitis,  and  a  suspicion  of  small  patches 
of  lobular  pneumonia.  She  had  a  slight  elevation  of  temperature, 
but  this  and  the  acceleration  of  the  pulse  were  attributed  to  the 
bronchial  affection.  On  the  fourth  day  the  dressings  over  the 
wound  were  completely  saturated.  On  removing  them  it  was 
found  that  the  tissues  which  were  included  in  the  sutures  in  the 
lower  angle  of  the  wound  had  sloughed  out,  leaving  quite  a  large 
opening.  All  sutures  were  removed  from  the  skin,  in  order  to 
give  more  perfect  drainage,  when  it  was  found  that  the  tissues 
of  the  peritoneum  and  fascia  which  were  included  in  the  sutures 
had  entirely  sloughed  out.  There  were  no  adhesions,  and  the  in- 
testines presented  freely  in  the  wound.  There  was  a  copious 
exudation  of  serum,  and  macroscopically  there  was  but  little 
pus.  A  culture  made  from  this  fluid  showed  a  pure  staphylococ- 
cus infection.  I  may  say  that  the  peritoneum  was  closed  by  dry 
catgut,  the  fascia  by  chromicized  catgut,  and  the  skin  by  silk- 
worm gut.  Every  one  who  had  anything  to  do  with  the  operation 
wore  rubber  gloves,  and.  from  the  precautions  taken,  I  think 
there  was  very  little  chance  of  infection  at  the  time  of  the  opera- 
tion, and  that  the  infection  existed  previously  in  this  tumor. 
Before  the  operation  the  patient  was  comparatively  well,  in  that 
she  was  up  and  about,  and  all  she  complained  of  was  the  pres- 
ence of  this  mass  in  the  abdomen.  Of  course  it  is  possible  she 
had  a  general  pneumococcus  infection,  but  an  examination  of 
the  profuse  secretion  from  the  bronchi  failed  to  show  the  pres- 
ence of  any  pneumococci.  Two  such  examinations  were  made 
during  the  first  two  or  three  days  after  the  operation,  and  were 
negative.  So  I  believe  it  can  be  safely  said  that  the  suppuration 
that  took  place  in  this  case  was  due  to  an  infection  which  existed 
in  the  tumor  prior  to  the  operation.  The  patient  died  on  the 
fifth  or  sixth  day,  about  twenty-four  hours  after  the  escape  of 
the  infected  serum  through  the  abdominal  incision. 

A  CASE  OF  BACILLUS  COLT   COMMUNIS  INFECTION. 

Dr.  Joseph  B.  De  Lee.  — The  woman  had  had  several  criminal 
abortions  performed  upon  her.  fourteen  in  all.  at  various  times 
during  her  married  life.  In  one  of  these  criminal  abortions, 
about  six  years  ago,  I  treated  her.  when  she  was  having  a  high 
temperature  and  a  corresponding  acceleration  of  the  pulse. 
After  cleaning  out  the  uterus  the  symptoms  subsided,  but  she  car- 
ried away  from  the  criminal  abortidn  a  bad  endometritis,  which 
was  treated  more  or  less  successfully  by  Local  gynecologists.  She 
has  a  retroversion.  Eighteen  months  ago  she  was  delivered  of  a 
living  child  after  a  rather  hard  labor,  with  some  postpartum  hem- 
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orrhage,   adherent   placenta,    and   with    placental   evidences   of 
endometritis.     She  became   pregnant   again  after  this,   and  at 
three  months  had  begun  to  vomit  a  good  deal.     I  gave  her  three 
doses,  five  grains  each,  of  oxalate  of  cerium:  the  emesis  ceased. 
[  flattered  myself  that  it  had  cured  her,  but  two  weeks  later  she 
had  a  spontaneous  miscarriage,  with  the  expulsion  of  a  macer- 
ated ovum.     Her  present  illness:     She  again  became  pregnant, 
and  when  six  weeks  advanced  in  pregnancy  went  to  a  criminal- 
abortionist,  who  made  four  attempts  to  enter  the  uterus.    She  had 
8  retroflexed  and  more  or  less  adherent  uterus,  and  the  abortion- 
id  it  was  difficult  to  enter  it.    Anyway,  lie  produced  consid- 
erable hemorrhage,  and,  as  the  woman  was  threatened  with  an 
abortion,  I  was  called  to  see  her.    On  my  arrival  I  found  she  had 
a  temperature  of  101°.    Her  pulse  was  good.     The  temperature 
then  declined  to  100°  and  the  bleeding  subsided  ;  she  got  up.  went 
about  her  business,  and  had  a  normal  temperature  for  a  week, 
so  I  did  not  do  anything.    At  the  end  of  that  time  she  began  to 
flow  profusely.     Tamponade.     The  next  morning  the  uterus  was 
cleaned  out  by  curetting,  after  slight  instrumental  dilatation,  and 
subsequently  she  had  a  perfectly  normal  temperature  for  six 
and  a  half  days.     The  temperature  did  not  reach  above  98.4° 
nor  the  pulse  above  74  for  six  and  a  half  days,  and  at  the  end  of 
that  time  she  got  up  and  I  was  about  to  discontinue  my  visits. 
She  had  no  lochia,  but  as  she  was  apparently  perfectly  well  I 
concluded  that  1  had  cleared  out  the  uterus  so  thoroughly  that 
there  was  no  decidua  left.    Nor  was  there  at  any  time  during  the 
whole  course  of  the  fever  any  real  lochia!  discharge,  that  is.  in 
the  course  of  the  four  weeks'  treatment.     In  the  evening  of  the 
nth  day  she  was  taken  with  a  chill,  when  the  temperature 
slowly  rose  to  104°,  the  pulse  being  correspondingly  accelerated. 
Thinking  that  the  uterus  was  full  of  decomposing  lochia.  I  gave 
her  a  uterine  douche.     Nothing  came  away  except  fresh  blood 
produced  by  the  manipulations.     The  temperature  declined  to 
normal  the  next  morning,   and   I  could  not  explain  the  drop. 
The  temperature  rose  again  to  103.6°.     I  gave  another  douche 
and  put  a  rubber  drainage  tube  into  the  uterus  with  some  diffi- 
culty, because  the  uterus   was   retroflexed  and  the  cervix  was 
higher  than  the  fundus.     Nothing  came  through  the  tube  ex- 
cept a  few  drops  of  watery  secretion.     When  the  temperature 
went  up  again  to  103°  I  gave  another  douche,  and  this  time  got  a 
little  clot,  about  the  size  of  one-half  of  my  small  finger  nail,  and 
about  as  thick.     The  clot  was  darkish  and  slightly  decomposed, 
and   probably   produced   by   the   previous  manipulations.     The 
temp. Mature  took  a  slight  drop.      1  again  reintroduced  the  drain- 
am-  tube,  and  nothing  escaped  except  some  few  drops  of  secretion. 
The  tube  from  the  uterus  was  sent  to  Prof.  Zeit  for  bacteriologi- 
cal report.     Careful  examination  then  showed  that  there  was  no 
inflammation,  no  tumor  at  the  side  of  the  uterus,  no  enlargement 
of  the  tubes,  and  the  only  finding  was  a  rather  tender  uterus. 
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Temperature  declined  to  normal,  and  remained  so  for  about  four 
days;  then  it  rose  again.  I  gave  her  another  douche,  thinking 
that  something  had  accumulated  in  the  uterus,  but  nothing  came 
away.  Again  the  temperature  went  down  for  a  while,  and  then 
rose  again.  She  now  developed  a  small,  movable,  tender  mass  to 
the  left  of  the  uterus.  I  stopped  giving  the  douches,  and  she  con- 
tinued to  have  a  slight  irregular  temperature,  until  finally  it  came 
down  to  normal  and  remained  so  for  eight  or  nine  days.  Here  I 
will  read  the  pathological  report,  prepared  by  Prof.  Robert  Zeit : 
"Direct  smears  showed  great  numbers  of  an  irregularly  staining 
bacillus,  rounded  ends,  no  spores,  parallel  arrangement,  and  cul- 
tures gave  pure  growth  of  bacillus  coli  communis.  The  examina- 
tions were  by  the  whole  class  in  bacteriology,  and  the  results  were 
the  same  in  forty-five  examinations." 

There  is  no  doubt  that  this  was  a  case  of  bacillus  coli  com- 
munis  infection. 

Dr.  A.  Goldspohx  read  a  paper  entitled 

WHAT   ARE    THE   KXOWX   FACTS   ABOUT   FOLLICULAR    CYSTIC   DEGEN- 
ERATION   OF    THE    OVARIES.1 

Dr.  Emil  Ries.— I  do  not  believe  in  Dr.  Goldspohn's  theories. 
What  he  has  stated  to-night  is  not  his  own  work.  If  he  had 
spent  a  little  more  time.  zeal,  and  energy  in  making  some  exam- 
inations of  his  own  we  might  have  had  something  to  discuss. 
The  doctor  has  only  given  us  what  has  been  stated  by  others. 
In  a  number  of  fresh  cystic  ovaries  which  years  ago  were  re- 
moved by  a  man  who,  I  have  reason  to  believe,  does  not  remove 
cystic  ovaries  at  present,  I  have  had  the  pleasure  of  demonstrat- 
ing normal  ova  in  these  so-called  cystic  follicles. 

Xow.  there  is  no  question  about  small  cysts  being  developed 
from  such  follicles;  but  a  slight  pathological  abnormality  or  a 
slight  deviation  does  not  warrant  or  necessitate  surgical  treat- 
ment. There  are  other  organs  which  show  similar  deviations — as, 
for  instance,  the  testicles  in  the  male — and  I  have  taken  particu- 
lar pains  to  examine  a  number  of  specimens  of  testicles  and  have 
been  able  to  find  numerous  degenerations  and  cysts.  "Who  oper- 
ates on  them  ?  The  tunica  albuginea  of  the  ovary  is  constructed 
very  much  like  the  tunica  albuginea  of  the  testicle.  One  may  be 
thick  and  the  other  may  be  thick.  In  the  ovary  the  tunica  albu- 
ginea prevents  the  easy  and  rapid  emptying  of  the  follicles,  to  a 
certain  extent.  In  the  testicle,  from  the  tunica  albuginea  pro- 
cesses of  fibrous  degeneration  radiate  into  the  substance  of  the 
testicle,  and  you  can  see  in  the  testicle  a  great  many  abnormali- 
ties produced  thereby.  Who  takes  them  out  ?  AVho  punctures 
them?  AVho  cuts  them?  AVho  cauterizes  them  with  cautery  or 
carbolic  acid?  There  are  other  organs  in  which  similar  abnormali- 
ties take  place  very  frequently.  You  will  find  such  cysts 
in  the  kidney.     You  will  find  such  retention  cysts  in  the  liver. 

1See  original  article,  p.  343. 
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What  difference  do  they  make?     We  find  numerous  cysts,  of 
the  size  of  these  dilated  or  enlarged  follicles  of  the  ovary,  in 
almost  any  inflammatory  process  of  the  peritoneum,  around  the 
tubes,  the  ovaries,  among  the  intestines.     Who  cares  for  them? 
There  is  a  difference  between  a  deviation  from  the  absolutely 
normal  and  a  pathological  condition.     There  is  a  difference  be- 
tween their  pathological  and  clinical  importance.     Some  physi- 
cians cannot  see  it.     The  symptoms  produced  by  retention  cysts 
and  these  follicles  (let  us  assume  that  this  is  the  correct  theory) 
have  never  been  demonstrated  to  be  of  great  importance.     Dr. 
Goldspohn  says  that  the  presence  of  such  cysts  alone  would  not 
induce  him  frequently  to  operate.  If  he  finds  them  accompanying 
other  pathological  conditions  which  require  surgical  treatment,  he 
-  for  them.     Well,  if  they  need  treatment  in  one  case,  why 
not  in  the  other?    He  says  he  takes  them  out.    He  cuts  through 
the  thickened  tunica  albuginea.     What  does  he  leave  behind? 
He  leaves  behind  the  thickened  tunica  albuginea.    The  next  fol- 
licle develops.     Does  he  operate  again?.    Why  does  he  not  take 
ou1  the  ovary?     If  it  is  the  thickened  tunica  albuginea  that  pre- 
vents the  escape  of  the  ovum,  that  prevents  the  bursting  of  the 
follicle,  why  does  he  not  take  away  the  thickened  tunica  albu- 
ginea ?     Because  he  knows  very  well  it  would  not  do  any  good. 
Why  not  take  out  the  ovary  ?     Because  he  knows  it  is  not  neces- 
sarv.    Why  does  he  take  out  a  piece  of  the  ovary?    I  do  not  know. 
AVe  come  to  the  important  point  of  cystic  degeneration  and  its 
influence  on  the  general  health  of  the  patient.    If  a  woman  com- 
plains about  her   general  health,   is  nervous,   worried,   broken 
down,  tired,  and  comes  to  a  practitioner,  in  nine  cases  out  of  ten 
he  looks  at  the  cervix  first,  as  if  that  were  the  seat  of  all  evils 
that  womankind  is  heir  to.     The  more  expert  ones  make  a  bi- 
manual examination.     Now,  it  is  extremely  rare  that  the  experi- 
enced  practitioner   or  specialist   cannot   find  something  wrong 
with  the  sexual  tract  that  displeases  his  esthetic  sense.    Follicles 
of  the  ovary  of  large  or  small  size  are  formed  in  such  large  num- 
that  if  one  wants  to  operate  on  these  every  time  he  finds  them 
—well,  the  hospitals  in  Chicago  will  have  to  be  increased  ten- 
fold.   There  Avill  not  be  enough  operators.    Will  the  women  be 
any  healthier  after  these  operations?    Not  a  whit.     The  amount 
of  tinkering  that  has  been  done  on  ovaries  and  cervices  in  this 
and  other  cities  is  something  outrageous.    If  the  gentlemen  whose 
work  is  confined  to  the  female  sexual  tract  would  take  the  trou- 
ble  to  examine  the  whole  woman   instead  of  the  sexual   tract 
alone,  they  might  find  as  many  enlarged  cysts,  but  they  might 
find  more  women  who  needed  treatment  for  something  else  than 
their  ovaries.     It  happens  that  Avomen  come  to  my  office  quite 
frequently  with  the  statement  that  they  need  an  operation  on 
the  cervix  or  an  operation  on  cystic  ovaries,  and  yet,  after  care- 
fully examining  them,  I  find  that  they  have  no  local  symptoms 
whatever,  that  they  are  neurasthenic  or  hysterical  women,  and 
that  they  need  treatment  at  the  hands  of  the  neurologist.     I  may 
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find  a  latent  tuberculosis  or  a  beginning'  psychosis,  which  is  not 
at  all  rare,  and  these  women  are  not  a  bit  better  off  after  an 
operation  than  they  were  before.  My  idea,  therefore,  is  that 
these  dilated  or  enlarged  follicles  are  pathological  conditions 
without  any  clinical  dignity.  They  are  not  normal.  But  if  you 
want  to  remove  everything  that  is  not  normal,  that  is  a  slight 
deviation  from  the  normal,  there  is  not  a  person  here  to-night 
who  does  not  require  an  operation  at  this  moment.  The  fact  that 
these  women  have  such  follicles  does  not  necessarily  mean  they 
need  to  be  treated.  I  do  not  deny  that  it  is  not  a  normal  condi- 
tion, but  I  do  deny  its  importance.  M?uy  times  women  come 
to  us  with  these  enlarged  follicles  in  the  ovaries,  and  they  have 
been  told  that  their  neurasthenia  and  similar  nervous  affections 
are  the  consequence  of  these  cystic  ovaries.  To  the  men  who 
believe  in  that  I  have  nothing  to  say.  My  opinion  is  that  these 
cases  belong  to  the  domain  of  neurology  or  general  medicine,  not 
to  that  of  gynecology  at  all. 

Dr.  Gustav  Kolischer.  —  I  want  to  say,  in  connection  with 
Dr.  Goldspohn's  paper,  that  every  one  who  has  seen  a  great  many 
operations  done,  who  has  seen  a  great  many  postmortem  examina- 
tions made,  is  familiar  with  these  small  cystic  degenerations  of 
the  ovaries  in  individuals,  but  which  were  never  complained  of 
as  producing  any  special  disorder  of  the  genital  organs.  We  see 
women  of  all  ages  on  the  postmortem  table  who  have  had  these 
degenerated  cystic  ovaries,  which  have  had  plenty  of  time  to  de- 
velop into  tumors  or  into  cysts,  without  proliferating  into  dan- 
gerous tumors. 

I  do  not  agree  with  Dr.  Eies  in  his  statement  that  one  cannot 
discuss  a  paper  in  which  there  is  no  original  work.  Personally, 
I  think  a  concise,  complete  report  of  a  certain  line  of  work  is 
sometimes  more  worthy  of  consideration  and  discussion  than 
original  work  which  does  not  amount  to  much. 

Dr.  Eies  said  that  there  is  too  much  operating  done  by  gyne- 
cologists and  other  practitioners.     He  is  certainly  right. 

Dr.  Goldspohx  (closing  the  discussion). — If  any  credible 
person  says  that  two  and  two  are  not  four,  and  claims  that  they 
are  five,  as  illustrating  what  Dr.  Eies  has  said  in  this  instance, 
it  behooves  us  first  to  make  sure  that  two  and  two  are  four,  and 
not  five,  before  making  further  calculations. 

It  has  been  a  question  of  real  concern  with  me  how  far 
to  go  when  we  have  an  opportunity,  without  increasing  surgical 
risk,  or  without  hurting  the  patient,  in  destroying  some  of  these 
follicles.  I  have  followed,  with  a  great  deal  of  interest,  the  re- 
sults of  the  various  original  workers  in  this  line,  to  find  out  what 
they  have  to  say.  to  guide  me  in  my  own  practice.  If  the  ovum 
does  die  early,  as  we  see  from  most  of  these  investigations,  it  is 
certainly  not  an  innocent  thing  to  allow  a  follicle  or  a  cyst. 
that  is  assuming  the  size  of  a  pigeon's  egg  or  larger,  to  go  on  in- 
definitely simply  because  it  is  not  of  a  proliferating  character. 
I  say  that  all    of  this  work  is  practically  incidental  or  auxiliary 
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to  other  surgical  indications.  Rarely  would  this  condition  of  the 
<i varies  alone  constitute  a  prime  indication  for  operation,  as  I 
have  distinctly  stated.  It  is  practically  all  auxiliary  work. 
When  the  abdomen  has  been  opened  for  other  good  reasons,  from 
above  or  through  the  vagina,  and  the  opportunity  is  afforded, 
how  far  is  it  our  duty  to  go  in  destroying  these  cysts .'         * 

The  remarks  of  Dr.  Ries  about  operating  on  all  these  cases  are 
out  of  order  and  impertinent.  No  one  thinks  that  these  follicles 
always  cause  symptoms.  We  all  know  they  do  not.  and  yet  many 
of  them  do.  as  I  have  demonstrated  to  my  own  satisfaction 
dozens  of  times.  He  says  it  is  not  proved  that  they  have  any  clini- 
cal significance :  but  if  I  have  satisfied  myself  of  one  thing,  I 
have  of  this,  that  by  removing  these  follicles  (and  sometimes  in- 
cidentally improving  the  position  of  the  ovary)  the  patient  has 
been  freed  from  constant  pain  which  she  had  theretofore,  and 
this  pain  did  not  return.  If  one  can  do  this  in  dozens  of  cases, 
namely,  excite  a  given  pain  that  is  complained  of,  by  careful 
bimanual  palpation  of  an  ovary  in  this  condition,  and  do  this 
repeatedly  in  each  case,  then  merely  exsect  these  follicle  cysts  and 
do  nothing  more  on  the  ovary  except  possibly  to  improve  its  loca- 
tion a  little,  and  then  find  that  the  various  individually  specified 
pains  have  quite  uniformly  subsided  in  all  the  cases,  at  once  and 
permanently  as  a  rule.  I  think  we  have  ample  data  from  which  to 
draw  the  conclusion  logicaDy  that  many  of  these  follicle  cysts 
do  cause  pain,  and  then  probably  also  other  symptoms.  There- 
fore, if  an  operation  is  done  at  all  — which  will  usually  be  for 
other  more  important  concomitant  indications — it  is  our  duty  to 
attend  to  this  lesser  indication  also  in  order  to  do  complete  work. 

So  far  as  the  tinkering  with  cervices  and  the  vagina  is  con- 
cerned, I  agree  with  Dr.  Ries  most  heartily.  I  called  it  "whit- 
tling on  the  cervix"  years  ago.  Men  stop  in  the  vestibule  and 
ascribe  to  superficial  appearances  there  the  symptoms  that  are 
'lilt-  to  lesions  higher  up  in  the  generative  organs  or  to  disorders 
of  other  organs. 
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OBSTETRICS. 

Blood  Counts  in  the  New-Born. — John  Aitken  (Jour.  Obst. 
'i ml  Gyn.  of  tlie  Br.  Emp.,  Apr.  |  has  found  that  the  red  corpuscles 
in  the  blood  of  infants  at  birth  are  relatively  more  numerous 
than  in  adults.  During  the  first  forty-eight  hours  of  life  the 
number  per  cubic  centimetre  increases  owing  to  the  concentration 
of  the  blood.  The  child  loses  weight  during  this  period.  From 
the  second  day,  as  a  rule,  a  gradual  fall  in  number  takes  pi  act-. 
The  child  gains  weight  during  this  period.  During  the  early 
days  the  blood  shows  variations  in  size  and  shape  of  the  corpuscles 
and  deficiency  in  rouleau  formation.     Nucleated  red  corpuscles 
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are  present  at  birth,  normoblasts  and  megaloblasts.  The  hemo- 
globin is  relatively  high  at  birth  and  during  the  few  succeeding 
days,  usually  over  100  per  cent.  The  white  corpuscles  are  two 
or  three  times  as  numerous  at  birth  as  in  adults,  increasing  in 
number  for  the  first  two  days.  After  the  third  day  they  decrease 
in  number.  Digestion  leucocytosis  is  very  marked,  especially 
after  the  first  feedings.  The  lymphocyte  percentage  usually  ex- 
ceeds that  of  the  neutrophils  at  birth.  After  the  first  feeding 
there  is  a  relative  and  absolute  increase  in  the  neutrophiles.  This 
gradually  diminishes  as  the  effects  of  digestion  wear  off.  The 
percentage  of  eosinophiles  is,  as  a  rule,  greater  than  the  adult 
blood. 

Treatment  of  Obstetrical  Depressions  of  the  Skull. — Villard 
and  Pinatelle  (Ann.  de  Gyn.  et  d'Obst.,  Mar.)  favor  an  open 
operation  and  elevation  of  the  depressed  cranial  bones  by  a 
spatula  in  all  cases  of  extensive  or  deep  depression,  even  without 
symptoms.  Their  arguments  are  that  without  operation  more  than 
half  the  cases  die,  that  the  survivors  are  often  mentally  or  physi- 
cally degenerate,  that  the  operation  relieves  cerebral  compression 
and  allows  absorption  of  intracranial  hemorrhages,  and  is  not 
dangerous  if  properly  done. 

Metastasis  of  Chorionic  Villi. — Introduction  into  the  circu- 
lation of  a  kind  of  cell  is  followed  by  the  formation  of  a  cor- 
responding antitoxin.  The  chorionic  villi  are  surrounded  by 
maternal  blood,  and  separation  of  cells  from  their  periphery 
must  result  in  what  may  be  called  a  syncytiolysin.  To  study 
this  B.  Scholten  and  J.  Veit  (Cent.  f.  Gyn.,  No.  7)  placed  por- 
tions of  placenta  in  the  peritoneal  cavities  of  rabbits,  after  re- 
moving the  blood  as  far  as  possible  and  trying  to  introduce  only 
cells  from  the  periphery  of  the  villi  and  connective  tissue.  Their 
results  were :  ( 1 )  Serum  of  rabbits,  after  introduction  into  the 
peritoneal  cavity  of  .5-. 10  gramme  of  human  placenta,  was  no 
more  hemolytic  when  added  to  human  blood  than  that  of  normal 
rabbits.  (2)  Serum  of  pregnant  women  showed  no  hemolytic 
property  toward  blood  of  men  and  pregnant  women,  and  only 
slight  toward  that  of  the  non-pregnant.  (3)  Serum  of  rabbits 
treated  with  human  placenta  was  innocuous  to  other  rabbits. 
(4)  Serum  of  two  eclamptic  women  showed  no  hemolytic  prop- 
erties  for  blood  of  men.  pregnant  or  non-pregnant  women,  and 
was  not  toxic  when  introduced  in  certain  quantities  into  rabbits. 
5  Urine  of  rabbits  treated  with  human  placenta  or  with  that 
of  rabbits  showed  albumin  after  twenty-four  to  forty-eight  hours. 
(6)  Pieces  of  human  placenta  placed  when  fresh  in  fresh  serum 
from  rabbits  treated  as  above  showed,  after  twenty-four  hours, 
separation  of  the  nuclei'  of  the  syncytium.  The  usual  presence 
of  albumin  in  the  urine  of  rabbits  treated  as  described  above  is 
held  to  suggest  that  the  same  is  to  be  expected  after  wandering 
of  villi.  Certainly  not  all  cases  of  albuminuria  of  pregnancy, 
however,  are  caused  by  this. 


BRIEF   OF    CURRENT   LITERATURE.  409 

The  Specific  Gravity  of  the  Maternal  Blood,  and  its  Rela- 
tions to  the  Development  and  Sex  of  the  Fetus. — Enrico 
Tridondani  (Ann.  cli  Ost.  e  Gin.,  May,  1902)  gives  the  results  of 
observations  as  follows:  The  specific  gravity  of  the  blood 
during  pregnancy  is  always  less  than  normal.  It  is  lower  in 
pluriparae  than  in  primiparse,  and  diminishes  with  the  progress 
of  pregnancy.  This  diminution  holds  good  both  as  to  the  blood 
as  a  whole  and  the  serum  without  the  corpuscles.  It  increases, 
as  a  rule,  during  labor.  The  specific  gravity  of  the  fetal  is  al- 
ways higher  than  that  of  the  maternal  blood.  With  a  lowered 
density  of  the  maternal  blood  (1055  or  less)  there  are  more  male 
than  female  fetuses  (58:18).  With  increased  density  (1056  or 
more)  the  females  predominate  (50:28).  The  lower  density  cor- 
responds to  greater  development  of  the  fetus  (3270:3150 
grammes)  than  does  the  higher  density.  In  the  eclampsia  of 
pregnancy  the  specific  gravity  is  not  above  normal. 

Urobilinuria  as  a  Sign  of  Fetal  Death. — Numerous  observa- 
tions by  C.  Merletti  (Cent.  f.  Gyn.,  No.  16)  have  shown  that  in 
at  least  the  last  quarter  of  pregnancy  it  is  the  rule  to  find  an  in- 
creased urobilinuria  in  apparently  healthy  women.  The  quan- 
tity of  the  pigment  is  two  or  three  times  as  great  as  that  excreted 
by  non-pregnant  healthy  women.  In  five  cases  of  intrauterine 
death  of  the  fetus  occurring  between  the  fifth  and  seventh 
months,  he  found  a  marked  urobilinuria  which  returned  to  the 
normal  amount  within  five  to  ten  days  after  delivery.  In  con- 
sequence of  these  observations  Merletti  calls  attention  to  the  ex- 
istence  of  a  physiological  urobilinuria  of  pregnancy  and  to  its 
marked  increase  in  cases  of  fetal  death  in  utero.  He  regards  the 
Latter  as  a  reliable  sign  of  death  of  the  fetus. 

Bacteriology  of  the  Uterus  and  Vagina. — G.  Drummond  Rob- 
inson (Jour.  Obst.  and  Gyn.  Br.  Emp.,  June)  finds  that  it  is 
generally  admitted  that  infection  of  the  uterus,  during  or  after 
labor,  may  take  place  from  gonococci  or  from  anaerobic  sapro- 
phytic organisms  which  were  present  in  the  vagina  before  labor, 
hut  that,  in  spite  of  some  observations  to  the  contrary,  the  great 
weight  of  evidence  is  to  show  that  forms  of  infection  other  than 
these  are  in  the  vast  majority  of  cases  due  to  the  direct  intro- 
duction from  without  of  micro-organisms  which  are  not  pre- 
viously in  the  vagina.  He  believes  the  researches  emphasize  the 
importance  of  asepsis  in  midwifery  practice,  and  suggests  that 
the  douche,  used  as  an  antiseptic  agent,  is,  as  a  rule,  unnecessary, 
if  not  positively  harmful. 

Eclampsia. — H.  O.  Nicholson  (Jour.  Obst.  and  Gyn.  Br.  Emp., 
July),  in  discussing  the  use  of  thyroid  extract  in  eclampsia, 
states  that  deficiency  or  impaired  activity  of  the  thyroid  secre- 
tion leads  to  a  derangement  of  some  part  of  the  defensive 
mechanism.  Toxic  substances  then  gain  entrance  into  the  blood, 
and  this  coincides  with  the  onset  of  the  pre-eclamptic  state.  Di- 
minution and  ultimate  arrest  of  the  secretion  of  urine  occurs, 
which  allows  absorption  of  the  toxins,  and  this  culminates  in  con- 
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vulsions.  By  producing  symptoms  of  thyroidism  in  an  eclamp- 
tic patient  the  re-establishment  of  diuresis  is  secured.  When  the 
symptoms  of  thyroidism  are  produced  the  blood  vessels  are  fully 
relaxed.  Large  hypodermatic  injections  of  morphine  or  saline 
infusions  produce  similar  effects.  Diuresis  does  not  occur  as  an 
immediate  effect  of  the  general  enlargement  of  the  arterial  cali- 
bre, because  the  period  at  which  relaxation  of  the  renal  vessels 
occurs  is  variable.  Under  thyroid  treatment  many  of  the  un- 
favorable symptoms  ameliorate  before  the  functions  of  the  kid- 
neys are  fully  restored,  and  postpartum  fits  apparently  do  not 
occur.  If  this  treatment  be  commenced  early  the  prognosis  as 
regards  the  mother  should  be  very  favorable.  Thyroid  extract 
may  counteract  the  autointoxication  by  favoring  metabolism  in 
some  unknown  way.  In  view  of  a  probable  relationship  between 
the  thyroid-gland  system  and  the  conditions  which  lead  to  the 
formation  and  absorption  of  toxins  in  pregnancy,  culminating  in 
eclampsia,  treatment  by  thyroid  extract  should  be  preferred  to 
that  of  morphine  or  saline  infusions.  Thyroid  extract  would 
seem  to  act  more  powerfully  and  permanently  on  the  circulation 
than  these  other  agents,  but  a  combination  of  morphine  and  thy- 
roid extract  is  sometimes  invaluable. 

In  the  early  stages  of  puerperal  eclampsia  W.  E.  Parke  (Med. 
X>  ws,  May  24  I  advises  a  diet  with  the  minimum  amount  of  nitro- 
genous matter.  The  bowels  should  be  kept  open  and  the  skin 
active  by  hot  baths  every  day.  if  necessary.  The  kidneys  may  be 
stimulated  by  Basham's  mixture  or  calomel,  squill,  and  digitalis. 
Nitroglycerin  may  be  used  to  reduce  the  arterial  tension.  If  the 
symptoms  increase  pregnancy  should  be  terminated  at  once.  For 
the  treatment  of  the  convulsions  in  full-blooded  patients  he  ad- 
vises venesection.  Inhalations  of  chloroform  can  be  used  to 
avert  the  convulsive  seizures.  Veratrum  viride  has  given  good 
results  in  the  author's  practice.  Normal  saline  solution  infusions 
are  valuable  especially  when  blood-letting  has  been  practised. 

R.  Abrahams  (Med.  News,  May  24)  has  found  that  the  ab- 
straction of  blood  in  eclampsia  produces  (1)  an  immediate  favor- 
able change  in  the  woman 's  appearance ;  the  cyanosis  of  the  face ; 
the  rigidity  of  the  muscles:  the  spasms  and  twitching  which  are 
often  noticed  even  during  the  stage  of  deep  coma.  (2)  The 
pulse  loses  its  tension.  (3)  The  coma  yields.  Transfusion 
(1)  improves  the  pulse:  (2)  induces  free  sweating  and  free  mic- 
turition; and  (3)  produces  intense  thirst  in  the  awakened  pa- 
tient, which  causes  her  to  drink  copiously,  and  this  is  very  de- 
sirable. 

Splanchnoptoses  in  Pregnancy. — Charles  D.  Aaron  (Am. 
■lour,  of  Surgery  and  Gyn.,  July)  finds  that  dispensing  with  the 
abdominal  bandage  after  pregnancy  predisposes  to  enteroptosis. 
Pregnancy  favors  and  assists  the  cure  of  enteroptosis,  hence 
patients  suffering  from  it  need  not  hesitate  to  be  exposed  to  preg- 
nancy. Its  disagreeable  symptoms  seem  to  disappear  while  car- 
rying the  child.     Keeping  the  patient  in  bed  after  delivery  and 
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applying  an  effective  band  is  very  helpful  in  the  cure  of  enterop- 
tosis,  while  early  getting-up  after  delivery  and  insufficient  sup- 
port to  the  abdomen  predispose  to  the  condition. 

Cervicitis  and  Endocervicitis  in  Pregnancy. — L.  M.  Bossi 
(Archie.  It<il.  di  Gin.,  vol.  iv..  No.  5)  holds  that  these  conditions 
are  much  mure  frequent  during  pregnancy  than  has  been  gener- 
ally supposed.  The  cause  may  be  found  in  abortions,  premature 
Labors,  abnormal  pregnancies,  and  complications  during  labor 
or  the  puerperal  period.  These  causative  factors  are  so  often 
ignored  by  both  patients  and  midwives  that  it  is  of  the  utmost 
importance  to  call  attention  to  them.  The  gynecological  ex- 
amination of  pregnant  women  under  proper  conditions,  and  made 
when  the  symptoms  point  to  the  presence  of  some  complications, 
is  harmless  and  allows  of  the  treatment  of  lesions  in  time  to  avoid 
serious  results.  The  author  has  had  success  by  the  use  of  dis- 
infectant vaginal  douches,  cauterization,  and  dusting  with  vari- 
ous powders.  For  the  douches  he  advises  a  daily  use  of  a  litre 
and  a  half  of  fluid,  alternating  a  solution  of  40  grammes  borate  of 
soda  in  that  amount  of  boiled  Avater,  with  a  half-gramme  of  cor- 
rosive sublimate  in  the  same  proportion.  "With  improvement  of 
the  condition  the  douches  may  be  taken  every  two,  three,  four, 
and  five  days  ami  then  stopped  altogether.  In  order  to  avoid  all 
danger  of  causing  uterine  contractions,  the  douche  must  be  taken 
at  low  pressure,  the  bag  being  suspended  not  more  than  about  three 
feet  above  the  pelvis  of  the  patient,  who  should  be  in  the  gyneco- 
logical position.  The  vaginal  tip  should  not  be  inserted  further 
than  half-way  in  the  vagina.  The  water  should  be  allowed  to 
Mow  slowly,  by  only  partly  opening  the  tube.  The  substances 
used  by  the  writer  for  cauterization  are :  carbolic  acid  in  50  per 
cent  of  alcohol,  and  chloride  of  zinc  in  a  30  per  cent  solution,  the 
hitter  being  used  for  the  more  severe  cases.  These  should  never 
In'  applied  during  the  menstrual  molimen,  but  with  that  exception 
may  be  performed  once  a  week,  vaginal  douches  being  taken 
daily  in  the  intervals  of  treatment.  After  cauterization  a  tam- 
pon impregnated  with  a  1 :3000  bichloride  solution  is  applied  to 
the  vagina,  which  is  then  dried  with  absorbent  cotton  and  the 
following  mixture  dusted  over  the  surfaqe  : 

B  Salol, 
Iodol, 
Bismuth, 
Powdered  starch, 
Powdered   lycopodium aa  gramme  i. 

Emmet's  operation  may  have  to  be  resorted  to  in  case  of  very 
severe  laceration. 

The  Anatomy  of  Tubal  Pregnancy. — Andrea  Majocehi  I  Ann. 
di  Ost.  e  Gin.,  Dec,  1901)  thus  sums  up  the  result  of  his  re- 
searches:  1.  In  the  gravid  Fallopian  tube  we  do  not  have  the 
formation  of  a  true  deciclua.  as  in  the  uterus,  but  close  to  the 
point  of  insertion  of  the  ovum  there  is  a  slight  decidual  modifica- 
tion of  the  connective  tissue  of  the  mucosa  and  of  the  muscular 
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coat.  2.  No  true  reflexa  is  found,  there  being  merely  an  hyper- 
trophied  fold  of  mucous  membrane,  presenting  the  same  modi- 
fications as  occur  in  the  mucosa  itself.  3.  The  serotina  of  the 
tube  is  similar  to  that  of  the  uterus,  excepting  for  the  fact  that  it 
is  not  sharply  limited  from  the  subjacent  muscular  tissue.  4.  In 
the  non-gravid  portions  of  the  tube  the  epithelium  is  normal,  but 
in  the  vicinity  of  the  ovum  it  undergoes  numerous  changes. 
5.  The  author  was  unable  to  come  to  any  conclusion  in  regard  to 
the  formation  of  the  syncytium,  but  in  all  probability  the  ma- 
ternal epithelium  is  not  involved. 

Tubal  Gestation. — Francis  Henry  Champneys  (Jour.  Obst. 
and  Gyn.  Br.  Emp.,  June)  in  a  series  of  75  cases  finds  that  34 
cases  recovered  without  operation,  a  proportion  of  45.3  per  cent. 
To  these  cases  he  adds  11  in  which  the  cyst  was  evacuated  by 
vaginal  section,  making  60  per  cent  of  cases  which  recovered 
without  abdominal  section.  As  in  all  other  departments  of 
practice,  in  order  to  get  the  best  results  from  operation  the  best 
course  would  be  to  operate  on  all  cases;  but  this  would  include, 
according  to  the  75  cases  referred  to  above,  65.3  per  cent  of  un- 
necessary abdominal  sections.  If  the  patient  is  not  fairly  ac- 
cessible, it  may  be. safer,  in  any  individual  case,  to  do  abdominal 
section  than  to  watch  the  patient. 

Primary  Ovarian  Gestation. — A.  W.  Mayo  Kobson  (Jour. 
Obst.  and  Gyn.  Br.  Emp..  July)  reports  a  case  of  primary 
ovarian  gestation  upon  which  he  operated  successfully.  The 
parts  removed  showed  that  the  tube  was  not  dilated.  Two  trans- 
lucent cysts  were  attached  to  the  fimbriated  end.  The  fimbria? 
could  be  distinctly  seen.  The  ovary  was  seen  to  have  ruptured 
into  what  appeared  to  be  a  small  sac.  The  small  ovum  was 
found  in  a  mass  of  clot  taken  from  the  top  of  the  ovary.  The 
tube  was  firmly  adherent  to  the  bottom  of  the  pouch  of  Douglas, 
leaving  the  ovary  free  above.  Robson  suspects  that  the  sperma- 
tozoa must  have  reached  the  ovary  through  the  opposite  tube. 

Pregnancy  after  Removal  of  both  Ovaries. — Alban  Doran 
(Jour.  Obst.  and  Gyn.  Br.  Emp.,  July)  cites  a  case  in  which 
pregnancy  occurred  two  years  after  the  removal  of  the  ovaries. 
The  case  had  had  one  ovary  and  tube  removed  fourteen  years 
previous  to  the  time  he  operated  for  the  removal  of  the  ovary  of 
the  other  side  for  a  cystic  growth.  He  supposed  at  the  time  that 
no  ovarian  tissue  was  left  and  that  the  tube  was  tied  off  with  the 
pedicle  of  the  growth. 

Inversion  of  the  Uterus. — J.  Edson  Kelsey  (Amer.  Med.,  July 
26)  reports  a  case  of  complete  inversion  of  the  uterus  with  pro- 
lapse immediately  following  labor.  The  delivery  was  instru- 
mental. The  placenta  did  not  come  away  after  a  wait  of  fifteen 
minutes,  so  slight  traction  was  made  on  the  cord  and  the  uterus 
came  down  with  the  placenta  adherent.  The  uterus  was  replaced 
with  difficulty.     The  cord  measured  thirteen  inches. 

Artificial  Dilatation  of  the  Cervix. — G.  Leopold  (Cent.  f. 
Gyn.,  No.  19)   reports  the  use  of  Bossi 's  four-branched  dilator 
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in  five  additional  cases  besides  the  twelve  included  in  a  previous 
paper.  He  finds  that  it  gives,  in  twenty  to  thirty  minutes,  suf- 
ficient dilatation  for  forceps  delivery  or  version  without  appre- 
ciable laceration  of  the  cervix,  and  in  nearly  all  cases  stints 
uterine  pains.  The  writer  considers  it  particularly  useful  in 
eclampsia. 

Deep  Transverse  Arrest  of  the  Fetal  Head. — Charles  B.  Reed 
(Ann.  Gyn.  and  Fed.,  July),  in  discussing  this  presentation, 
states  that  it  is  a  relatively  common  complication  of  labor.  The 
diagnosis  is  easily  made  from  the  position  of  the  sagittal  suture 
and  the  fontanelles.  The  normal  termination  of  the  case  cannot 
be  waited  for  in  most  instances,  but  forceps  should  be  applied  as 
soon  as  it  is  evident  that  rotation  will  not  occur  spontaneously. 
The  blades  should  be  applied  in  that  pelvic  diameter  toward 
which  the  occiput  lies.  The  occiput  must  be  located  before  the 
blades  are  applied.  Traction  and  rotation  must  be  simulta- 
neous. 

Labor  and  Locomotor  Ataxia. — Richard  Colin  (Cent.  f.  Gyn., 
No.  16)  made  the  diagnosis,  in  May,  1894.  of  locomotor  ataxia  on 
account  of  the  characteristic  gait  and  loss  of  patellar  reflexes  of 
a  37-year-old  multipara.  In  August,  1897,  the  woman  was  de- 
livered of  a  child.  Instead  of  dystocia  on  account  of  advanced 
age.  the  labor  was  so  easy  that  the  appearance  of  the  head  at  the 
vulva  was  the  first  warning  of  its  onset.  The  entire  delivery  was 
painless,  the  puerperium  normal.  The  woman  was  not  aware 
that  she  had  given  birth  to  a  child  until  told  on  the  next  day. 

Miscarriage  and  Difficult  Labor  after  Ventrofixation. — H. 
Macnaughton-Jones  (Br.  Gyn.  Jour..  May)  reports  a  case  of  mis- 
carriage at  the  fifth  month  one  year  after  an  operation  for 
ventrofixation.  The  patient  subsequently  bore  a  full-term  child, 
the  labor  being  difficult.  Shortly  after  this  labor  the  patient 
was  operated  upon  for  a  blood  cyst  of  the  ovary  about  the  size 
of  an  orange.  The  uterus  was  found  firmly  connected  to  the 
abdominal  wall  by  a  band  of  fascia  an  inch  in  width.  In  only  a 
limited  class  of  cases  and  after  a  certain  age  is  ventrofixation  the 
operation  of  selection,  ventrosuspension  being  the  safer  operation 
during  the  chilclbearing  period. 

Sepsis  following  Abortion  or  Labor. — W.  0.  Henry  (Med. 
News,  May  24)  advises  the  early  removal,  with  finger,  sharp 
curette,  and  flushing,  of  all  decidua,  blood  clots,  and  sloughing 
tissue  which  may  be  infected.  He  would  dry  all  raw  surfaces 
and  freely  apply  to  them  95  per  cent  carbolic  acid,  washing  away 
the  surplus  with  sterile  water.  Unless  hemorrhage  requires,  no 
tubes  or  packing  of  any  kind  should  be  left  in  either  vagina  or 
uterus.  A  2  per  cent  carbolic  douche  should  be  used  twice  a  day. 
The  bowels  must  be  kept  open  freely.  He  gives  quinine,  three 
grains  every  four  hours,  followed  by  tincture  of  the  chloride  of 
iron,  fifteen  drops  in  water.  Nourishing  diet.  If  abscesses  form 
in  the  wall  of  the  uterus,  that  organ  should  be  removed.  If  pu* 
forms  in  the  tubes  they  are  drained  through  the  vagina. 
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GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Tuberculosis  of  Cervix. — Arthur  H.  N.  Lewers  (Jour.  Obst. 
and  Gyn.  Br.  Emp.,  June)  reports  a  case  of  primary  tuberculosis 
of  the  cervix  occurring  in  a  patient  36  years  old.  There  were 
no  signs  of  tuberculosis  in  any  other  part  of  the  body.  The  case 
was  operated,  upon  for  supposed  cancer  of  the  cervix,  the  correct 
diagnosis  being  made  some  time  after  operation  by  a  pathologist. 

E.  Octavius  Croft  (Jour.  Obst.  mid  Gyn.  Br.  Emp..  June)  cites 
a  ease  of  papillary  tuberculosis  of  the  cervix  occurring  in  a 
patient  26  years  old.  Vaginal  hysterectomy  was  performed. 
The  disease  was  apparently  local  and  showed  well-marked  miliary 
tubercles  with  giant  cells. 

Operative  Treatment  of  Cancer  of  the  Uterus. — AY.  T.  Bur- 
rage  (Boston  Mtrf.  and  Surg.  Jour..  July  24)  finds  that  absolute 
cure  of  cancer  of  the  uterus  by  operation  is  rare.  By  the  best 
methods  of  operation,  only  from  5  to  10  per  cent  of  the  cases  are 
well  five  years  later.  The  results  of  operation  for  cancer  of  the 
body  of  the  uterus  are  much  more  favorable  than  those  for  can- 
cer of  the  cervix.  All  cases  of  uterine  cancer,  except  those  ad- 
vanced cases  which  develop  vesico-vaginal  or  recto- vaginal  fistula, 
should  be  operated  upon,  if  not  with  the  prospect  of  effecting 
absolute  cure,  at  least  to  prolong  life  and  relieve  suffering.  In 
early  cases  of  cancer,  where  the  disease  has  not  gone  outside  the 
uterus  and  the  patient  is  in  good  condition,  the  best  operation  is 
the  abdominal  operation.  In  advanced  cases  where  the  disease 
has  gone  outside  the  uterus  and  where  the  patient's  condition  is 
poor,  vaginal  hysterectomy,  curetting,  and  cautery  are  to  be 
chosen. 

Edward  Reynolds  (Host.  Mai.  and  Surg.  Jour..  July  24;  be- 
lieves the  abdominal  method  of  operating  easier,  neater,  more 
complete,  and  more  satisfactory.  It  affords  us  the  opportunity 
of  making  an  exact  diagnosis  of  the  conditions.  The  danger  of 
subsequent  hemorrhage  and  infection  is  less:  it  is  not  likely  to  be 
followed  by  painful  adhesions.  The  vaginal  route  should  be  the 
choice  in  enfeebled  women,  because  it  is  attended  with  very  little 
shock. 

M.  R.  Richardson  (Bost.  Med.  and  Sura.  Jour..  July  24)  ad- 
vises radical  operations  only  in  cases  where  the  growth  is  limited 
to  the  uterus  or  cervix,  though  a  cure  may  be  attempted  if  a  very 
limited  area  only  of  the  vaginal  membrane  is  involved.  Thick- 
ened masses  in  the  broad  ligament,  remote  metastases,  infiltration 
about  the  ureters,  infiltrations  of  the  vagina,  the  rectum,  and  the 
bladder,  are  all  distinct  contraindications  to  hysterectomy.  Vag- 
inal hysterectomy  is  preferable  when  the  uterus  is  movable,  when 
the  disease  is  distinctly  confined  to  the  cervix  and  I  lie  vagina  is 
capacious.  When  the  uterus  is  fixed,  the  vagina  small,  and  the 
fundus  large,  the  abdominal  route  is  preferable.  In  at  least  90 
per  cent  of  cases  a  satisfactory  diagnosis  can  be  made  that  oper- 
ation is  not  feasible. 
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John  0.  Polak  (N.  Y.  Med.  Jour..  July  19)  states  that  an  early 
diagnosis  is  possible.  The  earliest  symptoms  differ,  depending 
upon  whether  the  disease  begins  during  menstrual  life  or  after 
the  menopause.  During  menstrual  life  one  should  compare 
bleeding  with  what  lias  previously  taken  place  in  the  same  wo- 
man. Suspicion  should  be  aroused  by  intermenstrual  spotting 
and  serous  discharge.  After  the  menopause  any  serous  or 
sanguineous  discharge  is  significant.  Every  woman  over  30  who 
may  exhibit  any  menstrual  vagary  or  persistent  leucorrhea 
should  be  examined.  Radical  operation  should  be  limited  to 
those  cases  in  which  the  disease  is  confined  to  the  uterine  tissues. 
Dysmenorrhea. — G.  E.  Herman  (Br.  Med.  Jour.,  May)  finds 
that  pregnancy  is  the  natural  cure  for  spasmodic  dysmenorrhea, 
but  the  disease  is  often  accompanied  by  sterility,  which  may  be 
cured  by  dilatation  of  the  cervix.  The  best  drugs  for  the  relief 
of  uterine  colic  are  antipyrin  and  phenacetin.  In  severe  cases 
it  may  be  necessary  to  use  morphine  or  chloroform.  In  a  few 
cases  ten  grains  of  guaiacum  resin  will  remove  the  pain.  The 
local  treatment  of  spasmodic  dysmenorrhea  is  to  dilate  the  cervix. 
This  is  best  done  by  bougies.  In  certain  very  severe  cases  it  may 
be  necessary  to  remove  the  ovaries. 

Stone  in  the  Female  Bladder. — P.  J.  Freyer  (Br.  Gyn.  Jour., 
May  I  remoAred  a  stone  by  litholapaxy  from  the  bladder  of  a 
young  woman.  The  nucleus  was  a  slate  pencil  about  three 
inches  long.  The  debris  of  the  pencil  and  phosphates  collected 
on  it  weighed  237  grains.  Litholapaxy  in  females  is  eminently 
successful  and  the  patient  is  able  to  be  about  in  a  few  days;  there 
is  no  incontinence  of  urine. 

An  Acquired  Hernia  of  the  Fallopian  Tube. — A.  T.  Bristow 
(Med.  News,  July  12)  reports  a  case  of  strangulated  hernia  of 
the  Fallopian  tube  and  ovary  of  the  left  side.  The  patient  was 
operated  upon  with  good  results.  Acquired  herniae  of  the  ovary 
nearly  all  occur  on  the  right  side,  probably  because  the  right 
ovary  is  more  nearly  in  the  iliac  fossa. 

Hematemesis  after  Operation. — So  far  as  his  personal  ex- 
perience  is  concerned,  Halliday  Croom  (Br.  Gyn.  Jour..  May)  is 
disposed  to  think  that  most  cases  of  hematemesis  after  abdominal 
operation  are  due  to  sepsis.  Sepsis  could  produce  congestion  and 
small  hemorrhages  in  the  mucous  membranes;  and  whether  sepsis 
be  the  actual  cause  or  not.  the  phenomenon  was  usually  observed 
in  cases  which  ultimately  succumbed  to  sepsis  in  some  form  or 
other.     It  is,  as  a  rule,  a  precursor  of  death. 

Hematemesis  after  Hysterectomy. — II.  Macnaughton- Jones 
(Br.  Gyn.  Jour.,  May)  reports  a  fatal  case  of  coffee-ground 
vomiting  and  hematemesis  following  a  hysterectomy  for  multiple 
myomata. 

Operation  for  Cystocele. — M.  Chiaventona  (article  in  MS.) 
describes  an  operation  which  is  the  result  of  extensive  studies 
on  the  cadaver  and  on  animals,  and  which  he  has  successfully 
performed  on  living  human  beings.     The  technique  may  briefly 
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be  described  as  follows:  1.  Laparatomy.  2.  Incision  and  ex- 
posure of  the  utero-vesical  peritoneum  and  exposure  of  the  base 
of  the  bladder  as  far  as  the  interureteric  ligament.  3.  Suture 
of  the  base  of  the  bladder  to  the  anterior  wall  of  the  uterus. 
4.  Suture  of  the  incised  peritoneum  in  such  a  way  as  to  restore 
the  serous  covering  of  the  pelvic  organs.  5.  Fixation  of  the 
uterus  by  hysteropexy,  with  shortening  of  the  round  ligaments 
by  the  Ruggi  Spinelli  method,  according  to  the  degree  of  the 
prolapse  in  the  individual  case.  6.  Suture  of  the  abdominal 
wound. 

Parovarian  Cysts. — Giuseppe  Coen  (Ann.  di  Ost.  e  Gin., 
March,  1902)  states  that  there  are  two  kinds  of  cyst  which 
originate  within  the  folds  of  the  broad  ligament — those  which 
develop  in  the  pelvis  and  those  which  develop  in  the  abdomen. 
The  diagnosis  of  the  former,  and  more  frequent,  is  often  easy: 
of  the  latter,  difficult.  The  chief  characteristics  of  these  intra- 
ligamentous cysts  are :  the  slight  influence  exerted  on  the  pa- 
tient's general  condition,  the  easily  perceived  sense  of  fluctuation, 
the  regularity  of  the  cyst  Avails,  the  fact  that  they  are  unilocular. 
and  the  quality  of  the  fluid  contained  within  them.  They  are 
most  frequently  met  with  during  the  period  of  sexual  activity. 
These  cysts  may  further  be  classified  as  hyaline  and  papillary, 
the  first  being  the  more  frequent.  Treatment  of  these  cysts 
should  always  be  surgical,  varying  according  to  whether  they 
are  pelvic  or  abdominal,  and  according  to  the  adhesions  formed. 
Extirpation  or  enucleation  is  the  operation  of  choice,  marsupiali- 
zation the  one  of  necessity.  A  frequent  complication  of  ab- 
dominal intraligamentous  cysts  is  torsion  of  the  pedicle.  In  this 
case  there  are  seldom  adhesions  with  neighboring  organs,  the 
inner  cyst  wall  seldom  shows  any  signs  of  impeded  circulation 
in  its  vessels,  and  the  contained  liquid  is  not  altered  in  any  way. 
The-  diagnosis  of  the  complication  is  easy,  the  treatment  surgical. 

The  Practical  Value  of  Umikoff's  Reaction  in  Human  Milk. 
— As  a  result  of  his  researches  Alessandro  Mariani  (Ann.  di  Ost. 
e  Gin.,  March,  1902)  states  that:  1.  Umikoff's  reaction,  although 
not  absolutely  constant,  is  very  frequently  found  in  human  milk. 
whether  this  be  heated  to  60°  0.,  as  the  author  recommends,  or  be 
cold.  2.  By  treating  the  milk  with  a  solution  of  ammonium  a 
purplish  red  coloration  is  obtained  which  varies  in  intensity,  this 
intensity  having  no  relation,  however,  to  the  age  of  the  milk. 
3.  By  heating  the  milk  to  above  60°,  or  boiling  it,  a  coffee-brown 
color  is  obtained.  4.  Neither  the  early  appearance  of  the  color- 
ation, its  character,  nor  its  tenacity  after  cooling  are  data  which 
give  any  information  in  regard  to  the  time  of  parturition  in  re- 
lation to  the  extraction  of  the  milk  for  examination.  5.  The 
amount  of  fat  does  not  in  the  least  influence  the  coloration. 
6.  Mariani  does  not  believe  that  this  reaction  can  give  any  in- 
formation as  to  the  age  of  the  milk. 

Metastatic  Carcinoma  of  the  Ovary. — F.  Schlagenhaufer 
(Monats.  f.  Get.  u.  Gyn.,  Bd.  xv..  Erganzungsheft)  finds  that  a 
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large  proportion  of  bilateral,  usually  solid,  malignant  tumors  are 
metastatic  carcinomata.  Cases  of  so-called  combination  of  malig- 
nant ovarian  tumors  and  tumors  of  the  stomach,  intestine,  or 
other  abdominal  organs  are  metastatic.  The  chief  primary 
growth,  excluding  breast,  uterus,  and  vagina,  is  carcinoma  of  the 
stomach,  intestine,  or  gall  bladder. 

Conservative  Treatment  of  Interstitial  and  Submucous  Fi- 
broid.— The  conclusions  reached  by  D.  A.  Abuladse  (Mounts,  f. 
Geb.  u.  Gyn.,  Bd.  xv..  Erganzungsheft)  are  that  conservative 
treatment  should  be  employed  for  interstitial  and  submucous 
fibroids.  Conservative  myomectomy  has  a  lower  mortality  than 
hysteromyomotomy  and  also  permits  the  uterus  to  exercise  its 
normal  functions.  Before  trying  myomotomy  an  attempt 
should  be  made  to  enucleate  the  growth. 

Myomata  and  Heart  Disease. — L.  Kessler  (Zeit.  f.  Geb.  u. 
Gyn.,  Bd.  xlvii.,  H.  1)  records  the  removal  by  laparatomy  from 
a  woman  54  years  of  age  of  a  flbromyoma  of  the  uterus  weighing 
about  sixty  pounds.  Convalescence  progressed  well  until  the 
seventh  day.  when  the  patient  died  suddenly  while  sitting  up  in 
bed.  The  autopsy  showed  fibroid  changes  in  the  myocardium  of 
the  auricles  and  left  ventricle.  Kessler  is  inclined  to  attribute 
this  cardiac  lesion  to  circulatory  obstruction  by  the  tumor.  If 
this  effect  of  uterine  fibroids  is  conceded,  the  practical  deduction 
is  that  every  myoma  which  may  reasonably  be  supposed  to  exert 
such  an  influence  should  be  removed. 

Vaginal  Morcellation  of  Uterine  Fibroid  during  Pregnancy. 
— Reports  of  the  performance  of  operations  upon  the  genital 
organs  without  disturbance  of  an  existing  pregnancy  are  no 
longer  rarities,  but  the  following  case  is  worthy  of  notice,  as  the 
traumatism  was  exerted  within  the  uterine  cavity.  The  woman 
was  four  weeks  pregnant  when  there  occurred  a  severe  hemor- 
rhage from  the  uterus  which  was  not  arrested  by  tampons  in  the 
vagina.  L.  Seeligman  (Cent.  /'.  Gyn.,  No.  21)  then  removed  a 
submucous  fibroid  by  morcellation,  and  packed  the  uterine  cavity 
with  iodoform  gauze  which  was  removed  on  the  sixth  day.  Con- 
valescence was  rapid  and  pregnancy  went  on  to  term  in  spite  of 
the  tamponade  and  operation,  the  ovum  being  implanted  upon 
the  anterior  wall  of  the  uterus  while  the  fibroid  was  attached  to 
the  posterior. 

Result  of  Presence  of  Cauterization  Scabs  in  Peritoneal 
Cavity.— 11.  Franz  (Zeit.  f.  Geb.  u.  Gyn.,  Bd.  xlvii..  11.  1  i  has 
conducted  a  series  of  experiments  upon  guinea-pigs  to  determine 
the  practical  results  of  leaving  charred  tissue  in  the  peritoneal 
cavity.  By  comparison  of  such  an  area  in  one  set  of  animals 
with  an  area  simply  denuded  of  peritoneum  in  another,  it  was 
found  that  in  the  first  series  there  was  a  tendency  to  the  forma- 
1  i<'ii  of  adhesions,  while  in  the  second  series  this  did  not  occur. 
Another  series  of  experiments  with  reference  to  the  occurrence 
of  infection  showed  that  this  was  favored  by  the  presence  of 
cauterized  tissue. 
27 
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DISEASES   OF  CHILDREN. 

Acute  Pyelitis  in  Infancy. — James  Ritchie  (Scottish  Med.  and 
Surg.  Jour.,  July,  1902)  reports  a  case  in  a  baby  7%  months  old. 
lie  says  that  the  condition  may  be  suspected  in  any  case  which 
presents  considerable  and  perhaps  irregular  variations  of  tem- 
perature with  apparent  integrity  of  other  systems.  The  con- 
dition of  the  urine — acid,  with  pus  and  bacteria — will  complete 
the  diagnosis.  Cystitis  may  be  excluded  by  the  absence  of  pain- 
ful and  frequent  micturition.  The  amount  of  pus  varies,  as  does 
the  degree  of  tenderness.  Treatment  consists  chiefly  in  render- 
ing the  urine  neutral  and  so  removing  the  condition  necessary 
for  the  growth  of  the  bacillus ;  maintaining  a  copious  flow  of 
urine,  so  as  to  render  it  as  little  irritating  as  possible  to  the  in- 
flamed tracts;  and  general  hygienic  care.  In  the  case  described, 
marked  improvement  followed  the  use  of  sodium  salicylate,  the 
symptoms  becoming  worse  when  it  was  stopped.  The  existence 
of  constipation  and  anal  fissure  may  require  special  treatment. 

John  Thomson  (ibid.)  concludes  from  his  study  of  this  disease 
that:  1.  In  infant  girls,  when  debilitated  by  any  cause,  acute 
pyelitis  may  be  set  up  by  the  immigration  of  the  .bacillus  coli 
from  the  bowel.  2.  The  presence  of  the  disease  is  sufficient  to 
occasion  very  high  fever,  extreme  distress,  and  a  copious  deposit 
of  pus  and  bacteria  in  acid  urine.  3.  Unlike  any  other  disease 
except  malaria,  it  frequently  causes  rigors,  even  in  young  babies. 
4.  The  presence  of  anal  excoriations  has  possibly  an  important 
etiological  significance  in  these  cases.  5.  The  prognosis  I  when 
the  case  is  treated)  is  altogether  favorable,  although  complete 
recovery  is  sometimes  delayed  for  many  weeks.  6.  The  only 
essential  treatment  consists  in  the  thorough  and  long-continued 
neutralization  of  the  acid  in  the  urine  by  the  administration  of 
alkaline  remedies. 

Amaurotic  Family  Idiocy. — A.  Hymanson  (X.  Y.  Med.  Jour.. 
July  12,  1902)  reports  the  case  of  a  child  of  15  months  affected 
with  amaurotic  family  idiocy.  His  parents  were  healthy  and  not 
consanguineous,  but  the  live  children  of  the  patient's  great-uncle 
died  of  apparently  the  same  disorder.  The  etiology  of  the  dis- 
ease is  still  obscure;  it  is  common  among  the  Hebrews,  especially 
among  the  Russian-Polish  Jews.  Family  predisposition  is  evi- 
dent from  the  fact  that  28  cases  tabulated  by  B.  Sachs  occurred 
in  fifteen  families.  There  did  not  seem  to  be  any  history  of 
syphilis,  alcoholism,  or  nervous  derangement  in  any  of  the  eases. 
'There  was  consanguinity  in  only  four  cases.  The  development 
of  the  affection  was  not  prevented  by  change  of  feeding  from 
the  mother's  breast  to  that  of  the  wet-nurse  or  to  artificial  food. 
No  prophylactic  measures  have  been  discovered,  and  treatment 
was  of  no  avail.  E.  Frey,  who  has  made  an  autopsy  on  a  child 
a  year  and  a  half  old,  corroborates  the  statement  of  Hirsch  that 
the  degeneration  occurring  in  this  form  of  idiocy  is  not  con- 
genital, but  post-natal.     It  is  not  due  to  a  defect  of  develop 
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incut,  and  he  and  others  have  demonstrated  that  the  form  and 
structure,  as  well  as  the  convolutions,  of  the  brain  were  normally 
arranged.  It  seems  that  there  is  some  inexplicable  condition, 
probably  of  an  infective  nature,  possibly  derived  from  the 
mother's  milk,  according  to  Jacobi.  which  causes  a  progressive 
degeneration  in  the  cortices  of  the  hemispheres  and  affects  the 
cells  and  fibres  of  the  entire  nervous  system,  although  food  has 
no  influence  on  the  disease.  The  chief  features  of  the  affection 
are:  idiocy,  weakness  of  all  the  muscles,  terminating  in  paraly- 
sis, gradual  loss  of  sight  and  characteristic  changes  in  the 
macula  lutea.  marasmus,  and  death  at  the  end  of  the  second  year. 

Chorea  Minor  from  Intestinal  Intoxication.—  Mario  de  Malde 
(Riforma  Med.,  May  1!'.  1902)  describes  the  case  of  a  girl  of  9 
years  affected  with  chorea,  for  which  it  was  difficult  to  find  a 
cause.  There  was  no  family  history  of  nervous  taint  of  any 
kind,  and  chorea  from  imitation,  from  previous  disease  or  diathe- 
sis, or  from  fright  or  shock  had  to  be  excluded.  The  possibility 
i if  worms  as  a  cause  induced  the  author  to  suggest  an  examina- 
tion of  the  feces.  The  child's  mother  then  acknowledged  that 
there  was  obstinate  constipation,  an  evacuation  i  ecurring  only 
mice  in  ten  or  twelve  days,  and  even  then  consisting  of  a  few 
hardened  and  offensive  seybahe.  Energetic  intestinal  disin- 
fection was  at  once  instituted  by  means  of  50  centigrammes  of 
calomel  in  two  doses.  This  resulted  in  the  expulsion  of  a  few 
scybalae  which  were  almost  petrified,  black,  and  fetid.  No  as- 
ca rides  lumbricoides  or  their  ova  were  found.  On  the  following 
day  a  single  dose  of  30  centigrammes  was  given,  and  was  followed 
by  a  copious  evacuation  of  hard,  black,  and  offensive  matters. 
A  glass  of  fluid  magnesia  was  given  in  the  morning  for  about  ten 
days,  the  discharges  being  at  first  diarrheal  and  then  normal.  To 
the  author's  surprise  the  symptoms  of  chorea  disappeared  one 
after  the  other,  and  in  a  few  weeks  there  was  a  complete  cure. 

The  Dietetic  Causation  and  Treatment  of  the  Gastrointes- 
tinal Diseases  of  Infancy. — R.  0.  Beard  (Northwestern  Lancet. 
dune  1.  1902  says  that  in  calling  attention  to  the  question  of  the 
causation  and  to  the  possibilities  of  the  prevention  or  the  cure  of 
these  death-dealing  disorders  of  infant  life,  it  may  be  well  to 
recognize  certain  facts  upon  which  these  disorders  are  condi- 
tioned: 1.  Gastro-intestinal  diseases  are  essentially  prevalent 
in  infancy;  they  decrease  with  every  year  of  life:  they  neither 
occur  nor  do  they  kill  to  any  notable  degree  those  whose  years 
lie  between  infancy  and  old  age.  2.  They  are  largely  of  seasonal 
occurrence:  their  ravages  are  felt  during  the  summer  and  autumn 
months.  3.  They  are  of  bacterial  or  parasitic  origin.  4.  The 
intestinal  tract  is  usually  the  arena  of  their  invasion.  The 
dietetic  causation  of  the  gastro-intestinal  diseases  being  the 
primary  one,  their  prevention  and  cure  are  only  to  be  accom- 
plished by  dietetic  means.  There  are  but  two  principles  which 
enter  importantly  into  treatment.  One  of  these  is  physiologic 
test.     The  other  is  therapeutic  cleansing.     The  former  should  be 
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regarded  as  a  means  of  prevention  as  well  as  a  means  of  cure.  It 
is  to  be  attained  in  part  by  affording  the  digestive  organs  an 
easy  task.  Human  milk  is  of  course  the  ideal  food  of  infancy. 
The  author  believes  that  the  successful  feeding  of  the  infant  by 
natural  means  depends  upon  a  physiologic  equation  between  the 
nursing  mother  and  the  individual  nursing  child,  which  begins, 
not  at  the  moment  of  birth,  but  at  the  moment  of  conception. 
AVhen  the  mother  is  unable  to  nurse  the  child,  wet-nursing  is  not 
so  good  a  substitute  as  modified  cow's  milk.  Gelatin  solutions 
and  starchy  gruels  are  sometimes  of  value  in  diluting  this  milk. 
Water  is  not  good,  as  it  is  not  the  sum  total  of  the  milk  which  re- 
quires dilution,  but  the  caseinogen.  Sterilization  is  under  the 
shadow  of  a  doubt  as  a  probable  cause  of  infantile  scurvy. 
Physiologic  rest  for  the  digestive  organs  is  further  to  be  at- 
tained by  a  careful  graduation  of  the  quantity  of  food  supplied 
to  the  infant.  The  common  practice  is  to  fill  up  an  ill-nourished 
and  frequently-fed  infant  with  as  much  food  as  it  can  carry, 
trusting  to  its  readiness  of  overflow.  This  is  to  invite  indigestion 
and  to  add  to  the  tendency  of  "starvation  upon  a  full  stomach." 
It  has  been  possible,  by  a  careful  study  of  the  average  capacity 
of  the  infant  stomach,  to  construct  the  following  table  of  gas'ric 
capacity  at  successive  periods  of  infancy : 

AG!.  QUANTITY. 

c.c.  ozs. 

One  week 70  2% 

One   month 95  3 

Two    months 120  3% 

Three    months 150  4*4 

Four   months 175  5% 

Five   months 225  7 

Seven    months 275  8% 

Nine    months 300  9% 

Perhaps  the  most  important  element  in  the  attainment  of  physi- 
ologic rest  is  time.  The  infant  digestion  is  relatively  slow.  It 
has  been  the  practice  of  the  writer  for  the  past  eighteen  years  to 
feed  infants  at  the  breast,  from  birth  on,  not  oftener  than  once 
in  four  hours,  and  to  order  an  abstinence  from  food  at  night.  In 
the  supply  of  artificial  foods  or  imitations  of  the  human  milk, 
still  longer  intervals,  involving  from  three  to  five  meals  in  the 
twenty-four  hours,  are  demanded.  This  practice,  with  other  ob- 
servances of  physiologic  rest,  has  secured  to  over  800  infants  so 
fed  not  only  a  practical  immunity  from  gastro-intestinal  disease. 
but  a  gain  in  weight  (which  is  really  the  only  true  test  of  suc- 
cessful nutrition)  above  the  average.  In  the  treatment  of  acute 
forms  of  gastro-intestinal  disease,  physiologic  rest  has  been  suc- 
cessfully carried  to  the  point  of  practical  starvation  for  periods 
varying  from  one  to  seven  days.  In  cholera  infantum  complete 
abstinence  from  food  during  the  acute  onset  of  the  disease  is  in- 
variably remedial.  A  material  aid  to  physiologic  rest  is  the 
therapeutic  attainment  of  regular  and  thorough  cleansing  of  the 
alimentary  canal.     By  the  use  of  large  quantities  of  water  given 
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to  the  always  thirsty  infant,  by  the  judicious  employment  of  lax- 
atives to  clear  away  the  debris  of  digestion  in  the  small  how  el, 
and  by  the  systematic  use  of  the  colonic  flush,  a  diminution  of 
pain,  of  diarrhea,  and  of  toxemia  is  always  to  be  secured. 

The  Importance  of  Milk  Analysis  in  Infant  Feeding. — A.  H. 
Wentworth  (Boston  Med.  and  Surg.  Jour.,  July  3,  1902)  gives 
the  following  summary  of  the  result  of  his  researches :  1.  The 
general  statement  that  the  upper  one-fourth  of  one  quart  of 
cow's  milk  in  which  the  cream  has  risen  contains  ten  per  cent  of 
fat.  represents  the  average  of  a  large  number  of  milks.  There 
is  too  much  variation  in  milks  from  different  cows  to  enable  one 
to  figure  modifications  of  milk  on  this  basis  with  any  degree  of 
accuracy.  2.  The  results  of  the  great  variation  in  cow's  milks 
would  not  be  of  so  much  consequence  if  the  percentage  of  fat  in 
the  cream  were  always  low.  Too  much  fat  in  a  modified  milk  is 
more  likely  to  cause  digestive  disturbance  than  too  little.  3.  It 
is  advisable,  therefore,  to  have  the  percentage  of  fat  determined 
in  the  cream  at  least  once  whenever  an  infant  begins  to  use  modi- 
fied milk.  It  is  also  advisable  to  have  the  fat  determination  re- 
peated at  the  times  of  year  when  the  cattle's  food  is  changed. 
4.  It  is  not  advisable  to  modify  milk  with  a  cream  in  which  the 
percentage  of  fat  is  too  low — under  ten  per  cent — because  if  one 
obtains  a  sufficient  percentage  of  fat  in  the  modification  the  per- 
centage of  proteids  will  be  too  high  in  many  cases.  5.  If  the  per- 
centage of  fat  is  too  low  in  the  upper  eight  ounces  from  one  (part 
of  "set  milk,"  it  is  better  to  take  fewer  ounces  off  of  the  top,  de- 
termine the  percentage  of  fat  in  these  ounces,  and  use  such  a 
number  of  ounces  of  cream  as  contains  twelve  per  cent,  or  more, 
of  fat.  If  more  proteid  is  required  it  can  be  obtained  by  the 
addition  of  lower  milk  which  is  almost  free  from  fat.  6.  A  safe 
rule  would  be  to  have  at  least  one  determination  of  fat  made,  no 
matter  how  many  ounces  are  taken  from  the  top  of  the  "set" 
milk,  and  afterward  to  continue  to  take  the  same  number  of 
ounces  off  each  time.  7.  In  order  to  make  a  modification  of  milk 
in  which  a  high  percentage  of  fat  is  combined  with  a  low  per- 
centage of  proteid,  it  is  necessary  to  use  a  cream  that  contains  a 
high  percentage  of  fat.  In  general  it  is  better  to  use  a  cream  re- 
moved from  the  milk  at  home  than  to  use  cream  bought  for  this 
purpose,  because  the  latter  is  much  more  likely  to  be  stale  and  to 
have  undergone  changes  due  to  heat  or  to  age.  8.  "Within  cer- 
tain limits,  accurate  percentage  modifications  of  milk  are  not  es- 
sential to  the  well-being  of  a  majority  of  the  babies  that  are  fed 
on  modified  milk.  Proof  of  this  is  afforded  by  the  fact  that  so 
many  infants  do  well  when  fed  on  modified  milk,  and  yet  it 
has  been  shown  by  the  results  of  analysis  that  these  modifications 
are  rarely  accurate.  Unfortunately  it  is  not  always  possible  to 
tell  beforehand  to  which  class  a  given  case  belongs,  and  this  is  a 
sufficient  reason,  even  if  there  were  no  others,  for  modifying  the 
milk  as  accurately  as  possible.  A  complete  analysis  of  the  milk 
requires  too  much  time  and  training  to  make  it  a  practical  pro- 
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cedure,  except  in  special  cases.  The  determination  of  the  per- 
centage of  fat  in  the  cream  used  for  modification  is  easily  made. 
requires  but  a  few  minutes  to  do,  and  enables  modifications  of 
milk  to  be  made  that  are  accurate  enough  for  most  cases,  if  in 
addition  directions  for  modifying  are  carefully  given  and  fol- 
lowed. 9.  The  advantage  of  modifications  of  milk  furnished  by 
establishments  is  that  it  is  convenient.  It  relieves  lie-  family  of 
all  responsibility  so  far  as  the  preparation  of  the  infant's  food  is 
concerned.  Three  great  objections  to  the  use  of  commercial 
modifications  of  milk  are:  (a)  inaccurate  modifications,  (b)  stale 
milks,  (c)  expense,  (a)  The  claim  is  made  by  those  interested 
in  the  sale  of  commercial  modifications  of  milk  that  the  per- 
centages of  fat.  sugar,  and  proteids  are  accurately  determined  in 
each  modification.  This  claim  of  exactness  forms  the  basis  upon 
which  such  commercial  modifications  of  milk  largely  depend  for 
their  success.  Analyses  submitted  by  the  writer  show  how  little 
dependence  can  lie  placed  upon  such  statements,  (b)  People 
who  reside  beyond  the  limits  of  wagon  delivery — and  most 
people  do  so  for  several  months  each  year — have  to  use  on  Sun- 
days and  part  of  Mondays  milk  that  is  delivered  on  Saturdays 
and  of  a  necessity  milked  on  Fridays.  It  is  claimed  that  no 
deleterious  changes  take  place  in  these  milks  if  they  are  kept  cold. 
A  sufficient  number  of  clinical  observations  have  been  made  to 
show  that  such  a  claim  is  unwarranted.  ( <■ )  The  cost  of  modi- 
fications of  milk  made  at  home  is  less  than  twenty-five  cents  a 
day.  Compare  this  with  the  cost  of  commercial  modifications  of 
milk,  to  which  must  be  added  in  many  cases  the  cost  of  trans- 
portation. 10.  The  technique  of  fat  determination  by  the  Bab- 
cock  method  is  simple  and  easily  acquired.  The  entire  outfit, 
including  a  centrifugal  machine.  Masks,  pipettes,  and  acid,  can  be 
purchased  for  nine  dollars.  The  time  required  for  a  fat  de- 
termination by  this  method  is  about  fifteen  minutes. 

Intussusception  in  a  Child;  Operation;  Recovery. — A.  Prim- 
rose (Canadian  Pratt,  and  E<  v.,  Mar.,  1902)  reports  the  case  of  a 
child  of  3%  years  suffering  from  pain  in  the  abdomen,  an  ob- 
struction which  the  administration  of  purgatives  was  powerless 
to  relieve.  There  was  persistent  vomiting,  and  from  time  to 
time  she  passed  quantities  of  bloody  mucus.  On  admission  to 
the  hospital  her  face  was  flushed,  but  she  did  not  look  very  ill. 
save  that  she  appeared  to  be  in  a  condition  of  lethargy.  The 
tongue  was  coated,  temperature  100°,  pulse  132,  respirations  28 
per  minute.  A  distinct  tumor  could  be  felt  on  palpating  the  ab- 
domen in  the  left  lumbar  region.  Abdominal  section  revealed 
the  intussusception,  which  was  reduced.  The  following  condi- 
tion was  noticed  after  reduction:  extensive  ecchymosis  in  the 
portion  of  the  omentum  which  had  followed  the  invaginated 
bowel  into  the  intussuscipiens ;  the  bowel  above  the  tumor  was 
quite  collapsed:  there  had  been  absolutely  no  distension.  A 
very  much  thickened  piece  of  bowel  formed  the  apex  of  the  in- 
tussusceptum.     The  amount  of  thickening  here  was  so  remark- 
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able  that  the  author  found  it  impossible  to  convince  himself  by 
manipulation  that  the  lumen  was  pervious.  It  reminded  one 
somewhat  of  the  normal  pylorus,  but  involved  a  much  larger  ex^ 
tent  of  the  gut.  To  make  sure  that  obstruction  was  not  complete 
he  had  normal  saline  injected  per  rectum,  and  satisfied  himself 
that  fluid  passed  through  the  thickened  portion.  The  little 
patient  made  an  uneventful  and  uninterrupted  recovery. 

Measles. — An  editorial  comment  (Pediatrics,  Mar.  1,  1902) 
rails  attention  to  the  caution  necessary  in  the  treatment  of 
measles  in  the  tenements.  Measles  is  regarded  by  many  mothers 
who  live  in  tenements  as  a  very  mild  disease.  They  consider  that 
warmth  and  exclusion  of  light  are  all  that  is  required  and  that 
the  services  of  a  doctor  are  superfluous.  The  result  is  that  the 
patient  is  often  put  in  a  dark  inside  room  which  is  overheated 
and  insufficiently  ventilated.  His  resistance  is  so  much  the  more 
lowered  and  he  becomes  specially  liable  to  some  secondary  in- 
leetion.  most  frequently  broncho-pneumonia,  diphtheria,  or 
tuberculosis.  A  patient  with  broncho-pneumonia  following 
measles  who  in  addition  contracts,  diphtheria  is  in  a  well-nigh 
hopeless  condition.  Yet  this  sequence  does  occur.  The  writer 
is  cognizant  of  four  intubations  performed  within  the  past  two 
months  for  laryngeal  diphtheria  following  measles.  In  each  of 
the  four  cases  the  doctor  who  was  called  in  when  the  symptoms 
of  croup  became  marked  attributed  the  condition  to  catarrhal 
laryngitis  complicating  measles,  and  did  not  administer  anti- 
toxin,  or  even  make  a  culture,  until  the  severity  of  the  symptoms 
made  operative  intervention  imperative.  It  should  be  kept  in 
mind  that  symptoms  of  croup  occurring  during  measles,  may  not 
be  due  to  catarrhal  laryngitis,  but  to  diphtheria.  If  the  symp- 
toms are  at  all  severe  a  large  dose  of  antitoxin  will  certainly  be 
<m  the  side  of  safety. 

Marked  Separation  of  the  Pubic  Bones. — J.  E.  Goldthwaite 
Boston  Med.  and  S\ir<j.  Jour.,  July  10,  1902)  reports  a  case  il- 
lustrating an  unusual  condition.  A  boy  11  years  of  age  had 
disease  of  the  right  hip  joint,  tubercular  in  character.  At  the 
time  of  the  examination  it  was  noticed  that  the  pubic  bones  were 
markedly  separated,  there  being  seven  and  three-quarter  centi- 
metres between  the  spines  of  these  bones.  Both  iliac  bones  had 
separated  so  that  the  anterior  superior  spines  were  the  outermost 
portion  of  the  iliac  bones,  instead  of  the  middle  of  the  crest  as  is 
Qormal.  There  was  considerable  motion  owing  to  the  looseness 
of  the  sacro-iliac  articulation,  but  this  did  not  prevent  the  child 
from  walking  freely,  and  had  apparently  caused  no  symptoms. 
The  right  pubic  bone  was  more  prominent  than  the  other,  and 
appeared  on  first  inspection  like  a  tumor  projecting  at  what 
would  ordinarily  be  the  location  of  the  external  inguinal  ring. 
The  only  thing  to  in  any  way  account  for  the  condition  was  that 
when  21/.  years  old  the  child  was  run  over  and  was  lame  for  a 
short  time,  but  ultimately  improved  so  that  he  was  considered 
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well  until  six  months  previous  to  the  examination,  when  the 
trouble  with  the  hip  began. 

Medical  Examination  of  Criminals. — An  item  (Northwestern 
Lancet,  June  1,  1902)  states  that  the  following  is  part  of  a 
resolution  which  was  adopted  at  the  last  meeting  of  the  Congress 
of  Criminal  Anthropology,  recently  held  in  the  city  of  Amster- 
dam, Holland ;  it  should  be  followed  in  the  rules  of  procedure  in 
all  of  our  criminal  courts:  "1.  Every  child  who  has  committed 
a  crime  should  be  examined  by  a  competent  physician  before  be- 
ing summoned  into  court,  and  those  discovered  to  be  actual  de- 
generates should  be  placed  in  pedagogic  establishments  organized 
for  the  purpose  of  training  and  improving  them  intellectually 
and  morally.  2.  The  biologic  record  of  the  criminal  should  be 
appended  to  the  court  record  in  every  criminal  case.  3.  Govern- 
ment should  take  effective  steps  to  arrest  the  progress  of  alco- 
holism. ' ' 

Otitis  Media  Purulenta  Treated  by  the  Dry  Method. — F.  W. 
Davis  (X.  Y.  Med.  Jour.,  July  12,  1902)  says  that  the  natural 
resistance  of  the  mucous  membrane  lining  the  tympanic  cavity  to 
micro-organisms  is  very  great,  and  if  drainage  is  effectually  es- 
tablished recovery  from  disease  is  very  rapid.  Dryness  is  as 
fatal  to  most  germs  as  strong  chemical  antiseptics,  and  in  no  way 
can  the  tympanic  cavity  be  kept  dry  so  effectually  as  by  gauze 
drainage.  After  a  thorough  trial  of  dry  cleansing  and  gauze 
drainage,  the  writer  believes  it  to  be  more  effectual  than  the  use 
of  watery  injections,  etc.,  in  all  cases,  whether  acute  or  chronic. 
It  requires  a  little  more  skill  than  simple  syringing  and  powder- 
blowing.  The  discharge  should  be  thoroughly  wiped  away  with 
the  cotton  carrier,  exposing  the  drum,  perforation,  or  the  tym- 
panic cavity  if  the  drum  is  destroyed.  In  the  latter  case  the  cot- 
ton can  be  introduced  into  the  middle  ear  and  clean  it  of  all 
secretion.  A  narrow  strip  of  dry  gauze  should  now  be  introduced 
through  a  speculum  and  the  canal  loosely  packed  to  the  meatus. 
This  should  be  allowed  to  remain  until  soaked  with  the  discharge, 
whether  it  takes  one  or  twenty-four  hours.  It  should  then  be 
removed,  and  a  piece  of  dry  cotton  placed  and  left  in  the  meatus 
until  the  next  packing.  The  packing  should  usually  be  done 
twice  daily  in  acute  cases,  once  in  chronic  cases.  No  antiseptics 
or  other  medicaments  are  necessary.  Plain  sterile  gauze  is  used. 
In  chronic  cases,  where  the  discharge  is  offensive,  a  few  instilla- 
tions of  boric  acid  in  alcohol,  before  each  packing,  correct  the 
fetor.  The  alcohol  aids  the  treatment  by  its  drying  action,  and 
the  boric  acid  stimulates  the  membrane  to  healthy  action.  The 
draining  away  of  the  discharges  accomplishes  cures  more  rapidly 
than  any  other  method,  is  agreeable  to  the  patient,  and  keeps 
him  under  the  direct  care  of  the  physician.  The  writer  believes 
that  there  are  few  cases  that  will  not  yield  to  this  treatment.  He 
reports  three  out  of  a  large  number. 

Primary  Intestinal  Tuberculosis. — M.  Nicoll  (Arch,  of  Ped., 
May,  1902)  reports  the  case  of  a  child,  2  years  and  3  months  old, 
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suffering  from  measles  and  ulcers  about  the  eyes.  Death  took 
place  very  suddenly  from  broncho-pneumonia.  At  the  autopsy 
an  ulcer  was  found  about  two  inches  above  the  ileo-cecal  valve, 
and  corresponding  to  it,  in  the  mesentery,  a  mass  the  size  of  a 
walnut  composed  of  half  a  dozen  or  more  cheesy  lymph  nodes. 
Many  other  of  the  mesenteric  lymph  nodes  were  enlarged,  whitish 
or  pinkish  in  color,  with  no  evidence  of  tubercle.  A  very  long 
and  careful  search  was  required  to  demonstrate  the  presence  of 
tubercle  bacilli  in  the  sections.  The  point  of  interest  in  the  case 
is  the  presence  of  a  single  primary  lesion  of  tuberculous  in- 
fection, without  any  evidence  of  tuberculosis  elsewhere  except  in 
the  lymph  nodes  of  the  immediate  neighborhood.  It  cannot  be 
doubted  that  death  alone  prevented  the  occurrence  of  a  general 
miliary  tuberculosis,  and  when  one  considers  the  general  condi- 
tion of  the  patient,  and  the  well-known  tendency  of  measles  to 
light  up  a  previously  quiescent  tuberculous  process,  it  is  rather 
remarkable  that  the  tuberculous  process  had  not  made  further 
progress.  The  case  constitutes  the  sixth  example  of  undoubted 
primary  intestinal  tuberculosis  occurring  at  the  New  York 
Foundling  Hospital  among  many  autopsies  performed  by  Drs. 
Xorthrup,  Freeman,  Bovaird,  and  the  writer. 

The  Probable  Injurious  Effects  of  Caraway  Seeds. — TV. 
B  ram  well  (Med.  Times  and  Hosp.  Gaz.,  June  7,  1902)  says  that 
one  of  his  patients  was  suffering  from  ischio-rectal  abscess,  and, 
dreading  anything  in  the  shape  of  lancet  or  knife,  had  allowed 
it  to  discharge  spontaneously.  While  pressing  out  the  pus  the 
writer  caught  sight  of  a  little  black  speck  which  turned  out  to 
be  a  caraway  seed.  This  was  in  a  perfect  state  of  preservation, 
and,  in  spite  of  the  fact  that  it  had  been  lying  in  pus,  was  not 
even  softened  or  swollen  from  the  absorption  of  moisture,  but 
was  as  hard  as  ever  and  had  many  sharp  points.  The  pointed 
extremities  of  many  of  these  seeds  are  of  needle-like  sharpness, 
one  of  which  projecting  from  a  hardened  mass  of  feces  could 
easily  become  fixed  in  the  mucous  membrane,  and  when  point- 
ing downward  be  driven  further  into  it  by  the  downward  pass- 
age of  the  feces  during  defecation,  thus  forming  a  suitable 
nidus  for  the  commencement  of  abscess  resulting  in  fistula.  It 
is  probable,  too,  from  similar  reasons,  that  these  seeds  may  be 
the  cause  of  some  cases  of  peritonitis  of  obscure  origin,  and 
perhaps  also  of  abscess  and  ulcer  of  the  stomach,  to  say  no- 
thing of  the  irritation  resulting  in  cancer.  During  the  process 
of  baking  they  soften  and  swell  up,  but  as  the  loaf  cools  they 
contract  and  harden,  changing  color  to  black  or  dark  brown. 
The  increased  hardness  renders  them  doubly  dangerous  weapons 
in  their  passage  through  the  stomach  and  intestines,  especially 
the  smaller  varieties,  which  do  not  appear  to  soften  while  lying 
in  the  intestinal  fluids. 

Pulse  Variations  in  Childhood. — G.  A.  Dotti  (Eivista  Critica 
di  Clin.  Med.,  May  17,  1902)  concludes  from  his  studies: 
1.  That  the  normal  and  pathological  pulse  of  children  is  more 
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variable  than  that  of  adults.  2.  Temporary  changes  are  very 
frequent,  and  usually  occur  during  convalescence  from  acute 
fehrile  diseases,  even  such  light  ones  as  mumps  and  chicken- 
pox.  3.  Permanent  arhythmia  is  much  more  rare.  4.  Dicrotism 
is  the  most  frequently  occurring  change,  and  its  degree  appears 
to  he  independent  of  the  body  temperature.  It  is  present  in  all 
cases  of  typhoid,  less  characteristic  and  less  frequently  found 
in  pulmonary  affections,  and  more  rarely  still  in  diphtheria, 
scarlet  fever,  and  meningitis.  5.  The  paradoxical  pulse  is  dis- 
tinctly felt  in  nearly  all  cases  of  stenotic  diphtheritic  laryngitis. 
It  does  not  occur  in  catarrhal  laryngitis,  as  a  rule,  but  may  be 
found  in  grave  and  diffuse  pulmonary  troubles.  6.  Allorrhyth- 
mia  is  specially  found  in  the  convalescence  from  Typhoid, 
allied  to  bradycardia.  7.  False  intermittence  has  no  importance 
per  se,  but  is  probably  a  transition  stage  toward  true  inter- 
mittence. 8.  As  to  the  various  diseases  studied  by  the  author, 
he  has  found  that  in  typhoid  the  arhythmia  appears  from  the 
fifteenth  to  the  thirtieth  day.  disappearing  from  the  thirty-fifth 
to  the  fiftieth.  The  earlier  it  comes  the  later  it  goes,  and  ma 
versa.  In  pneumonia  the  pulse  is  more  similar  to  the  typhoid 
pulse  than  in  other  pulmonary  affections:  in  the  latter  there 
is  irregularity  rather  than  true  intermittence.  In  influenza  the 
arhythmia  occurs  early.  In  diphtheritic  angina  arhythmia  is 
observed  in  less  degree:  in  light  cases  there  is  tachycardia  and 
a  small  pulse,  in  the  grave  cases  bradycardia  corresponding  To 
severe  lesions  of  the  myocardium.  In  the  convalescence  from 
scarlatina  the  bradycardia  is  even  more  marked  than  in  typhoid. 
The  disappearance  of  the  arhythmia  coincides  with  the  beginning 
of  desquamation. 

The  School  and  its  Effect  upon  the  Health  of  Girls. — W.  B. 
Drummond  (Scottish  Med.  and  Surg.  Jour..  July.  1902)  says 
that,  considering  how  great  a  drain  upon  a  girl's  energy  is  the 
rapid  development  which  takes  place  at  puberty,  the  general 
line  of  treatment  in  schools  should  be  such  as  to  avoid  undue  dis- 
sipation of  energy:  to  avoid  all  the  known  causes  of  that  curious 
form  of  fatigue  which  has  attained  notoriety  under  the  name  of 
over-pressure.  For  many  girls<,  rest  during,  or  at  least  at  the 
beginning  of,  each  period,  until  the  habit  is  thoroughly  estab- 
lished, is  a  necessity  if  health  is  not  to  suffer.  As  Dr.  Reynolds 
says:  "'The  world  has  known  for  a  great  many  generations  that 
it  could  get  more  work  out  of  itself  in  six  days  than  in  seven:  it 
has  ciinir  to  know  that  employees  must  be  given  two  weeks'  vaca- 
tion out  of  a  year,  and  that  the  brain-worker  can  do  very  much 
more  work  in  eleven  than  in  twelve  months  out  of  the  year.  I 
believe,  when  we  are. a  little  bit  more  civilized,  we  shall  know  that, 
as  a  pure  matter  of  economics,  we  can  drive  more  work  out  of 
women  in  twenty-five  days  than  we  can  in  twenty-eight."  If 
this  is  so.  it  rests  with  the  school  so  to  arrange  its  time  table  as  to 
make  this  relaxation  of  work  possible  without  embarrassment  to 
the  pupils.     The  following  are  a  few  general   points  which  re- 
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quire  consideration  in  the  case  of  girls:  (a)  Nutrition.  Peri- 
odical, but  not  too  frequent,  weighing  and  measurement  of  the 
children  would  give  many  a  timely  hint  if  all  were  not  going 
well,  (b)  Physical  exercise.  This  is  of  the  greatest  value  and 
importance,  but  there  must  be  kept  in  mind  the  danger  of  over- 
exertion, strain,  and  fatigue  at  the  time  of  puberty.  For  physi- 
cal exercise,  girls  should  be  classed  on  a  physical  and  not  an  in- 
tellectual basis.  Even  such  an  apparently  trifling  matter  as  the 
steepness  of  the  school  stairs,  and  the  number  of  times  the  girls 
have  to  climb  them  in  passing  from  class  to  class,  deserves  more 
attention  than  it  receives,  (c)  Suitable  clothing,  both  for  ordi- 
nary wear  and  exercise,  (d)  Abundanc(  of  interesting  occupa- 
tion and  a  healthy  mental  environment,  with  plenty  of  rest  be- 
tween the  periods  of  activity,  (e)  Early  hours  and  sufficient 
sleep.  Social  and  outside  demands  are  often  the  disturbing  fac- 
tor here  rather  than  the  school,  (f)  Tht  school  medical  officer. 
This  applies,  as  a  rule,  to  boarding  schools.  The  author  notices 
with  pleasure  that  the  school  boards  in  England  are  tending  more 
and  more  to  appoint  medical  officers  to  act  with  and  to  advise  the 
board  as  to  conditions  affecting  health  in  the  schools. 

Spasmodic  Wryneck  Appearing  in  the  Course  of  a  Case  of 
Exophthalmic  Goitre. — Walter  <i.  Stern  (Cl<  veland  Med.  Jour., 
April,  1902  I  reports  the  case  of  a  girl  of  14  years,  suffering  from 
exophthalmic  goitre,  who  was  troubled  with  torticollis.  The  case 
was  at  first  diagnosed  as  one  of  Pott's  disease  of  the  cervical 
vertebrae,  but  the  position  of  the  chin,  which,  though  deviated  to 
the  right,  looked  upward,  should  have  sufficed  to  exclude  that  af- 
fection. Moreover,  the  pain  was  not  constant  nor  localized,  pres- 
sure upon  the  vertebra*  was  painless,  there  was  no  limitation  of 
motion  of  atlas  or  axis,  no  swelling  of  the  bodies  of  the  vertebrae, 
no  retropharyngeal  abscess,  nor  did  the  child  hesitate  to  jump 
from  a  chair  without  supporting  her  head  with  her  hands. 
Under  anesthesia  the  muscles  relaxed  completely  and  the  neck 
was  freely  movable.  From  congenital  torticollis  the  history,  the 
symmetry  of  the  head,  and  the  absence  of  any  permanent  con- 
tractures, as  shown  under  anesthesia,  give  the  differential  diag- 
Qosis.  From  scoliosis,  or  congenital  elevation  of  the  shoulders, 
the  presence  of  the  various  contracted  muscles  speaks  for  wry- 
neck. The  youth  of  the  patient  is  unusual,  both  for  ex- 
ophthalmic goitre  and  for  spasmodic  wryneck.  Out  of  32  cases 
of  wryneck  Walton  reports  only  2  under  20  years  of  age.  Ex- 
ophthalmic goitre  has  been  reported  by  several  French  authors 
even  as  early  as  the  second  year.  With  the  exclusion  of  the  pos- 
sibility of  Pott's  disease  or  congenital  wryneck,  all  thoughts  of 
laminectomy  or  tenotomy  are  dispelled.  In  this  case  the  author 
would  follow  out  the  best  course  of  treatment  known  for  ex- 
ophthalmic goitre.  In  other  cases  of  spasmodic  wryneck  the 
best  treatment  is  that  advocated  by  Dr.  Hamann  in  his  splendid 
paper  upon  the  treatment  of  spasmodic  wryneck.  The  author 
wishes  but  to  emphasize  the  fact  that,  when  the  operation  of  cut- 
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ting  the  posterior  nerve  roots  is  performed,  it  be  done  on  both 
sides,  for  if  performed  only  upon  one  side  the  muscles  of  the 
other  may  take  np  the  spasm,  as  one  case  under  my  care  has  well 
shown.  Massage,  electricity,  and  intermuscular  injections  of 
curare,  hyoscine,  belladonna,  and  like  drugs  produce  few  lasting 
effects,  but  may  sometimes  be  tried  with  benefit. 

Spinal  Cocainization  with  Double  Amputation  on  a  Child. — 
William  H.  Brooke  (N.  Y.  Med.  Jour.,  July  12,  1902)  reports  the 
case  of  a  colored  boy  of  9  years,  both  of  whose  feet  were  frozen, 
with  marked  swelling  of  both  legs  and  thighs.  In  a  few  days 
they  were  gangrenous.  While  waiting  for  a  line  of  demarcation 
he  had  a  septic  temperature  ranging  between  99.2°  and  106°  P., 
with  rapid,  feeble  pulse  and  marked  delirium.  Spinal  analgesia 
was  decided  on.  and  thirty  minims  of  a  two  per  cent  solution  of 
cocaine  were  injected  in  the  usual  way.  In  three  minutes  there 
was  complete  anesthesia  in  the  left  leg;  in  five  minutes  it  was 
complete  in  both.  Both  legs  were  amputated  at  the  middle  third, 
the  stumps  healing  in  nine  days  by  first  intention.  One  hour 
after  the  operation  the  temperature  was  103.2°  F.,  but  it  fell  to 
99.6°  the  next  morning,  and  remained  below  99.8°  until  complete 
recovery.  Headache  was  mild  and  of  short  duration,  with  little 
nausea  and  no  vomiting.  The  boy  was  f airly  comfortable  twenty- 
four  hours  after  operation,  which  was  remarkable,  considering 
his  poor  condition  before  operation.  The  pulse  remained  full 
and  regular,  though  a  little  rapid,  during  the  operation  and  for 
two  days  after,  when  it  became  more  slow. 

Spindle-Cell  Sarcoma  of  the  Thorax  in  a  Child. — Louis 
Fischer  (Arch,  of  Fed.,  May,  1902)  reports  the  case  of  a  boy  of  8 
years  who  had  a  number  of  tumors  on  the  front  of  the  thorax 
which  felt  quite  hard  on  palpation.  Operation  was  performed, 
but  the  child  died  shortly  after.  The  tumor  was  found  to  be  a 
spindle-cell  sarcoma  in  a  rather  active  state  of  growth,  on  ac- 
count of  the  large  number  of  mitoses  present.  Sarcomatous 
growths  in  children  are  quite  rare.  Manderli,  in  the  Children's 
Hospital  at  Basle,  Switzerland,  reports  ten  patients  in  the  past 
twenty  years.  The  interesting  points  about  the  present  case 
are:  1.  That  the  heart  was  displaced,  so  that  it  was  imme- 
diately behind  the  right  nipple.  2.  There  was  intense  dyspnea, 
caused  by  the  pressure  of  the  tumor.  3.  There  were  constant 
cyanosis  and  edema  of  the  limbs,  due  to  interference  with  the 
return  circulation  to  the  right  side  of  the  heart. 

Strangulated  Hernia  in  Nursing  Infants. — E.  Estor  (Rev. 
de  Chir.,  June  10,  1902)  reaches  the  following  conclusions  on 
the  subject:  1.  Strangulated  hernia  is  rare  in  infancy,  but  not 
exceptional,  as  proved  by  his  statistics  involving  232  observa- 
tions. 2.  The  rare  occurrence  of  strangulation  is  explained  by 
the  slight  resistance  offered  by  the  tissues  composing  the  canal 
containing  the  visceral  hernia.  3.  Strangulation  of  appendicu- 
lar and  ceco-appendicular  hernia  is  the  most  frequent  in  infancy. 
4.  The  symptoms  differ  according  to  whether  there  is  strangu- 
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latcd  enterocele  or  hernial  appendicitis.  5.  The  mortality  from 
eelotomy  is  a  trifle  less  during  the  two  first  years  of  life  than  in 
adults.  6.  Strangulation  being  less  constricted  than  in  adults, 
the  time  during  which  celotomy  can  be  attempted  is  naturally 
prolonged  beyond  the  same  period  in  adults.  7.  Hernial  appen- 
dicitis is  a  more  serious  affection  than  strangulated  enterocele. 
8.  The  general  condition  of  the  child  should  have  the  greatest 
influence  on  prognosis. 

Tetanus  and  Vaccination. — Joseph  McFarland  (Medicine, 
June,  1902),  from  an  analytical  study  of  95  cases  of  this  rare 
complication,  reaches  the  following  conclusions:  1.  Tetanus  is 
not  a  frequent  complication  of  vaccination,  a  total  of  ninety-five 
3  having  been  collected.  2.  The  number  of  cases  observed 
in  1901  was  out  of  all  proportion  to  what  has  been  observed  here- 
tofore. 3.  The  cases  are  chiefly  American  and  occur  scattered 
throughout  the  eastern  United  States  and  Canada.  4.  They  have 
nothing  to  do  with  atmospheric,  telluric,  or  seasonal  conditions. 

5.  They  occur  in  small  numbers  after  the  use  of  various  viruses. 

6.  An  overwhelming  proportion  occurs  after  the  use  of  a  par- 
ticular virus.  7.  The  tetanus  organism  may  be  present  in  the 
virus  in  small  numbers,  being  derived  from  manure  and  hay. 
8.  Occasionally,  through  carelessness  or  accident,  the  number  of 
bacilli  becomes  greater  than  usual.  9.  The  future  avoidance  of 
the  complication  is  to  be  sought  for  in  greater  care  in  the  prep- 
aration of  the  vaccine  virus. 

Tuberculosis,  The  Infectiousness  of  the  Nails  of  Children  in 
Regard  to. — Preisich  and  Schiitz  (Berl.  klin.  M'ochens.,  Vol. 
xxxix..  No.  20)  examined  the  dirt  scraped  from  under  the  nails 
of  66  children  between  the  ages  of  6  months  and  2  years,  and 
found  tubercle  bacilli  present  in  14,  or  21.2  per  cent.  Five  of 
the  infants  had  no  tuberculous  history.  In  six  there  were  cases 
of  tuberculosis  in  the  family,  in  two  the  infants  themselves  had 
the  disease,  and  in  one  other  the  child  was  cared  for  by  a  family 
who  had  lost  two  children  of  tuberculosis,  and  one  had  cervical 
adenitis  at  the  time  of  observation.  These  examinations  were 
made  during  the  months  of  February,  March,  and  April,  a  time 
when  the  children  go  out  but  little.  Animal  experiments  showed 
that  other  pathogenic  germs  besides  tubercle  bacilli  were  pres- 
ent, and  this  fact  explains  the  frequent  occurrence  of  cervical 
adenitis  in  young  children.  The  observations  further  demon- 
strate the  infectious  nature  of  the  dust  of  living  rooms. 

Urine,  The  Study  of,  in  Young  Children. — J.  Madison  Taylor 
(Interned.  Med.  Attn..  May,  1902)  says  that  it  is  becoming  well 
understood  that  urinalyses  reveal  significant  clinical  facts  far  be- 
yond the  mere  evidences  of  disease  of  the  kidneys.  The  trouble 
of  bedside  urinalyses  is  not  great,  but  unless  one  becomes  habitu- 
ated to  making  them  it  seems  a  grave  burden.  In  conditions  of 
infectious  disease  this  should  be  invariably  done,  or  a  standing 
order  be  left  for  specimens  to  be  sent  to  the  laboratory  at  regular 
intervals  for  a  number  of  davs.     As  to  the  difficulties  of  obtain- 
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ing  a  specimen,  these  seem  greater  than  they  really  are.  A  piece 
of  absorbent  cotton  surrounded  by  a  bit  of  oil  silk,  rubber  dam. 
or  waxed  paper,  and  laid  over  the  genital  organs  and  under  the 
buttocks,  will  usually  suffice  for  the  youngest  infant.  For  older 
infants,  a  month  or  more,  the  habit  can  readily  be  established  of 
passing  water  at  fairly  regular  intervals  in  a  vessel  on  which 
they  are  placed.  The  total  quantity  passed  in  twenty-four  hours 
should  be  ascertained;  the  time  when  the  specimen  is  passed  in 
relation  to  food  and  drink ;  the  color  described ;  the  reaction  and 
specific  gravity  stated.  The  tests  used  for  albumin  should  lie 
specified;  if  present,  the  percentage  ;  so  of  tests  for  sugar.  Tests 
for  indiean,  acetone,  and  bile  are  of  importance.  The  urea 
should  be  estimated  in  percentages,.  The  sediment  should  be 
described.  Then  any  special  tests  for  the  particular  specimen 
may  receive  attention.  Finally,  a  clear  statement  should  follow 
of  the  microscopic  findings  after  centrifugation. 

Floyd  M.  Crandall  (ibid.)  says  that  the  character  of  the  urine 
in  infancy  must  be  fully  understood,  lest  erroneous  conclusions 
be  drawn.  After  the  third  day  the  specific  gravity  is  very  low, 
ranging  on  the  fourth  or  fifth  day  from  1003  to  1007.  During  the 
first  six  months  it  is  rarely  over  1010 ;  before  the  beginning  of  the 
fourth  year  it  is  not  often  found  above  1014 :  after  ten  years  it 
may  be  found  as  high  as  1020.  but  it  is  more  commonly  aboul 
1015  until  the  fifteenth  year.  After  the  first  days  of  life,  when 
the  urine  is  apt  to  be  scanty  and  high-colore"d.  it  is  commonly 
pale  or  colorless.  The  amount  of  urine  is  comparatively  large 
in  young  children,  because  their  food  is  largely  liquid  and  be- 
cause of  the  active  metabolism  of  infancy.  The  reaction  is  com- 
monly faintly  acid,  but  may  be  neutral  or  even  faintly  alkaline 
without  being  abnormal.  The  ratio  of  uric  acid  to  urea  steadily 
decreases  after  infancy,  but  is  larger  throughout  childhood.  The 
brickdust  deposit  of  new-born  infants  and  young  children  con- 
sists of  crystals  of  uric  acid.  The  urine  is  usually  sharply  acid. 
of  comparatively  high  specific  gravity,  and  sometimes  very  irri- 
tating. It  is  best  relieved  by  giving  freely  of  water,  especially 
alkaline  water.  The  lithuria  of  older  children  requires  thorough 
examination  to  determine  the  underlying  cause — indigestion 
should  especially  be  sought  for  and  corrected.  Albumin  during 
the  first  week  of  life  has  little  significance;  after  that  its  occur- 
rence has  usually  the  same  significance  as  in  later  life.  The 
chief  exception  to  the  rule  is  the  so-called  cyclic  or  functional 
albuminuria  which  is  occasionally  seen  in  children  between  5  and 
15  years.  Hyaline  and  sometimes  granular  casts  may  be  found 
in  the  urine  of  perfectly  healthy  infants  during  the  first  week- 
sugar  during  the  first  three  or  four  weeks.  During  the  second 
or  third  month  its  appearance  is  usually  accompanied  by  symp- 
toms of  impaired  digestion.  In  these  cases  the  sugar  may  some- 
times be  detected  by  Fehling's  test  when  it  cannot  be  found  by  the 
fermentation  test.     The  diagnosis  of  functional  glycosuria  should 
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qoI  be  made  too  quickly,  for  diabetes  may  occur  very  early  in  life. 
Blood  in  the  urine  of  children  is  probably  always  pathologic. 
In  addition  to  the  causes  which  may  account  for  its  appearance 
in  later  life  are  melena,  purpura,  scurvy,  and  new  growths  of  the 
kidney.  Pus  in  the  urine  of  young  children  may  have  its  source 
in  any  portion  of  the  urinary  tract,  but  is  most  frequently  de- 
rived from  the  pelvis  of  the  kidney.  Acute  pyelitis  and  pyo- 
nephrosis are  not  uncommon  in  infants.  Chronic  pyuria  is 
commonly  due  to  a  calculus  or  to  tuberculosis  of  the  kidney. 
The  author  frequently  makes  use  of  the  lactometer  accompany- 
ing Holt's  milk-testing  apparatus,  in  examining  the  urine  of  in- 
fants. It  requires  but  little  more  than  a  tablespoonful  of  fluid, 
and  is  as  accurate  as  one  requiring  several  ounces. 

Vaccination. — William  L.  Welch  and  Jay  F.  Schamberg 
(Therapeutic  G<iz<tt<,  June  15,  1902),  referring  to  their  expe- 
riences  at  the  Municipal  Hospital  of  Philadelphia  during  the 
recent  epidemic,  give  a  table  showing  the  comparative  mortality 
rales  in  the  vaccinated  and  the  unvaccinated :  it  also  gives  the 
mortality  percentage  in  individuals  with  good,  fair,  and  poor 
vaccination  scars,  respectively: 


Admitted. 

Died. 

Per  cent. 

Vaccinated  in  infancy  (good  mark) 

''        "        (fair  mark) 

"        "       (poor  mark ) 

268 

83 
98 

7 
10 
14 

2.61 
12.04 

14.28 

Vaccinated  cases 

449 

465 

63 

31 

131 

12 

6  90 

Unvaccinated  cases 

"Vaccinated  after  infection 

28.17 
19.04 

Total 

977 

174           17.80 

This  table  shows  that  the  danger  from  smallpox  in  vaccinated 
persons  can  be  measured  to  a  considerable  degree  by  the  char- 
acter of  the  vaccination  scars.      It    is  seen   that  those  showing 

g I  scars  were  better  protected  than  those  showing  fair  scars. 

ami  that  the  latter  were  better  protected  than  those  showing 
poor  scars.  It  should  be  stated,  perhaps,  that  we  have  classed 
as  "good  scars"  all  those  distinctly  excavated,  having  a  well- 
defined  margin  reticulated  or  foveolated,  and  altogether  pre- 
senting |}ie  appearance  of  having  been  stamped  into  the  skin 
with  a  sharply-cut  die.  Under  the  head  of  fair  scars  are  classed 
all  those  presenting  the  same  general  characteristics,  though 
much  less  distinctly  marked.  Under  the  head  of  "poor  scars" 
are  classed  all  those  which  are  said  to  have  resulted  from  vac- 
cination, but  which  very  often  were  so  indistinct  or  uncharac- 
teristic as  to  make  it  difficult  and  sometimes  even  impossible  to 
recognize  them  as  vaccination  scars.  The  author  calls  particu- 
lar attention  to  the  great  difference  in  the  death  rate  between 
the  vaccinated  and  the  unvaccinated  patients.  Those  who  were 
vaccinated  in  infancy  and  showed  good  scars  save  the  remark- 
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ably  low  death  rate  of  2.61  per  cent,  as  against  the  high  death 
rate  of  28.17  per  cent  in  the  unvaccinated.  There  is  no  doubt 
that  all  those  who  showed  either  good  or  fair  scars  were  success- 
fully vaccinated  in  infancy.  If  we  consider  them  together, 
therefore,  the  death  rate  is  4.81  per  cent.  In  making  a  com- 
parison between  the  vaccinated  and  the  unvaccinated  cases,  it 
is  scarcely  fair  to  include  as  vaccinated  all  the  cases  showing 
poor  scars,  as  very  many  of  them  doubtless  were  never  success- 
fully vaccinated  at  all.  The  table  further  shows  that  sixty- 
three  patients  had  been  vaccinated  after  exposure  to  the  small- 
pox infection,  therefore  during  the  period  of  incubation  of  the 
disease. 

The  following  table  shows  the  cases  vaccinated  after  expo- 
sure, divided  according  to  the  period  which  elapsed  between  the 
vaccination  and  the  appearance  of  the  smallpox  eruption : 


Vaccinated  seven  days  or 
eruption. 

less  before 

Vaccinated  more  than  seven  days  before 
eruption. 

Cases. 

Died. 

Per  cent. 

Cases. 

Died. 

Per  cent. 

14 

5 

35.71 

49 

7 

14  28 

AVhen  vaccination  is  performed  soon  after  the  exposure  to 
smallpox,  absolute  protection  is  not  infrequently  conferred;  but 
when  it  is  delayed  a  few  days  the  protection  may  be  only  partial, 
and  when  delayed  too  long  there  is  usually  none  at  all.  The 
table  shows  that  the  patients  who  had  been  vaccinated  seven 
days  or  less  than  seven  days  before  the  appearance  of  the  erup- 
tion of  smallpox  gave  a  death  rate  of  35.71  per  cent,  while  those 
who  had  been  vaccinated  for  a  longer  period  than  seven  days 
before  the  outbreak  of  the  efflorescence  gave  a  death  rate  of 
only  14.28  per  cent. 

Vermiform  Appendix  of  a  Child  as  Found  after  Death. — 
John  D.  Malcolm  (The  Lancet,  July  5,  1902)  reports  the  case  of 
a  little  girl  of  6  years  who  died  after  two  days'  illness,  unattended 
by  any  physician.  Dr.  Rendall  was  sent  for  after  her  death,  and 
was  told  that  while  at  school  she  was  suddenly  seized  with  violent 
pain  in  the  abdomen,  vomiting,  and  diarrhea.  The  next  day  she 
was  better  off  and  on.  but  died  suddenly  on  the  succeeding  day. 
The  body  was  opened  by  order  of  the  coroner.  The  small  in- 
testine and  mesentery  were  found  to  be  glued  together  by  in- 
flammatory adhesions  so  as  to  shut  off  the  pelvic  cavity.  The 
appendix  was  in  a  gangrenous  state  beneath  the  adherent  coils, 
and  close  to  the  peritoneum  covering  the  sacrum.  Liquid  feces 
had  exuded  and  had  filled  the  pelvic  cavity.  On  incising  the  ap- 
pendix a  concretion  was  exposed,  and  was  found  to  be  formed 
about  a  pin,  the  point  of  the  pin  being  directed  toward  the  tip  of 
the  appendix.  The  case  is  interesting,  as  it  shows  that  the  most 
serious  mischief  connected  with  the  vermiform  appendix  may 
excite  no  real  anxiety  in  the  minds  of  a  patient's  friends. 
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REPORT  OF  TWO  '  CASES  OF  GASTRECTOMY: 

WITH   REMARKS.1 


BY 

ALBERT  VANDER  VEER,  M.D., 

Albany.   X.   Y. 


At  one  of  the  meetings  of  the  Medical  Society  of  the  County 
of  Albany,  I  think  during  the  winter  of  1885,  in  presenting  a 
number  of  pathological  specimens.  I  exhibited  a  stomach  that  I 
had  removed  post  mortem,  a  case  of  carcinoma,  and  in  my  re- 
marks I  said  to  the  gentlemen  present  that  this  organ  could  have 
been  removed  with  probable  success.  In  all  my  abdominal  work 
from  that  time  on  I  did  not  meet  with  another  case  that  offered 
any  encouragement  in  doing  this  operation  until  the  following: 

Case  I.— Mrs.  B.  S.,  Albany.  X.  Y..  aet.  42,  married,  housewife 
by  occupation.  Entered  the  Albany  Hospital  February  12, 
1900. 

Present  Illness.— More  than  one  year  ago  noticed  that  when 
hiking  solid  food  she  would  vomit  live  or  ten  minutes  afterward. 
Liquids  did  not  distress  her,  nor  did  she  have  any  pain.  During 
the  past  year  she  has  not  been  able  to  take  solid  food  of  any 

'Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists.  Washington.  D.  C,  September  16,  17.  and  18,  1902. 
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kind.  Once  in  a  great  while  would  vomit,  even  if  strictly  on  a 
liquid  diet,  never  any  great  amount,  Has  lived  mostly  on  milk. 
Has  lost  considerable  in  weight.  For  about  two  months  has 
noticed  a  bunch  in  left  side,  which  has  gradually  increased  in 
size.  On  physical  examination  this  can  easily  be  made  out,  just 
above  the  umbilicus,  and  a  little  to  the  left  of  the  median  line— 
a  tumor,  lobulated  and  size  of  her  fist,  with  slight  tenderness  on 
palpation. 

Past  History.— Married  at  21  years  of  age;  has  had  six  chil- 
dren, four  living;  no  miscarriages:  menstruation  always  regu- 
lar. 

Family  History. — Patient  has  four  brothers  and  four  sisters 
alive  and  well.  No  history  of  malignancy  or  tuberculosis.  She 
remained  in  the  hospital  until  operation,  vomiting  more  or  less 
continuously.  Diagnosis  made  of  carcinoma  of  the  stomach, 
probably  involving  omentum  and  transverse  colon.  The  case 
was  thoroughly  explained  to  the  husband  and  patient,  and  their 
consent  readily  granted  to  an  exploratory  incision,  with  the 
understanding  that  if  the  diseased  mass  could  be  successfully 
removed  we  would  go  on  with  the  operation.  The  patient,  while 
in  the  hospital,  had  been  given  one  grain  of  calomel,  in  divided 
doses,  followed  by  two  A.  S.  and  B.  pills,  and  apparently  pro- 
ducing a  good  movement  of  the  bowels.  The  intestinal  tract  was 
thoroughly  emptied  by  means  of  rectal  enemata.  Pulse  previous 
to  the  operation  did  not  go  above  100  at  any  one  time.  Respira- 
tion was  slightly  increased  and  temperature  normal.  She  had 
slept  very  well,  although  somewhat  restless  the  night  previous 
to  the  operation. 

Operation  February  20,  1900.  Gastrectomy.  Median  incision 
between  ensiform  cartilage  and  umbilicus.  Upon  opening  the 
abdomen  a  hard  mass  occupying  the  greater  curvature  and 
cardiac  end  of  the  stomach  was  found.  There  were  a  few  ad- 
hesions, but  the  neighboring  glands  were  not  infiltrated.  The 
omentum  was  ligatecl  in  sections,  and  stomach  loosened  from  all 
of  its  attachments.  The  duodenum  and  pyloric  end  of  the 
stomach  grasped  with  forceps  and  section  made  well  below  the 
tumor,  the  stomach  being  gradually  worked  out  of  its  bed  up  to 
tie-  cardiac  end.  Cardiac  end  of  the  esophagus  grasped  and 
stomach  removed.  Duodenum  joined  to  end  of  the  esophagus 
by  means  of  a  medium-sized  Murphy  button.  In  the  entire 
operation  very  little  blood  was  lost.  There  was  considerable 
tension  observed  at  the  time,  the  disease  extending  so  close  to 
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the  diaphragm,  and  the  esophagus  was  Loosened  by  lateral  in- 
cisions. The  abdominal  wound  closed  by  silkworm-gut  sutures 
and  standard  dressings  applied.  Anesthetic  fairly  well  taken, 
operation  lasting  one  and  one-half  hours. 

Patient  returned  from  the  operating  room  with  a  cold,  un- 
comfortable perspiration  over  the  surface  of  the  body,  which 
was  relieved  by  brisk  rubbing  and  wrapping  up  in  flannel 
blankets.  Pulse  126.  She  complained  of  a  good  deal  of  diffi- 
culty in  breathing;  could  not  take  a  full  inspiration,  at  times 
gasping  for  breath,  and  had  a  great  desire  to  sit  up.  Mouth 
very  dry.     Hot  bottles  applied  to  extremities. 

February  20,  3  p.m.:  Pulse  114.  4  p.m.:  Pulse  108.  Mouth 
occasionally  cleansed  with  hot  water:  patient  apparently  reacting 
very  well,  much  warmer,  and  a  better  pulse  of  good  volume.  5 
P.M. :  Was  turned  on  her  side  and  a  pillow  firmly  applied  to  back  ; 
complained  of  pain  through  abdomen.  6  p.m.  :  Pulse  116;  rectal 
enema  well  retained.  6.30  p.m.:  Pulse  126:  one-sixth  grain  of 
morphia  given  hypodermatic-ally.  7  p.m.  :  Pain  much  less  severe ; 
patient  said  she  felt  better.  8  p.m.:  Pulse  124,  temperature 
98. 8°,  respiration  30.  9  p.m.:  One-thirtieth  grain  of  strychnia 
continued  every  three  hours,  rectal  stimulating  enemata  every 
four  hours,  hypodermatically ;  has  slept  a  few  minutes  and  feels 
quite  comfortable.  9  :30  p.m.  :  Sleeping.  10  :10  p.m.  :  Rectal 
enema  well  retained;  pulse  128.  10:45  p.m.:  Pulse  118.  good 
volume;  very  quiet;  not  sleeping.  11  p.m.:  Voided  four  ounces 
of  urine;  position  changed  more  to  side.  11:30  p.m.:  Com- 
plained of  sharp  pain  in  right  side  of  abdomen;  position  changed, 
by  great  desire  of  patient,  and  she  was  made  much  more  com- 
fortable. 

February  21.  midnight:  Temperature  100°,  pulse  124.  respi- 
ration 26;  perspiring  very  freely;  hot-water  bottles  continued 
to  feet.  12:30  a.m.:  Sleeping:  pulse  good.  1  a.m.:  Slept  fifteen 
minutes:  belching  up  a  little  gas:  no  nourishment  allowed,  but 
mouth  rinsed  frequently.  1 :10  a.m.  :  After  sleeping  ten  minutes, 
awoke  with  a  start,  giving  herself  quite  a  severe  movement  of 
the  body;  pulse  soon  after  became  weaker  and  rapid,  about  140. 
1  :20  a.m.:  Hypodermatic  injection  of  brandy,  repeated  in  a  few- 
minutes;  legs  and  arms  rubbed  with  warm  alcohol:  skin  cold  and 
unpleasant  to  the  touch.  1:4.")  a.m.:  Dressings  changed  and 
wound  found  to  be  in  good  condition.  From  this  time  on  the 
patient   grew  more  restless,  ptdse  much  weaker,  respiration  in- 
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creased  to  36,  very  labored,  gasping  and  sighing  for  breath,  and 
she  died  at  3  :30  a.m. 

Upon  opening  the  site  of  the  incision  it  Avas  discovered  that 
the  attachment  between  the  duodenum  and  esophagus  had  given 
way;  that  the  upper  segment  of  the  Murphy  button  had  loosened 
in  its  attachment  to  the  esophagus,  allowing  what  little  fluid 
contents  were  present  to  escape  into  the  peritoneal  cavity. 

I  cannot  conceive  of  a  more  embarrassing  position  than  in 
doing  an  operation  of  this  kind,  as  it  becomes  very  difficult  to 
make  attachments  to  the  under  surface  of  the  diaphragm  only. 

Case  II.  — Transferred  from  the  medical  side  by  Drs.  Ward 
and  Neuman.  Mr.  H.  M..  aet.  55  years;  native  of  Canada;  black- 
smith by  occupation;  residence.  Turner's  Falls,  Mass.  Entered 
Albany  Hospital  January  1.  1902.  Diagnosis,  sarcoma  of  the 
stomach.     Operation,  gastrectomy.     Result,  recovery. 

Family  History.  —  Mother  died.  set.  70,  of  heavy  cold;  father, 
get.  63,  of  pneumonia:  one  sister  and  two  brothers  living  and 
well.  One  brother  died.  get.  28,  of  inflammation  of  bowels;  one 
brother,  eet.  35,  from  disease  contracted  from  a  horse,  possibly 
actinomycosis. 

Previous  History. — Patient  had  ordinary  diseases  of  child- 
hood: pleurisy  in  1873.  Has  had  occasional  attacks  of  vomiting 
since  1877;  hernia  in  1883.  for  which  patient  has  since  worn  a 
truss.  Be  has  used  tobacco  for  forty  years— chews  it  and 
smokes  a  pipe.  Has  used  alcohol  for  about  twenty  years  in  the 
form  of  beer  and  whiskey.  Is  a  hearty  eater.  No  further  his- 
tory of  specific  trouble.     Bowels  always  regular. 

Present  Illness.— Began  in  October.  1900.  Pain  in  epigas- 
trium, independent  of  food,  and  especially  marked  between  4 
and  5  o'clock  p.m.,  with  vomiting  any  time  during  the  day,  which 
generally  relieved  pain.  Quite  diffuse  burning  sensation  after 
vomiting.  Considerable  eructation  of  gas  occurred.  Appetite 
very  poor  since  onset  of  disease.  Vomitus  had  a  sour,  bitter, 
disagreeable  taste.  Bowels  constipated;  no  bladder  symptoms. 
Chilly  sensation  occasionally  at  night.  No  cough  or  shortness 
of  breath.  No  night  sweats.  Has  lost  about  44  pounds  in  flesh 
since  beginning  of  trouble,  and  much  strength.  Has  been  spit- 
ting some  blood  since  having  pleurisy,  more  especially  since 
present  trouble  came  on.  Vision  and  hearing  impaired;  general 
sensations  normal. 

Physical  examination.  January  1.  1902:  Patient  5  feet  10 
inches;  weight,  148  pounds;  well  developed:  lies  on  right  side: 
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expression  cheerful;  skin  and  mucous  membranes  rather  pale; 
face  slightly  flushed;  tongue  slightly  fissured;  pupils  medium- 
sized,  equal  and  react  to  light  and  accommodation;  pulse  80, 
regular  and  full;  arteries  atheromatous.  Thorax — Normal  in 
shape,  symmetric,  clavicles  somewhat  prominent,  costal  angle 
wide,  expansion  fairly  good ;  palpation  and  percussion  negative. 
Auscultation :  Breathing  harsh  at  apices,  with  prolonged  expira- 
tion. Heart- — Dulness  begins  above  at  upper  border  of  fourth 
rib.  limited  externally  by  nipple  line  and  internally  by  left  sternal 
border.  First  sound  at  apex  extremely  loud,  and  second  aortic 
sound  exaggerated.  Abdomen — Oval,  symmetric,  respiratory 
movements  transmitted;  percussion  note  tympanitic;  tenderness 
iu  epigastrium;  muscular  resistance  all  over  upper  half  of  abdo- 
men ;  reflexes  normal. 

The  case  was  explained  to  the  patient,  and  the  operation  of 
gastro-intestinal  anastomosis  suggested,  believing  that  this  was 
all  that  could  be  done.  The  patient  readily  consented,  being 
desirous  of  obtaining  relief,  even  temporary,  if  possible. 

Operation  January  4.  1902.  at  11  o'clock  a.m.  Ether  and 
A.  C.  E.  administered.  Median  incision  four  inches  in  length. 
Entire  stomach  (which  was  quite  movable),  with  the  exception 
of  about  two  inches  at  the  cardiac  extremity,  found  involved, 
as  were  also  the  surrounding  glands.  It  seemed  possible  to  do 
a  gastrectomy,  which  I  proceeded  with. 

Mesentery  tied  off  with  fine  silk.  Stomach  clamps  applied, 
and.  after  thoroughly  Mailing  off  the  surrounding  parts  with 
tampons,  the  stomach  was  excised  at  about  two  inches  anteriorly 
and  three  inches  posteriorly  from  the  cardiac  end  and  just  below 
pylorus.  The  posterior  and  all  involved  elands  thoroughly  re- 
moved. Excised  ends  brought  together  and  sutured  with  silk 
sutures,  and  all  raw  edges  invaginated  by  peritoneum.  Abdomi- 
nal wound  closed  with  interrupted  silkworm-gut  sutures,  and  one 
vaginal  iodoform  gauze  left  in  for  drainage.  Iodoform  gauze 
and  standard  dressing.  Operation  lasted  one  and  one-half 
hours.     Anesthetic  (ether)  well  taken. 

After  operation,  patient  at  times  restless  and  weak,  highest 
temperature  102°,  pulse  126.  but  he  responded  well  to  stimu- 
lating enemata,  and  went  on  to  uneventful,  complete  recovery, 
the  only  complication  being  some  delirium  for  a  short  time  after 
the  tenth  day,  and  a  stitch-hole  abscess.  The  after-treatment 
of  this  patient  consisted  in  giving  nothing  by  the  mouth  for 
forty-eight   hours,    and   several    saline    injections.     He   was   al- 
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lowed  to  rinse  out  his  mouth  with  hot  water  occasionally.  Stim- 
ulating rectal  enemata  given  every  four  hours,  patient  retaining 
.same  very  nicely.  His  thirst  was  quite  distressing  for  a  time. 
At  the  end  of  forty-eight  hours  the  dressings  were  removed  and 
found  somewhat  stained  from  the  drainage  from  peritoneal 
cavity.  Part  of  the  iodoform-gauze  drainage  was  removed,  the 
balance  at  the  end  of  the  fifth  day.  Aside  from  this,  no  unusual 
treatment  was  called  for. 

Pathological  report  was  as  follows:  Anatomical  diagnosis,  car- 
cinoma of  stomach  in  region  of  pylorus.  Microscopical  diag- 
nosis, round-celled  sarcoma  of  stomach,  with  metastases  to  neigh- 
boring lymph  glands. 

Patient  returned  home  on  the  twenty-fourth  day,  and  the 
following  is  from  Dr.  Houle,  his  attending  physician : 

February  3,  1902:  "Mr.  M.  arrived  home  January  30,  and, 
although  a  little  fatigued,  yet  he  bore  the  journey  remarkably 
well.  I  dressed  abdominal  wound  on  the  evening  of  his  arrival 
and  found  it  in  very  good  condition.  His  appetite  is  very  good 
indeed,  and  he  would  eat  more  if  I  dared  let  him.  Have  seen 
him  every  day  since,  and  his  pulse  and  temperature  have  been 
normal  at  each  visit.  He  is  in  good  spirits  and  feels  confident 
that,  many  more  will  be  sent  ad  patres  before  him.  His  mental 
condition  was  somewhat  disturbed  Thursday  and  Friday  a.m.. 
but.  to-day  it  is  much  better.  Will  advise  you  from  time  to  time 
about  his  progress. ' ' 

April  12,  1902:  '"I  told  you  Mr.  M.  had  a  stitch  abscess. 
This  healed,  another  formed  near  it,  and  yesterday  I  located  a 
buried  suture,  situated  in  centre  of  abdominal  incision,  just  to 
right  of  median  line.  There  has  been  more  or  less  oozing  of  sero- 
purulent  matter  from  this  location,  and  is  annoying  my  patient ; 
otherwise  he  is  the  picture  of  health  and  weighs  165  pounds.  I 
did  not  care  to  remove  suture  without  getting  your  opinion  in 
the  matter."     Answer  sent  to  remove  suture  at  once. 

Patient  exhibited  at  meeting  of  American  Surgical  Associa- 
tion. Albany,  X.  Y..  June  4,  1902,  and  presented  the  following 
history:  Appetite  excellent:  bowels  in  good  condition:  wound 
thoroughly  healed:  is  able  to  eat  any  kind  of  food,  and  in  in- 
creased quantity.     Mr.  M.  has  gained  over  30  pounds  in  weight. 

On  September  13,  1902.  a  letter  received  from  his  physician 
states  that  on  August  1  Mr.  M.  purchased  a  blacksmith  shop, 
is  able  to  work  at  the  anvil,  and  is  apparently  in  full  health. 

Remarks.  —  The  rarity  of  this  operation  impresses  itself  upon 
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one  who  is  doing'  much  abdominal  surgery.  Very  few  cases 
present  in  which  the  operation  of  gastrectomy  can  be  performed. 
Partial  resections  are  not  infrequent,  gastro-intestinal  anastomo- 
sis  by  no  means  uncommon  and  a  very  satisfactory  operation. 

.My  first  case  presented  the  most  serious  complications  in  re- 
gard to  the  disease,  extending  up  to  and  implicating  the  dia- 
phragm, and  were  I  to  operate  in  another  similar  case  I  would 
certainly  close  the  duodenum,  bring  up  a  fold  of  the  jejunum 
and  attach  it  to  the  under  surface  of  the  diaphragm,  including 
the  esophagus,  and  not  attempt  the  use  of  the  Murphy  button, 
thus  relieving  the  parts  from  any  strain.  Undoubtedly  it  was 
this  traction  that  caused  her  the  severe  pain  in  the  back  and 
the  difficulty  in  breathing,  the  parts  dragging  upon  the  dia- 
phragm, ultimately  separating  it  from  its  attachment  to  the 
friable  portion  of  the  esophagus. 

It  is  a  question  whether  the  sudden  start  from  her  sleep  did 
not  have  some  bearing  upon  the  action  of  the  diaphragm,  causing 
loosening  before  adhesions  had  taken  place. 

The  second  case  is  very  remarkable,  regarding  the  complete 
recovery  the  patient  has  made,  and  in  the  great  amount  of 
comfort  attained,  not  only  in  his  ability  to  attend  to  work  again, 
but  in  his  pleasure  in  the  variety  of  diet  he  is  able  to  assimilate. 
His  increased  nutrition  illustrates  the  fact  that  the  stomach  can 
be  removed  and  the  remaining  portion  of  the  intestinal  tract 
perform  the  necessary  functions. 
28  Eagle  street. 


NORMAL  INVOLUTION  OF  THE  APPENDIX  AS  A  MATTER  OF 
SURGICAL  INTEREST.1 


ROBERT   T.   MORRIS,   M.D.. 
New  York. 


Senn  and  Ribbert  first  called  attention  to  the  fact  that  the 
vermiform  appendix  normally  undergoes  an  involution  process 
which  is  marked  by  a  gradual  disappearance  of  the  mucous 
coat,  with  obliteration  of  the  lumen  of  the  appendix.  These 
cas.s    have    received   attention   in   anatomical   literature   rather 

'Read  by  title  at  the  meeting  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists,  Washington,  D.  C,  September  16,  1902. 
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than  in  the  literature  of  surgery;  but  I  wish  to  show  their  im- 
portance in  the  field  of  the  surgeon  and  to  state  the  reasons  why 
Ave  ought  to  have  collective  data  upon  a  class  of  common  cases 
that  go  the  rounds  of  the  medical  profession,  seeking  relief  that 
has  not  been  given  very  often,  because  the  nature  of  the  cases 
was  not  clearly  defined  in  medical  literature. 

At  various  times  in  the  past  patients  were  sent  to  my  office  for 
examination  because  they  complained  of  a  sense  of  discomfort 
in  the  appendix  region,  but  with  no  history  of  acute  attacks. 
As  these  patients  gave  no  history  of  acute  infective  attacks  of 
the  appendix,  and  as  nothing  abnormal  was  discovered  on  pal- 
pation. I  dismissed  the  patients  as  not  presenting  surgical  cases, 
and  believed  that  their  symptoms  of  intestinal  indigestion  and 
of  general  malaise  were  due  to  some  of  the  common  causes  that 
required  analysis  by  the  physician. 

I  remember  well  one  gentleman  who  was  certain  that  his  ap- 
pendix was  at  fault,  and  who  had  been  advised  against  operation 
by  several  authorities,  but  who  was  so  insistent  upon  having  the 
appendix  removed  that  he  offered  a  very  large  fee  if  any  one 
would  do  the  work  for  him.  He  was  dismissed  with  the  advice 
to  take  a  trip  around  the  world  and  to  engage  in  enterprises 
which  would  have  a  tendency  to  take  him  away  from  the  habits 
of  a  valetudinarian.  And  yet.  as  I  now  look  back  upon  the  case, 
he  gave  a  good  description  of  symptoms  that  may  be  classified 
distinctly  as  belonging  to  normal  involution  of  the  appendix. 
The  patient  was  undoubtedly  an  "appendix  invalid."  but  he 
died  of  pneumonia  some  years  before  I  had  begun  to  classify 
observations  for  an  understanding  of  this  subject. 

The  first  case  of  normal  involution  of  the  appendix  that 
engaged  my  attention  because  of  its  symptoms  was  in  1895, 
in  a  surgeon  whose  work  in  appendicitis  is  well  known,  and  who 
was  convinced  that  something  was' wrong  with  his  own  appendix, 
although  he  had  suffered  no  acute  attacks  of  inflammation  of  that 
organ.  During  the  previous  four  years  he  had  been  conscious 
of  an  area  of  discomfort  localized  in  the  appendix  region,  with 
occasional  neuralgia  of  the  ileo-inguinal  and  ileo-hypogastric 
nerves.  There  was  no  actual  pain,  and  there  were  at  first  periods 
of  complete  relief;  but  these  became  shorter  and  shorter,  until 
finally  the  discomfort  was  so  persistent  and  accompanied  by 
so  much  intestinal  indigestion  that  he  sought  relief.  His  ap- 
pendix was  readily  palpable,  and,  to  my  touch  at  that  time, 
seemed  to  be  perfectly  normal.     There  was  no  local  tenderness 
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dii  pressure,  but  the  abdominal  Avails  were  unnaturally  resistant, 
I  advised  against  operation,  and  expressed  the  opinion  that  the 
symptoms  -were  caused  by  intestinal  fermentation  and  that  the 
condition  called  for  medical  treatment.  After  some  months  of 
careful  medical  treatment  the  patient  reported  that  he  had 
•  reived  much  benefit  and  that  he  was  better  in  every  way,  but 
there  was  more  or  less  of  the  local  appendix  discomfort  at  various 
limes  during  the  day.  and  this  increased  whenever  medical 
treatment  was  relaxed,  so  that  the  patient  preferred  to  have  the 
appendix  placed  "'where  he  could  look  at  it,"  The  appendix 
was  about  three  inches  long  and  presented  no  external  evidence 
of  infection  changes.  On  longitudinal  section  it  was  observed 
that  nearly  all  of  the  distal  half  of  the  appendix  had  undergone 
a  normal  involution  process,  with  obliteration  of  the  lumen  and 
replacement  of  the  lymphoid  and  mucous  layers  by  connective 
tissue.  The  part  that  showed  involution  change  had  a  slightly 
diameter  than  the  part  that  still  possessed  a  lumen. 

I  still  had  doubts  about  the  appendix  having  been  any  very 
important  factor  in  the  production  of  symptoms,  but  asked  Dr. 
II.  T.  Brooks  to  make  a  report  upon  microscopical  findings.  He 
reported  that  in  the  involution  area  of  the  appendix  the  outer 
peritoneal  covering  was  normal.  The  two  muscular  coats  were 
undergoing  a  degeneration  process.  The  lymphoid  and  mucous 
layers  had  entirely  disappeared,  and  were  replaced  by  connective 
tissue.  The  smaller  blood  vessels  were  becoming  obliterated,  but 
the  nerve  filaments  persisted,  and  these  were  surrounded  by 
groups  of  new  cells  in  such  abundance  that  there  was  presumptive 
evidence  of  the  presence  of  inflammation  of  the  nerve  filaments. 

The  line  of  reasoning  then  included  the  deduction  that  the 
solid  replacement  tissue  was  practically  scar  tissue,  and  that  this 
scar  tissue  of  the  appendix  was  acting  precisely  as  it  does  in 
the  scar  of  an  amputated  leg  when  it  contracts  and  irritates 
nerve  filaments  that  are  engaged  in  the  scar  tissue.  The  primary 
effect  of  the  irritation  of  nerve  filaments  by  contracting  con- 
nective tissue  in  the  appendix  was  presumably  the  production  of 
a  sense  of  discomfort  in  the  appendix  region.  A  secondary 
result  was  probably  a  sympathetic  irritation  of  Auerbach's  and 
Meissner's  plexuses  of  the  walls  of  the  colon  and  ileum,  with 
resulting  loss  of  function  to  an  extent  which  allowed  intestinal 
fermentation  to  take  place.  A  third  result  would  naturally  be 
the  chain  of  phenomena  which  are  commonly  associated  with  the 
absorption  of  saprophyte  toxins  from  the  bowel. 
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In  this  first  ease  of  mine,  which  was  typical,  and  in  a  patient 
whose  observations  were  particularly  valuable  because  of  his 
understanding  of  the  whole  subject,  the  treatment  by  removal 
of  the  appendix  was  completely  curative.  He  has  been  relieved 
from  all  discomfort  in  the  appendix  region  and  from  the  intesti- 
nal fermentation,  and  is  to-day  in  robust  health. 

The  specimens  from  similar  cases  which  are  here  presented 
illustrate  the  condition  resulting  from  normal  involution  of  the 
appendix.  In  this  first  specimen  the  longitudinal  section  shows 
almost  the  entire  appendix  involved,  with  very  little  lumen 
remaining,  and  at  the  cecal  end.  Involution  change  begins 
usually  at  the  distal  extremity  of  the  appendix  and  proceeds  to- 
ward the  cecum  regularly;  but  in  some  cases,  as  illustrated  in  this 
second  specimen,  it  apparently  occurs  irregularly,  with  the  pro- 
duction of  stricture  bands  and  a  narrowing  of  the  lumen  of  the 
appendix  at  one  or  more  points.  I  am  under  the  impression  that 
the  narrowing  of  the  lumen  with  consequent  mucous  inclusion, 
upon  which  Abbe  lays  so  much  stress,  is  due  to  such  irregular 
normal  involution  as  this  specimen  shows.  It  has  been  my  belief 
that  appendices  undergoing  normal  involution  changes  were  not 
apt  to  be  the  seat  of  acute  infective  processes;  but  if  irregular 
involution  with  mucous  inclusion  occurs,  it  would  be  fair  to  as- 
sume that  the  conditions  are  favorable  for  acute  infective  at- 
tacks proceeding  from  decomposition  of  incarcerated  mucus. 

The  microscopical  specimens  here  presented  are  from  cross- 
sections  of  appendices  undergoing  the  regular  form  of  normal 
involution,  and  they  show  the  condition  described  by  Dr.  Brooks 
in  the  first  specimen  which  he  examined. 

The  symptoms  accompanying  normal  involution  of  the  ap- 
pendix belong  particularly  to  middle  life,  although  they  some- 
times become  marked  as  early  as  the  twentieth  year.  They  per- 
sist over  a  series  of  years,  and  probably  disappear  in  later  life 
when  the  appendix  has  become  transformed  into  a  string  of  looser 
connective  tissue. 

In  making  a  differential  diagnosis  we  find,  in  regular  normal 
involution  cases,  an  appendix  which  feels  harder  than  normal  on 
palpation.  The  abdominal  muscles  are  unnaturally  resistant. 
protecting  the  irritated  appendix  very  much  as  they  do  an  in- 
fected one,  but  not  to  such  a  marked  degree.  There  is  a  sense  of 
discomfort  amounting  almost,  if  not  quite,  to  pain  in  the  appendix 
region ;  and  while  this  may  be  absent  for  hours  or  for  days  at  a 
time,  it  is  persistent  in  its  recurrence.     Intestinal  fermentation 
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is  a  characteristic  accompaniment  of  involution  irritation  of  the 
appendix,  and  there  may  be  an  associated  neuralgia  of  the  ileo- 
inguinal  and  ileo-hypogastric  nerves.  There  is  little  or  no  ten- 
derness on  pressure  upon  the  involuting  appendix. 

In  tuberculosis  of  the  appendix  we  have  the  same  symptoms 
as  in  regular  normal  involution,  but  there  is  a  marked  degree 
of  tenderness  on  pressure,  and  the  tuberculosis  is  distinctly  pro- 
gressive in  its  infection  area,  with  eventual  wide  involvement 
of  the  peritoneum  or  mucosa  of  the  bowel. 

In  cases  of  benign  mucous  inclusion  or  of  appendix  irritation 
due  to  torsion  or  angulation,  we  have  the  same  symptoms  as  in 
regular  normal  involution,  but  the  attacks  are  much  more  acute; 
they  are  apt  to  be  associated  with  nausea  or  vomiting;  and  there 
are  longer  periods  of  complete  relief. 

In  cases  of  hysteria  with  simulation  of  the  symptoms  of  ap- 
pendicitis, we  have  the  collateral  neurotic  history  for  guidance. 

The  treatment  for  the  disturbance  caused  by  regular  normal 
involution  of  the  appendix  is  treatment  for  the  symptoms  only, 
unless  the  disturbance  is  sufficient  in  degree  to  call  for  removal 
of  the  appendix.  I  have  a  number  of  these  patients  under 
observation,  and  they  have  been  given  to  understand  that  the 
question  of  operation  is  one  of  comfort  rather  than  one  of  ne- 
cessity. The  majority  of  the  patients  prefer  palliative  medical 
treatment,  but  some  of  them  choose  operation.  On  account  of 
my  exhibition  of  normal  involution  cases  before  the  class  at 
college,  they  are  sometimes  spoken  of  as  "Morris  appendices"; 
but  I  wish  to  have  them  called  "scar  appendices"  instead,  for 
the  reason  that  the  former  nomenclature  has  been  taken  to  mean 
that  I  favor  the  removal  of  normal  appendices,  and  has  resulted 
in  unwarranted  criticism.  I  have  never,  in  speaking  or  in 
writing,  advocated  the  removal  of  normal  appendices,  and  I  fear 
that  even  this  article  may  lead  to  the  removal  of  some  normal 
appendices  at  the  hands  of  colleagues  who  are  not  quite  as  care- 
ful as  I  try  to  be  in  making  a  selection  of  eases.  The  matter 
should  be  left  entirely  to  the  patient  in  eases  of  disturbance  from 
regular  normal  involution  of  the  appendix,  and  our  attitude  is 
very  different  from  the  one  that  we  are  to  assume  when  we  are 
responsible  for  the  outcome  of  a  ease  of  true  infective  appendi- 
citis that  has  been  entrusted  to  our  care. 

58  West  Fifty-sixth  street. 
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In  18952  I  first  published  my  method  of  allaying  thirst  fol- 
lowing celiotomy,  and  again  in  1898,  in  the  same  periodical,  I 
gave  the  results  of  the  observation  of  twenty-four  cases  in  which 
this  method  had  been  used  upon  the  excretion  of  the  kidneys,. 
I  showing  an  average  of  Sl1/^  ounces  of  ui'ine  and  90  per  cent 
of  the  normal  quantity  of  total  solids  passed  during  the  first 
twenty- four  hours  succeeding  celiotomy. 

This  satisfactory  condition  was  obtained  only  in  those  cases. 
in  which  a.  sufficient  time  for  preparation  could  be  had  prior  to 
operation,  and  left  those  usually  more  grave  and  disastrous- 
emergency  cases  without  this  material  aid;  and  usually  at  that 
time  recourse  to  intravenous  transfusion  or  subcutaneous  injec- 
tion was  postponed  until  complications  with  heart  or  kidneys 
had  already  arisen. 

It  was  not  until  June  of  1897.  in  a  case  to  be  hereinafter 
detailed,  that  I  used  the  peritoneal  cavity  as  the  inlet  to  large 
quantities  of  salt  solution.  During  the  remainder  of  the  year 
]  used  in  a  cautious  way  this  procedure  in  a  few  seemingly  hope- 
lessly  desperate  cases,  with  such  satisfactory  results  that  I  soon 
adopted  it  as  a  routine. 

The  technique  is  simple.  After  partially  closing  the  wound 
I  pour  into  the  cavity  through  a  glass  funnel  not  less  than  two 
quarts  of  normal  saline  solution  at  a  temperature  of  112°  F., 
and  quickly  tie  the  few  remaining  sutures  previously  introduced. 
Within  a.  few  minutes  the  anesthetizer  notes  a  marked  change 
in  the  character  of  the  pulse,  its  rate  diminishing,  lowering  ten- 

'Read  by  title  at  the  meeting  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists.  Washington,  D.  C,  September  16  and  17, 
1902. 

"American  Journal  of  Obstetrics. 
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sion  and  increasing  fulness.     The  color  of  the  face  more  nearly 
approaches  the  normal,  and   usually  tli«j  patients  have  little    i 
qo  thirst  for  the  first  eighteen  hours,  have  less  pain,  and  require 
no  enemata  of  any  kind,  and  are  thus  kept  absolutely  at  rest 
and  free  from  the  annoyance  of  too  much  nursing. 

Tn  vaginal  celiotomies  where  this  method  cannot  be  employed 
I  begin  to  have  the  saline  administered  subcutaneously ;  the 
trocar  entering  at  the  junction  of  the  anterior  axillary  bor- 
der at  a  line  on  a  level  with  the  upper  border  of  the  right 
breast,  the  trocar  being  plunged  downward,  backward,  and  in- 
ward, so  that  the  fluid  finds  the  loose  tissue  in  the  axilla  and 
backward  underneath  the  scapula  rather  than  under  the  breast. 
In  this  position,  with  a  very  little  massage,  three  or  four  quarts 
can  readily  be  injected  with  four  feet  of  pressure.  In  emer- 
gency work  outside  of  hospitals,  where  assistance  is  limited  and 
sterile  salt  solution  is  not  to  be  had,  I  have  used  a  hastily-pre- 
pared non-sterile  salt  solution  during  an  operation  by  allowing 
the  sigmoid  and  colon  to  be  slowly  filled  with  the  fluid.  This  is 
easily  accomplished  when  the  patient  is  in  the  Trendelenburg 
posture  and  the  peritoneal  cavity  opened  to  permit  of  the  ready 
guidance  of  the  tube  above  the  pelvic  brim.  Large  quantities 
may  be  used  in  this  way  without  hindrance  in  the  field  of  oper- 
ation, and  the  rapidity  of  absorption  can  only  be  appreciated 
by  actual  observation. 

Another  use  of  the  salt  solution  which  I  have  made  of  late 
has  certain  theoretic,  and  proven  practical,  grounds  for  its 
adoption.  For  a  number  of  years  I  have  not  flushed  the  cavity 
nor  used  a  drain.  I  do.  however,  occasionally  employ  the  Miku- 
licz tampon  to  control  general  oozing;  and  in  this  latter  class  I 
have  found  that  the  filling  of  the  peritoneal  cavity  after  the 
tampon  has  been  placed  tends  toward  the  dissolution  of  clots 
and  the  carrying  off  of  effete  material  within  the  pelvis  through 
the  capillarity  of  the  tampon. 

I  have  never  had  a  bad  result  which  could  be  attributed  in  this 
use  of  the  saline.  There  are  no  certain  indications  to  its  use, 
but.  on  the  other  hand.  I  am  certain  that  many  a  case  of  sepsis. 
of  septic  nephritis,  and  of  low  cardiac  vitality  has  been  saved. 

Case  I.— June  18,  1897.  Mrs.  P..  aged  50  years,  had  a  tre- 
mendously large  ovarian  cyst,  which  had  become  adherent  to 
almost  all  the  structures  within  the  abdominal  cavity,  excepting 
the  spleen  and  the  left  kidney  and  the  anterior  abdominal  wall, 
the  latter  escaping  through  the  intervention  of  the  omentum. 
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The  cyst  Mas  a  large  multilocular  one.  containing  the  products  of 
suppuration  familiarly  known  as  "peasoup."  After  the  con- 
tents had  been  carefully  and  slowly  withdrawn  and  the  cyst  wall 
freed  and  removed,  the  patient  suddenly  collapsed.  During  the 
flushing  of  the  peritoneal  cavity  the  patient  recovered  slightly, 
and  it  gave  me  the  thought  to  leave  some  of  the  fluid  to  replace 
the  weight  which  I  had  removed.  Four  quarts  were  used.  She 
was  placed  in  bed  in  an  almost  moribund  condition,  but  in  a  very 
few  minutes  the  radial  pulse  was  again  to  be  felt.  Within  an 
hour  the  rate  could  be  readily  made  at  160,  and  it  gradually 
dropped  to  90  within  the  first  twenty-four  hours,  and  the  patient 
made  a  rapid  and  uninterrupted  recovery. 

Case  II.  — Airs.  L.  J.,  aged  34  years,  had  been  married  sixteen 
years  and  had  given  birth  to  two  children,  the  youngest  being 
8  years  old.  She  had  two  miscarriages  prior  to  the  birth  of  the 
last  child.  Her  early  menstrual  history  shows  no  divergence 
from  the  normal.  In  later  years  she  has  been  troubled  with 
dysmenorrhea  and  pain  in  the  ovarian  region,  but  her  general 
condition  has  been  excellent.  The  last  menstrual  period  began 
on  January  18,  1901,  and  continued  throughout  the  usual  length 
of  time,  without  any  deviation  from  the  course  of  previous 
epochs.  There  was  no  appearance  of  the  menses  either  in 
February  or  March,  but  a  week  after  the  expected  period  of  the 
latter  month  the  patient  "took  something."  For  ten  days 
there  was  a  bloody  discharge,  but  on  March  28  the  patient  had  a 
severe  pain  in  the  left  groin  and  was  faint  and  nauseated. 
At  this  time  a  probable  diagnosis  of  gallstones  was  made,  but 
a  second  physician  decided  that  a  pregnant  uterus  was  mis- 
placed to  the  left  and  an  abortion  was  threatened.  On  April  4 
a  second  and  more  severe  attack  occurred,  followed  by  collapse. 
The  patient  was  then  kept  in  bed  till  May  12.  Two  distinct 
attacks  occurred  during  this  period  of  forced  quiet.  Pain, 
nausea,  and  vomiting  with  tympanites  were  the  chief  symptoms. 
During  one  of  these  attacks  one-half  grain  of  morphine  was 
administered  before  relief  came.  The  bedside  record  shows  with 
each  attack  a  rise  in  pulse  rate  from  80  to  100  and  120.  followed 
in  about  twelve  hours  with  a  rise  of  temperature  from  the 
normal  to  100°  or  100^4°,  with  rapid  declination  of  pulse  rate 
and  temperature  to  the  normal.  The  nurse  was  discharged  on 
.May  12  and  the  patient  rapidly  improved  in  general  condition. 
The  bloody  discharge  from  the  vagina,  which  had  occurred 
almost  continually  through  the  month  of  April,  had  ceased. 
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During  the  first  week  of  July  she  came  from  her  home  to 
Cleveland  to  recuperate.  On  July  9,  at  10  a.m.,  the  fifth  dis- 
till.t  attack  of  pain  occurred.  At  this  time  the  patient  sank 
into  collapse.  The  history  and  clinical  picture  made  the  diag- 
nosis of  extrauterine  pregnancy  with  internal  hemorrhage 
positive.  Dr.  F.  S.  Clark,  who  first  saw  the  case,  called  me  to 
operate.  I  found  the  patient  in  an  extremely  low  condition, 
with  sighing  respiration,  blanched  skin,  cold  extremities,  and 
small,  feeble  pulse  whose  rate  was  scarcely  distinguishable  at 
170  to  188,  temperature  95°.  The  operation  was  quickly  ar- 
ranged for  at  her  sister's  home.  Under  anesthesia  the  diagnosis 
was  confirmed,  the  body  of  the  uterus  being  easily  distinguished 
fit  mi  the  large  tumor  mass,  and  in  the  latter  fetal  parts  could 
be  felt  to  the  left  and  posterior  to  the  uterus.  Such,  in  brief, 
was  the  typical  course  of  this  case;  and  now  I  desire  to  call 
your  attention  to  the  value  and  necessity  of  certain  operative 
procedures. 

As  soon  as  partial  anesthesia  was  induced  the  introduction 
of  salt  solution  beneath  the  breast  was  begun,  and  when  the 
patient  was  taken  from  the  table  two  quarts  had  been  uiven  and 
most  of  it  had  already  been  absorbed.  The  placenta  was  found 
attached  to  the  posterior  surface  of  the  broad  ligament  and  to 
several  coils  of  small  intestine  in  the  cul-de-sac.  The  posterior 
wall  of  the  gestation  sac  was  coherent  to  the  colon  and  small 
intestines.  In  the  abdominal  cavity  there  were  clots,  in  various 
stages  of  organization,  representing  the  different  periods  of 
previous  ruptures.  Ligatures  were  immediately  placed  on  the 
ovarian  artery,  and  a  clamp  applied  over  the  tube  and  broad 
ligament  along  the  left  side  of  the  uterus.  With  the  checking 
of  the  main  blood  supply  the  fetus  and  the  various  blood  clots 
were  removed  from  the  pelvis  and  the  placenta  was  carefully 
detached.  The  posterior  wall  of  the  gestation  sac  was  carefully 
handled  with  a  view  to  leaving  it  as  a  shield  for  the  genera] 
abdominal  cavity.  Xo  attempt  was  made  to  clean  the  general 
peritoneal  cavity,  but  as  much  salt  solution  as  the  space  would 
contain  was  poured  into  it  and  left  when  the  stitches  were  tied. 
The  posterior  wall  of  the  gestation  sac  was  sewed  to  the  upper 
portion  of  the  wound  in  the  abdominal  wall,  and  the  cavity  of 
the  gestation  sac  was  packed  with  gauze  to  control  the  general 
oozing. 

The  patient's  condition  when  first  placed  upon  the  table  was 
very   precarious,   but   with   the   absorption   of   the   salt   solution 
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beneath  the  breast  and  the  use  of  strychnine  sulphate,  one-fifth 
grain,  the  pulse  gradually  grew  stronger  and  fuller,  and  at 
4  p.m.  was  140  in  rate.  One-half  pint  of  salt  solution  was  given 
per  rectum  every  hour,  one-thirtieth  of  strychnine  every  two 
hours,  and  four  minims  of  fluid  extract  of  digitalis  each  four 
hours  hypodermatically.  At  7  p.m.  the  pulse  again  began  to 
waver,  and  again  a  subcutaneous  injection  of  two  quarts  of  salt 
solution  was  given,  and  at  midnight  the  pulse  was  160  and  rapid- 
ly growing  stronger  and  slower.  Twenty-four  hours  after  oper- 
ation it  was  128  and  never  again  went  above  this  point.  The 
stomach  was  irrigated  thirty  hours  after  the  operation,  and 
undigested  food,  with  a  large  amount  of  raspberry  seeds,  was 
removed.  The  nausea  ceased  and  nothing  further  complicated 
convalescence. 

The  rapidity  with  which  this  patient  responded  to  the  use 
of  submammary  injections  of  salt  solution  when  the  conditions 
seemed  most  hopeless,  and  the  ease  with  which  the  general  peri- 
toneum cared  for  the  blood  and  clots  that  were  left  in  the  cavity, 
are  the  two  important  facts  to  be  deduced.  To  one  other  point 
must  I  call  your  attention :  however  hazardous  seems  the  at- 
tempt, my  own  conviction  is  that  all  of  the  placenta  should  be 
removed  in  every  case.  The  danger  of  intoxication  or  general 
sepsis  from  this  (usually  sloughing)  mass  is  avoided  and  the 
convalescence  shortened.  And.  lastly.  I  have  seen  many  acci- 
dents happen  because  of  the  early  removal  of  the  gauze  packing. 
My  own  practice  is  to  wait  until  Nature  has  made  a  firm  wall 
about  it  and  the  granulation  tissue  which  early  permeates  the 
gauze  has  sickened  of  its  work  and  died. 

Case  III.— Mrs.  A.  G..  aged  23  years,  came  into  the  hospital 
with  a  tentative  diagnosis  of  old  ruptured  tubal  pregnancy 
with  general  pelvic  peritonitis.  She  was  much  reduced  in 
weight  and  color,  having  suffered  for  six  months  with  in- 
termittent abdominal  pains,  with  more  or  less  severe  internal 
hemorrhages.  The  history  rather  pointed  to  intrauterine  ges- 
tation, with  miscarriage  followed  by  a  septic  peritonitis.  At 
the  operation  the  latter  proved  to  be  the  correct  conclusion. 
The  pelvis  was  completely  filled  with  enlarged,  thickened  in- 
flammatory tubes  and  exudate.  The  usual  landmarks  were 
obliterated  and  the  pelvis  was  cleared  with  greal  difficulty. 
The  rectum  was  accidentally  torn,  and  it  was  found  necessarj 
to  resect  about  three  inches  of  it,  making  an  end-to-end  anas- 
tomosis.    The  patient  was  given  two  quarts  of  saline  into  the 
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axilla  during  the  operation,  with  good  results,  noted  in  the  con- 
dition of  the  pulse.  A  Mikulicz  tampon  was  placed  in  the  pelvis 
to  control  oozing  and  to  protect  the  rectum  at  the  junction  of 
anastomosis,  and  two  quarts  of  saline  were  placed  within  the 
abdominal  cavity.  The  greater  portion  of  this  was  drained 
through  the  Mikulicz,  the  gauze  dressing  being  changed  fre- 
quently. The  patient  passed  through  the  first  twenty-four  hours 
in  fair  condition.  The  pulse,  weakening  twelve  hours  aftei 
operation,  was  readily  helped  by  a  quart  of  saline  given  sub- 
cutaneously.  From  this  time  the  patient  steadily  improved 
toward  convalescence  without  an  untoward  symptom. 

The  three  cases  detailed  are  sufficient  to  show  the  range  of 
applicability  of  this  invaluable  agent.  I  have  used  it  in  those 
extreme  cases  of  prolonged  pelvic  suppuration  where  the  vitality 
was  so  low  as  to  preclude  the  possible  hope  of  recovery;  begin- 
ning its  introduction  subeutaneously.  after  partial  anesthesia, 
and  continuing  it  throughout  the  operation  with  the  effect  to 
pri  ri  n  f  shock  or  seemingly  loss  of  strength,  as  in  many  instances 
the  patient  left  the  operating  table  with  a  better  pulse  than  at 
any  time  noted  for  days  before. 

I  have  given  yon  but  the  clinical  experiences  that  I  have 
enjoyed  in  the  use  of  normal  saline  solution.  The  theories  and 
speculations  in  regard  to  its  actions  and  results  must  be  deter- 
mined by  the  laboratory  workers.  That  it  has  a  Avide  range  of 
applicability  I  believe  all  will  agree. 

536  Rose  Building. 


THE  MANAGEMENT  OF  CASES  OF  EMERGENCY  ARISING 
FROM  RUPTURE  IN  ECTOPIC  PREGNANCY.1 
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Cambridge.    Mass. 


The  subject  here  presented  must  always  be  of  deep  concern 
both  to  the  physician  in  the  city  provided  with  every  means  for 
reasonable  care  of  patients,  and  to  practitioners  residing  in 
places  at  considerable  distance  from  the  greater  medical  centres. 
The  occurrences  of  the  more  seemingly  desperate  e;ises  coming 
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to  the  treatment  of  any  one  obstetrician  do  not  appear,  upon  the 
whole,  to  have  been  very  numerous,  for  many  physicians  who 
have  had  quite  an  extended  experience  have  scarcely  met  with 
a  ease.  This  may  sometimes  be  due  to  the  fact  that  cases  of 
extrauterine  or  ectopic  pregnancy  having  been  early  diagnos- 
ticated may  have  been  brought  under  appropriate  treatment, 
before  the  more  dangerous  symptoms  had  supervened.  The  oc- 
currence of  eases  of  alarming  nature  to  treat  will  now  and  then 
take  place,  and  this  may  at  times  happen  when  the  practitioner, 
even  if  he  should  be  a  most  skilful  operator,  feels  the  least  pre- 
pared to  meet  such  an  emergency. 

Operators  have  also  recognized  the  difficulty  that  may  some- 
times be  met  with  in  the  differentiation  of  the  various  forms  of 
ectopic  pregnancy,  if  not  as  to  their  always  being  certain  as  to 
the  existence  of  such  a  kind  of  pregnancy,  and  so  measures  may 
be  delayed  as  to  the  safe  management  of  such  a  case.  Some 
forms  of  pelvic  hematocele  are  no  doubt  due  to  the  presence  of 
ectopic  gestation.  I  can  enumerate  quite  a  few  of  such  cases 
that  were  evidently  the  result  of  this  cause.  In  eases  of  hemato- 
cele there  is  often  more  or  less  shock  attended  with  considerable 
free  hemorrhage  and  a  marked  exsanguine  appearance  of  the 
patient.  Cases  of  this  character,  so  far  as  I  have  been  able  to  ob- 
serve, have  occurred  in  the  very  beginning  of  the  pregnancy. 
I  shall  never  forget  my  experience  in  a  case  seen  some  few  years 
since  with  the  late  Dr.  Nelson,  of  Boston.  AVe  had  seen  the 
patient  three  weeks  previously  and  had  concluded  that  the  case 
was  one  of  tubal  gestation.  Rectal  indagation,  as  well  as  bi- 
manual examination,  revealed  that  there  was  a  circumscribed 
mass  in  the  right  iliac  fossa;  the  patient  had  passed  over  a  men- 
strual period.  Other  phases  also  pointed  toward  pregnancy. 
Early  in  the  morning,  on  being  called  to  the  patient.  I  found  her 
in  a  state  of  much  collapse:  the  pulse  was  weak  and  the  heart's 
action  was  greatly  depressed.  The  sudden  enlargement  in  and 
about  the  mass  in  the  pelvis  afforded  almost  unmistakable 
evidence  of  rupture  of  the  fetal  sac,  and  of  hemorrhage.  An 
abdominal  incision,  made  in  the  median  line,  showed  at  once 
that  the  condition  of  the  patient  was  due  to  hemorrhage  from 
rupture  near  the  fimbriated  extremity  of  the  Fallopian  tube. 
The  mass  was  brought  forward  and  secured  by  aseptic  animal 
sutures  and  then  incised.  The  abdominal  cavity  was  thoroughly 
irrigated  with  warm  water.  The  incision  was  closed  without 
resort  to  further  drainage.     The  patient  made  an  uninterrupted 
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recovery.  The  fetus  was  of  the  size  of  one  of  aboul  forty-five 
days'  duration. 

In  another  ease  to  which  I  was  afterward  called  the  patienl 
had  sustained  sudden  shock  from  an  apparent  loss  of  blood:  a 
small  mass  just  above  the  left  iliac  fossa  could  he  made  out. 
An  abdominal  incision  disclosed  the  presence  of  quite  a  consid- 
erable clot  about  the  distal  extremity  of  the  Fallopian  tube,  hut 
no  fetus  could  be  found.  Though  the  hemorrhage  had  ceased 
for  the  time  being,  the  point  of  a  small  artery  from  which  the 
blood  had  escaped  was  made  safe  by  ligature;  the  cavity  in  and 
about  the  site  of  the  hemorrhage  was  cleansed  and  drainage  by  the 
insertion  of  iodoform  gauze  was  established.  The  incision  was 
then  practically  closed;  recovery  took  place  without  any  serious 
mishap,  all  drainage  having  been  dispensed  with  on  the  fourth 
day. 

In  considering  the  condition  of  this  last  case  [  have  sometimes 
felt  that  the  patient  would  have,  by  means  of  more  palliative 
treatment,  recovered  without  having  been  submitted  to  an  ab- 
dominal section.  In  the  first  case  the  chances  without  the  pa- 
tient's yielding  to  operative  measures  would  have  been  against 
her  recovery,  because  the  abdominal  section  showed  that  consid- 
erable hemorrhage  was  still  going  on  and  that  the  patient "-. 
strength  was  gradually  being  diminished:  besides,  there  were 
dangers  incident  to  infection  and  to  the  presence  of  the  foreign 
mass. 

In  the  consideration  of  the  question  of  the  proper  manage- 
ment of  any  case  of  rupture  in  ectopic  pregnancy,  it  should  not 
be  overlooked  that  patients  meeting  with  such  mishaps  do  not 
infrequently,  by  the  aid  of  the  more  general  measures  of  treat- 
ment, recover.  This  is  evidenced  by  the  cases  coming  from  time 
to  time,  long  after  reaction  has  taken  place,  to  the  surgeon  for 
operative  interference.  The  history  of  such  cases  often  shows 
that  the  patients  had  suffered  from  severe  shock  from  hemor- 
rhage,  but  must  have,  of  course,  recovered. 

On  referring  again  to  my  own  notes  made  in  regard  to  un- 
usual sequences  of  pregnancy,  I  find  that,  in  three  cases  of  un- 
doubted rupture  occurring  in  the  early  stage  of  ectopic  gestation, 
two  of  the  patients  recovered  without  having  to  submit  to  radical 
operative  measures:  in  the  third  case,  however,  the  ending  was 
fatal,  the  patient's  family  declining  to  have  an  operation  under- 
taken. In  this  last  case  the  surroundings  of  the  patient  and  her 
own  condition  at  the  time  being  so  unfavorable,  it  appeared  ex- 
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tremely  doubtful  whether  an  abdomina]  incision  would  have 
been  of  any  particular  benefit.  There  was  a  well-defined  mass 
to  be  felt  extending  from  the  right  toward  the  left  iliac  fossa. 

Another  class  of  cases  to  be  mentioned  is  that  in  which  patients 
have  recovered  from  the  immediate  effects  of  rupture  and  have 
subsequently  presented  unmistakable  evidence  of  having  suffered 
from  the  mishap.  The  number  showing  the  various  phases  of 
having  been  the  subject  of  such  a  condition  has  not  been  a  few, 
These  I  merely  mention  as  tending  to  show  that  rupture  and 
other  accidents  may  take  place  and  yet  be  recovered  from.  Dr. 
John  C.  Irish,  of  Lowell,  reported  some  time  since  to  the  Gyne- 
cological Society  of  Boston  two  cases  of  extrauterine  fetation 
in  which  sudden  rupture  had  occurred,  in  both  cases  the  sur- 
roundings and  the  condition  of  the  patients  being  so  unfavorable 
it  was  deemed  that  operative  interference  would  be  in  such  eases 
an  unwise  measure  of  proceeding.  In  one  of  the  cases  the  pa- 
tient had  missed  one  menstrual  period;  in  the  other  case  the 
extrauterine  pregnancy  had  advanced  two  months.  In  both 
cases  active  palliative  treatment  was  resorted  to.  The  use  of 
opiates,  stimulants,  and  restoratives  was  followed  by  such  a  de- 
cree of  reaction  that  abdominal  section  was  considered  unneces- 
sary. Dr.  Irish,  in  carrying  out  the  treatment  in  these  two 
cases,  seems  to  have  been  strengthened  by  the  fact  of  his  ex- 
perience in  operating  for  final  relief  in  twelve  cases  of  extra- 
uterine pregnancy,  in  which  it  had  been  manifest  that  at  some 
time  previously  hemorrhage  from  rupture  had  taken  place  and 
had  been  accompanied  with  more  or  less  collapse.  The  practice 
of  waiting,  therefore,  in  some  extreme  cases,  he  felt  could  not 
always  be  considered  as  inadvisable.  If  all  patients,  it  may  be 
remarked,  who  may  sustain  hemorrhage  and  shock  or  great  ex- 
haustion resulting  from  the  incidents  of  ectopic  pregnancy, 
would,  without  submitting  to  surgical  interference,  perish,  the 
duty  of  the  surgeon,  when  called  on  in  such  an  emergency,  would 
undoubtedly  be  always  most  plain. 

In  estimating  the  amount  of  danger  the  rupture  of  the  sac  or 
the  sudden  occurrence  of  shock  may  entail,  much  will  have  to 
be  taken  into  consideration  as  regards  the  quantity  of  blood  that 
may  have  been  lost  and  the  probable  degree  of  hemorrhage  that 
is  still  going  on.  The  loss  of  only  a  little  blood  will  sometimes 
produce  apparently  as  much  collapse  of  the  patient  as  that  of 
a  larger  quantity.  In  the  lighter  grades  of  hemorrhage  the 
shock  is  not  likely  to  be  so  continuous  or  so  profound  as  it  is  in 
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cases  in  which  a  larger  volume  lias  eseaped.  In  the  former  grade 
the  employment  of  stimulants  is  of  more  avail.  Salt  solutions 
can  be  used  with  great  advantage. 

Dr.  A.  L.  Norris,  of  Cambridge,  has  reported  a  case  of  rup- 
ture that  terminated  fatally.  He  had  waited  with  the  hope  that 
the  patient  would  rally.  At  the  autopsy  a  large  amount  of  blood 
was  found  in  the  pelvic  cavity.  In  another  case  of  tubal  preg- 
nancy occurring  in  a  woman  aged  -1  years,  he  did  not  wait 
long  after  the  occurrence  of  the  rupture,  but  had  the  patient 
taken  to  a  hospital,  where  an  operation  proved  successful.  The 
incident  of  the  rupture  was  accompanied  with  considerable 
legree  of  shock,  though  the  loss  of  blood  was  not  large. 

Dr.  George  W.  -Jones,  of  Cambridge,  reported  to  the  Society 
a  case  of  ectopic  pregnancy  in  which  great  collapse  followed 
rupture  of  the  tube  and  hemorrhage  took  place.  The  case  was 
seen  in  consultation.  He  thought,  as  it  was  evening  when  he 
was  called,  it  would  be  best  to  wait  until  some  reaction  had  taken 
place.  Though  the  patient  next  morning  had  rallied  some- 
what, Dr.  Jones  felt  that  it  was  wisest  to  resort  to  abdominal 
section:  he  then  could  feel  quite  distinctly  a  large  mass  of 
exudation  low  down  in  the  right  of  the  abdominal  cavity;  it 
had  become  very  evident  that  hemorrhage  to  some  extent  was 
still  going  on.  The  patient,  however,  declined  to  submit  to 
operative  measures.  A  little  later,  while  he  was  still  with  the 
patient,  there  suddenly  took  place  another  collapse  in  which  the 
patient  within  a  short  time  expired.  Had  Dr.  Jones  been  per- 
mitted to  operate  as  soon  as  he  became  satisfied  that  the  hemor- 
rhage was  not  being  arrested,  he  would  undoubtedly  have  had 
a  fair  chance  of  saving  the  life  of  the  patient. 

In  a  recent  discussion  of  this  subject  Dr.  Henry  0.  Marcy 
mentioned  a  case  of  rupture  in  which  the  shock  was  so  great 
that  the  patient  died  within  an  hour  after  its  occurrence.  He 
spoke  of  another  case  in  which  the  shock  and  hemorrhage  were 
quite  considerable,  but  t In-  patient  recovered  nevertheless  without 

-  irt  to  operation. 

Judging  from  my  own  experience,  and  also  from  that  of  my 
confreres  in  whose  ability,  judgment,  and  sagacity  I  have  high 
regard,  I  am  satisfied  that  no  hard-and-fast  rule  alike  should  be 
established  for  the  management  for  all  cases  of  shock  or  col- 
lapse from  rupture  occurring  in  ectopic  gestation.  In  some 
.  even  when  the  shock  is  quite  profound,  the  amount  of 
hemorrhage  may  not  be  great:  and  even  if  it  should  be.  it  may 
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not  continue  long.  In  such  cases  much  can  be  successfully 
effected,  as  before  remarked,  by  the  way  of  stimulants,  opiates, 
and  by  the  employment  of  salt  solutions.  The  constitution  and 
condition  of  the  patient  should  be  considered.  Perfect  quietude 
should  be  enjoined.  In  sonic  cases,  no  doubt,  an  attempt  to 
remove  the  patient  to  a  hospital  or  place  of  better  situation  or 
convenience  may  sometimes  prove  to  he  an  unwise  measure  of 
proceeding.  The  first  case  mentioned  by  Dr.  Marcy  shows  how 
small  would  have  been  the  chances  of  accomplishing  anything 
by  the  way  of  removal  to  a  better  situation  or  by  the  aid  of 
operative  interference.  The  case  mentioned  by  Dr.  Jones  brings 
out  another  phase  in  the  consideration,  such  as  the  "patient's 
objecting  to  operation'*:  the  occurring  of  another  collapse  soon 
after  the  patient's  expression  of  denial  shows  that  complete 
mental  as  well  as  bodily  rest  is  a  most  essential  factor  of  treat- 
ment. The  operative  interference  in  the  second  case  reported 
by  Dr.  Norris,  as  referred  to.  seems  to  have  been  particularly 
urged  because  of  the  adverse  results  obtained  through  milder 
measures  in  the  first  ease.  In  that  case  it  appears  that  the  loss 
of  blood  had  been  considerable.  The  question  naturally  arises 
whether  the  patient  could  have  really  borne  the  fatigue  inci- 
dent to  removal  to  hospital  or  the  additional  shock  more  or  less 
attendant  on  a  radical  surgical  measure.  Such  an  ordeal  to 
submit  a  patient  to  often  brings  to  the  mind  of  the  experienced 
operator  many  misgivings.  To  operate  in  some  cases  of  this 
character  is  not  always  an  easy  task,  ami  the  results  are  some- 
times far  from  being  satisfactory. 

Dr.  A.  H.  Tuttle,  of  Cambridge,  in  speaking  of  this  subject, 
said  that  he  had  operated  a  number  of  times;  in  some  cases  the 
operation  became  a  most  desperate  measure.  He  also  says  that 
in  almost  any  case  something  can  in  the  way  of  relief  be  ac- 
complished  to  arouse  the  flagging  powers  of  the  patient.  In 
some  eases  it  is  true  that  the  mass,  occurring  as  the  result  of 
hemorrhage,  may  gradually  enlarge  and  the  hemorrhage,  con- 
tinuing, may  lead  to  rapid  death.  In  many  cases,  nevertheless, 
the  choice  of  waiting  may  prove  better  than  that  of  resorting  to 
immediate  operation.  It  is  the  quantity  of  blood  lost,  and  not 
the  character  of  the  shock  and  other  symptoms,  that  should  al- 
ways be  considered  in  determining  what  would  be  the  degree 
of  danger  to  be  encountered  in  a  case.  These  remarks  of  Dr. 
Tuttle  bear  the  impress  of  being  the  outcome  of  wisdom  born 
of  experience.     The   results  of  my   first   case   reported  seem  to 
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have  been  obtained  by  a  wise  method  of  proceeding:  and  though 
the  outcome  of  the  second  case  was  fortunate,  it  would  have 
undoubtedly  been  better,  had  the  surroundings  been  less  favor- 
able for  operative  measures,  to  have  waited  and  trusted  more 
to  stimulants  and  other  palliatives  for  overcoming  the  shock 
and  other  grave  symptoms.  The  features  presented  in  the  two 
cases  as  reported  by  Dr.  Irish  are  most  interesting,  and  the  re- 
sults obtained  by  the  treatment  are  highly  instructive.  His 
experience  in  operating  in  the  later  stages  in  twelve  different 
cases  of  extrauterine  pregnancy,  in  which  there  had  been  shock 
and  other  serious  symptoms,  and  from  which  the  patients  had 
rallied  and  lived  on.  served  to  have  impressed  him  with  the 
lact  that  much  could  be  accomplished  under  unfavorable  condi- 
tions by  waiting  and  endeavoring  to  bring  about  reaction,  as  he 
did,  as  reported,  most  effectually. 

I  am  not  unaware  that  in  the  discussion  of  the  subject  of 
rupture  or  great  shock  some  consideration,  it  may  be  urged, 
should  be  had  in  regard  to  the  variety  of  the  ectopic  pregnancy. 
We  know  that  the  interstitial  form  is  the  most  uncommon  kind 
likely  to  be  met  with.  Perhaps  it  may  be  said  that  in  cases  of 
accidents  of  rupture  the  hemorrhage  occurring  may  be  more 
easily  controlled  by  operation  in  the  tubal  form.  When  rupture 
or  shock  occurs  in  abdominal  pregnancy  the  implantation  of  the 
ovum  to  the  peritoneum  may  be  more  difficult  to  remove.  It 
should  not  be  forgotten,  however,  that  when  the  surgeon  is  not 
called  until  the  occurrence  of  shock  or  rupture  a  differential 
diagnosis  is  often  far  from  being  easy  to  make.  Especially  is  it 
so  when  it  becomes  essential  to  disturb  the  patient  as  little  as 
possible  in  order  to  prevent  further  shock  and  hemorrhage.  The 
object  of  immediate  treatment,  of  whatever  character  it  may  be 
deemed  most  expedient  to  carry  out.  is  to  lessen  suffering  and 
to  save  life  if  possible.  The  subsequent  management  is  always 
to  he  a  matter  for  later  consideration.  If  it  becomes  reasonably 
manifest  that  serious  hemorrhage  is  still  going  on  and  that  it 
is  not  likely  to  cease,  an  abdominal  section,  if  the  circumstances 
an-  such  that  it  can  be  done  with  any  probable  chances  of  ob- 
taining success,  should  of  course  be  resorted  to  at  the  earliest 
moment  after  other  measures  appear  unavailing.  If,  however, 
in  a  time  of  such  an  extreme  alarm,  an  operation  can  be  safely 
dispensed  with  until  conditions  more  favoring,  it  would  un- 
doubtedly be  a  far  better  course  to  pursue,  for  it  becomes  in 
such   cases,   as  it   is  in  all  other  abdominal   surgery   where  the 
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work  is  in  danger  of  being  hastily  or  inconsiderately  performed, 
most  unfortunate  for  a  surgeon  to  open  the  abdomen  and  then 
to  discover  that  he  has  erred  in  his  diagnosis;  this  is  not  only 
true  in  the  case  of  a  woman  who  may  he  a  leader  or  most 
influential  in  society,  hut  also  in  the  case  of  one  who  may  be  in 
the  more  humble  walk's  in  life. 


SO-CALLED       NEURASTHENIA       AND       HYSTERIA       IN       THEIR 
RELATIONS     TO     ABDOMINAL     SECTION. 


\    i  II  \  HAL    STUDY. 


.1.    STEWART    NAIRN  K.    F.R.C.S., 
Senior  Surgeon.  Glasgow   Samaritan   Hospital  for  Women. 


It  is  evident  That  this  subject  must  be  approached  from  two 
very  different  points  of  view — viz.,  the  psychological  and  the 
physiological— if  it  is  to  have  justice  done  to  it.  It  is  not  my 
purpose  to  proceed  from  the  former  point  just  now,  as  it  is 
quite  enough,  for  all  that  I  have  in  view,  to  deal  with  the 
conditions  that  are  apparently  directly  concerned  with  ordinary 
physiological  and  pathological  exhibitions. 

Some  years  ago  I  had  the  pleasure  of  reading  a  paper  at 
Edinburgh  to  the  Psychological  Section  of  this  Association 
on  a  subject  which  had  the  very  abstruse  title  of  "The  Psy- 
chology of  Muscle."  In  it  I  dealt  especially  with  what  might 
properly  be  called  the  automatic  phenomena  of  muscular  move- 
ments in  relation  to  their  significance  as  psychological  expres- 
sion n. 

1  then  stated  as  probable  correct  deductions  from  psycho- 
Logical  phenomena  many  physical  conditions  that  I  am  now 
prepared  to  uphold  with  practical  clinical  and  physiological 
ibservations  to  support  me. 

To  bring  the  matter  to  a  point,  I  do  not  believe  that  any 
psychological  phenomena  can  occur  without  a  corresponding- 
physiological  condition,  to  which  the  relationship  is  absolutely 
direct  as  effect  and  cause. 

Thus  I  dealt  then  with  the  value  that  was  to  be  attached 
to  muscular  action  as  indicative  of  a  corresponding  psychological 
condition,  without  which  psychological  condition  no  similar 
muscular  phenomena  could  exist. 
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To  my  mind  then  the  argumenl  on  a  priori  grounds  was  un- 
assailable: and  to  my  mind  now,  after  many  years  of  observa- 
tion and  practice,  the  position  is  absolutely  correct. 

I  do  not  venture  to  give  any  distinct  definition  of  either 
hysteria  or  neurasthenia.  It  is  not  necessary  to  add  to  the 
confusion  that  already  exists  in  the  use  of  these  words.  It 
would  be  better  if  they  were  abolished,  if  they  cannot  be  used 
without  having  a  universally  accepted  clear  definition  attached 
to  them. 

For  my  present  purpose-  this  is  of  no  importance,  as  I  use  the 
term  "so-called''  in  order  to  clearly  state  that,  they  are  used 
here  to  indicate  only  a  ""set  of  anomalous  nervous  symptoms  for 
which  no  organic  lesion  is  apparently  responsible."  I  say  "ap- 
parently responsible."  because  I  believe  it  is  epiite  impossible 
for  any  vital  phenomena,  whether  normal  or  abnormal,  to 
occur  without  specific  affection  of  the  organs  involved  in  their 
demonstration.  Whether  this  specific  affection  is  amenable  to 
any  kind  of  treatment  is  another  question.  The  general  opinion 
that  in  so-called  hysterical  and  neurasthenic  affections  no  organic 
lesion  is  to  be  detected  is  one  that  needs  much  consideration 
and  modification.  So  I  feel  I  am  on  safe  and  neutral  ground 
when  I  use  the  terms  hysteria  and  neurasthenia  to  indicate 
conditions  of  mind  and  body  and  exhibitions  of  vital  phenomena 
for  which  no  apparently  organic  condition  is  openly  responsible. 

The  majority  will  agree  with  me  that,  as  one  goes  on  in  life 
in  the  gynecological  groove,  it  becomes  more  and  more  painfully 
apparent  that  the  female  sex  suffers  much  in  some  kind  of  un- 
stable physical  equilibrium,  and  that  organic  diseases  manifest 
themselves  in  pronounced  psychological  conditions  which  are  of 
such  a  nature  as  can  be  traced  only  with  the  greatesl  difficulty 
hack  to  their  probably  organic  source. 

In  many  cases,  of  course,  the  skilled  diagnostician  can  easily 
fix  the  cause,  while  the  unskilful  man  must  grope  in  the  dark, 
wonder  how  such  and  such  a.  diagnosis  can  be  made,  and  doubt, 
with  a  very  sincere  doubt,  if  it  is  ever  made  at  all  and  not  a 
haphazard  guess.  He  naturally  asks  the  question,  "How  do  you 
know?"  and  as  naturally  the  answer  is.  "I  do  not  know  how  I 
know,  but  I  know."  So  the  gifted  player  on  the  violin  to  the 
untuneful  amateur.  No  amount  of  training,  teaching,  exposi- 
tion, labor,  to  the  latter  could  bring  the  perfection  and  delicacy 
that  naturally  belong  to  the  former. 
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The  description  of  the  circumstances  that  have  accompanied 
the  cases  under  my  own  personal  observation  compels  me  to  ask 
whether  it  is  not  necessary  now  to  reconsider  many  of  the  popular 
views  of  these  so-called  nervous  affections,  and  to  ask  whether 
our  ordinary  methods  of  diagnosis  are  quite  sufficient  for  them, 
and  further  to  mark  down  as  two  special  points  for  consider- 
ation : 

1.  The  non-possibility  of  neurotic  condition  without  organic 
lesion  or  disturbance  of  physiological  phenomena. 

2.  The  possibility  of  direct  nerve  stimulation  leading  to 
neurotic  conditions  without  apparent  or  appreciable  organic 
affection. 

Almost  without  exception,  abdominal  section  has  shown  gross 
lesion  of  some  abdominal  organ.  In  some  cases  there  was  kidney 
or  ureter  disease.  Some  showed  subperitoneal  pelvic  disease, 
suppuration,  or  tumors  of  various  kinds.  Cystic  disease  of 
ovaries,  broad  ligaments,  tubes  was  of  almost  constant  appear- 
ance. Simple  inflammatory  conditions,  flexions,  versions,  dislo- 
cations of  all  kinds  and  of  every  organ,  were  frequent.  But 
the  most  marked  pathological  condition  of  all  was  what  I 
may  term  "rigid  uterus."  It  occurred  without  exception  in 
all  eases  where  neurosis  had  been  a  prominent  clinical 
symptom.  It  was  a  great  surprise  to  me  in  my  earlier 
cases  to  note  this  strange  condition.  And  many  times 
I  missed  it :  in  fact,  did  not  recognize  it  at  all  until  a 
pronounced  case  occurred  when  the  uterus  stood  up  rigidly, 
almost  perpendicularly,  and  forced  itself  on  my  notice.  Once 
seen,  it  is  readily  found  afterward.  The  condition  naturally 
varies  in  many  degrees.  It  is  not  necessarily,  but  frequently, 
associated  with  fibroid  degeneration  of  the  corpus  uteri.  There 
may  be  a  condition  of  fixity  of  the  body  downward  and  backward, 
either  with  or  without  flexion:  and  this  fixity  varies  in  degree 
also. 

So  far  as  I  am  aware,  this  is  an  undescribed  condition  and 
can  readily  be  accounted  for  by  some  lesion  in  the  cord  in 
the  region  controlling  the  nervous  supply  to  the  uterus.  If 
this  be  so,  it  is  easy  to  see  how  cures  can  be  accounted 
for  from  the  application  of  electricity  internally  or  ex- 
ternally, from  the  application  of  counter-irritation,  blister- 
ing, etc.,  to  the  spine,  and  from  the  cold  douche  and  baths. 
It  also  explains  the  failure  of  what,  for  want  of  a  better  name. 
may  be  called   moral-suasion   methods.     I  should  like  to  know 
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what  good  could  be  expected  from  encouragement,  or  seclusion, 
or  Weir  Mitchell's  treatment,  or  anything  of  that  kind,  if  it 
were  a  fact  that  there  did  exist  an  actual  lesion  somewhere  and 
that  we  had  to  some  extent  means  of  diagnosing  it. 

Taking  for  granted  that  what  I  say  is  correct  about  this 
spasm  of  the  uterus,  what  else  could  account  for  it  other  than 
the  condition  of  its  nerve  supply?  It  explains  the  failures  in 
relieving  neurotic  diseases  by  abdominal  section  and  removal 
of  the  appendages.  The  failures  follow  quite  as  naturally  as 
the  cures.  Should  the  ultimate  disease  be  central,  and 
.should  the  eutting-off  of  its  nerve  supply  to  the  organ  not  be 
sufficient  to  alter  it  beneficially,  then  the  case  must  be  re- 
garded as  a  failure.  Similarly  with  all  other  nerve  diseases,  e.g., 
neuralgia,  tie.  If  one  can  only  go  far  enough  back  in  section  of 
i  he  nerve  the  disease  can  be  cured.  Pains  and  aches  and  physi- 
cal discomforts  are  not  necessarily  the  only  resultants  from 
uterine  disease.  In  a  very  finely  balanced  human  being  pain 
is  a  factor  that  has  seriously  to  be  reckoned  with.  Pain  is  not 
always  only  a  physical  condition— the  psychological  element 
comes  in  and  complements  all  our  being.  Pain  can  not  only 
make  us  nervous,  hysterical,  neurasthenic,  but  can  drive  us  mad. 

I  would  not  say  that  the  inflammatory  conditions  of  the 
appendages  that  one  so  frequently  finds  in  an  abdominal  section 
.iiv  of  themselves  sufficient  to  produce  the  troubles  we  are 
considering.  I  would  say  that  frequently  they  are  of  no  con- 
sequence whatever,  that  they  are  merely  subsidiary,  sometimes 
only  concomitants  of  the  obscure  disease  that  is  behind.  Simi- 
larly I,  and,  I  am  sure,  most  of  you  who  have  removed  ovaries, 
have  come  to  place  but  very  little  value  on  the  cystic  disease 
that  is  almost  universally  present.  No  doubt  it  is  a  satisfaction, 
a  kind  of  quasi-proof  that  an  operation  has  not  been  done 
unjustifiably  when  we  can  puncture  those  cysts  and  show  the 
disease.  But  in  themselves  they  argue  nothing.  In  many  cases 
they  are  of  no  importance  whatever. 

The  argument  is  not  from  one  condition.  It  must  he  from 
all  the  conditions  together. 

There  must  be,  in  such  serious  cases  (for  neurasthenia  and 
hysteria  are  serious  enough  to  threaten  both  life  and  reason), 
a  consensus  of.  at  the  very  least,  probabilities.  One  symptom 
must  be  added  to  another;  and  when  they  are  all  added  together. 
and  we  find  not  only  some  degree  of  error  in  position,  condition. 


460  NAIBNE:    SO-CALLED    NEURASTHENIA    AND    HYSTERIA. 

and  feeling,  but  can  also  diagnose  a  rigid  uterus.  Then   I  think 
we  have  fairly  made  good  our  claim  to  a  probable  diagnosis. 

In  order,  however,  to  put  my  work  as  clearly  before  you  as 
I  think  I  have  it  before  myself,  I  give  you  the  following  table 
summary  of  results : 

1.  Abdominal  section:  no  disease  found,  patient  informed; 
nothing  removed;  patient  apparently  cured. 

2.  Abdominal  section:  tubercular  condition;  nothing  removed; 
patient  apparently  cured. 

3.  Abdominal  section:  fibroid  condition  (uterus,  ovaries,  or 
other  organ):  nothing  removed:  patient  apparently  cured. 

4.  Abdominal  section:  no  disease  found;  nothing  removed; 
patient  not  informed:  patient  apparently  cured. 

5.  Abdominal  section:  no  disease  found:  patient  and  friends 
informed:   patient  apparently   not   benefited. 

6.  Patient  under  anesthetic:  no  section  done:  patient  ap- 
parently cured. 

7.  Abdominal  section:  appendages  removed  ;  patient  apparent- 
ly cured. 

8.  Abdominal  section:  uterus  removed:  patient  apparently 
■uied. 

'J.  Abdominal  section:  appendages  removed;  patient  sent  to 
asylum. 

10.  Abdominal  section:  uterus  removed;  patient  sent  to  asy- 
lum. 

11.  Abdominal  section:  tubercular  condition-,  nothing  re- 
moved; patient  not  cured. 

Suggestions  <ni<l  Conclusions.— 1  would  not  be  understood  as 
advocating  abdominal  section  in  all  cases  of  neurasthenia  and 
hysteria.  This  would  be  too  dreadful  to  contemplate.  It  is  the 
other  way  about.  Some  cases  of  neurasthenia  and  hysteria 
demand  for  their  successful  treatment  abdominal  section.  And 
it  is  because,  in  the  course  of  the  major  operations  which  I  have 
performed,  I  think  I  have  discovered  a  valuable  sign  indicative 
of  the  kind  of  case  to  which  the  operation  is  applicable,  that 
I  have  bracketed  "neurasthenia,  hysteria,  and  abdominal  sec- 
tion" together.  It  is  .not  necessary  to  perform  a  section  to 
diagnose  tins  condition:  it  only  requires  greater  practice  in 
examination,  greater  patience  in  observation,  greater  discrimi- 
nation in  the  valuation  of  the  general  signs  and  symptoms.  It 
does  not  follow,  even  if  one  is  convinced  that  the  conditions 
are  all  there,  that  an  abdominal  section  will  be  followed  by  a 
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cure;  and  therefore  it  becomes  doubly  necessary  thai  everytl 
medical  that  is  possible  should  have  been  done  before  resort  is 
had  to  major  operation. 

Some  time  ago  our  very  excellent  member,  Dr.  Rabagliati,  pub- 
lished a  book  on  "Ovarian  Neuralgia,"  which  I  heartily  recom- 
mend to  you  and  which  will  well  repay  a  careful  perusal.  Many 
of  these  nervous,  hysteric,  and  neurotic  women  have  been  treated 
by  us  too  lightly,  indifferently,  callously  sometimes.  To  tell  the 
truth,  we  have  good  reason  to  be  afraid  to  deal  at  all  with  - 
of  them.  When  they  are  not  regarded  as  nuisances  they  are 
often  considered  pests.  And  without  doubt  the  nature  of  then 
trouble  tends  to  render  them  somewhat  irresponsible  for  their 
actions.  "When  we  come,  however,  to  realize  absolutely  and 
clearly  that  many  of  these  obscure  complaints  have  a  real,  sub- 
stantial foundation  in  some  physical  condition,  although  the 
physical  signs  may  not  be  sufficiently  gross  for  us  to  put  our 
fingers  on,  then  our  efforts  to  relieve  receive  an  impetus  that 
the}'  could  not  have  had  before;  seeing,  we  now  know  that  it 
is  only  our  knowledge  that  is  at  fault,  and  that  it  is  a  reasonable 
thing  to  suppose  that  we  may.  by  perseverance  in  observation 
and  increased  skill  in  management,  enlarge  that  knowledge 
sufficiently  to  enable  us  to  discover  a  remedy  or  remedies.  No 
man  can  labor  diligently  in  treating  diseases  unless  he  has  a 
decided  conviction  that  it  is  at  least  possible  for  him  to  provide 
remedies. 

In  bringing  this  paper  before  you  I  have  done  everything  I 
could  to  eliminate  sources  of  error.  I  have  gone  carefully 
over  the  records  of  the  last  500  cases  admitted  into  St.  Margarel  'a 
Home — a  private  hospital  for  women — and  the  cases  I  have 
described  have  been  especially  selected  as  types  of  the  conditions 
here  considered.  They  are  naturally  of  a  better  class  than  the 
ordinary  hospital  patient,  and  therefore,  I  think,  better  suited 
for  any  kind  of  demonstration  of  diseases  which  are  certainly 
more  prevalent  in  that  class.  Still  I  am  sure  that  were  I  to  enter 
on  the  same  investigation  among  my  public  hospital  patient-  I 
would  arrive  at  a  similar  result.  Among  the  poorer  classes,  - 
called  hysterical  women  meet,  after  a  short  time,  with  very  little 
sympathy.  They  have  no  means  to  pay  for  attendance ;  ordinary 
hospitals  fight  shy  of  them;  special  hospitals  are  frequently  s< 
guarded  by  regulations  to  prevent  either  the  staff  or  the  directors 
from  getting  into  trouble  that  they  are  excluded:  and  I  have 
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often   thought   that   herein   is   one   of   the   fruitful   causes   that 
drive  so  many  poor  women  to  drink. 

illustrative  cases  selected  from  the  records  of  st. 
Margaret's  home. 

33.  Miss  A.,  Busby,  aged  18;  admitted  February  7.  dismissed 
March  12,  1890. 

Condition. — Distension  of  abdomen:  ovarian  and  tubal  dis- 
ease (?);  hemorrhage:  neurasthenia. 

Treatment. — Dilatation  of  anus:  cautery  to  cervix  uteri. 

This  is  probably  the  earliest  case  in  which  I  made  deliberately 
a  diagnosis  of  neurasthenia  and  a  trial  of  minor  surgical  means 
to  meet  the  condition.  She  was  a  very  young  girl,  of  an  amiable 
disposition,  and  I  look  back  on  her  case  with  the  most  vivid 
recollection.  Her  old  father  and  mother  came  with  her — decent 
country  people,  who  had  never  had  any  personal  experience  of 
neurasthenias  or  hysterias  or  anything  of  that  sort.  They  said 
she  was  always  ailing:  pains  here  and  there  and  everywhere; 
could  do  nothing — was  always  willing  to  do  anything,  but  failed  ; 
pains  in  her  back  and  side:  great  distension  of  the  abdomen: 
rollings  and  rumblings  of  flatulence ;  a  restless  sleeper,  a  bad 
eater,  with  constipation,  sometimes  of  nearly  a  week's  duration. 
She  had  been  under  treatment  for  a  considerable  time  witb  tonics 
and  purgatives,  till  finally  it  was  considered  a  case  of  nerves 
and  both  she  and  her  parents  were  disheartened.  Nothing  seemed 
to  do  her  any  good.  If  she  felt  well  for  a  little  while  she  was 
bright,  cheerful,  and  always  working  about.  But  these  intervals 
were  inconstant  and  short.  The  family  were  all  willing  and 
anxious  to  have  anything  done  that  might  make  her  better.  T 
cannot  say  that  I  was  very  hopeful  of  results  from  any  treatment, 
for  I  was  undoubtedly  considerably  in  the  dark,  as  there  was  no- 
thing very  definite  organically  to  go  upon.  There  was  certainly 
the  distension  of  the  abdomen,  but  that  was  clearly  only  a  symp- 
tom of  some  other  disease;  there  was  also  the  dysmenorrhea!  pain. 
but  that  was  not  particularly  excessive ;  and  the  diagnosis  of 
ovarian  and  tubal  disease  was  made  from  the  symptom  as  a 
tentative  or  possible  condition.  She  was  a  virgin,  and  an  exami- 
nation under  chloroform  in  that  condition  is  deceptive  unless 
there  is  gross  organic  disease  of  the  appendages. 

In  any  case  she  was  an  exemplary  patient  while  in  the 
Home,  had  few  attacks  of  pain,  and  made  few  complaints.  Of 
course  she  was  resting  all  the  time,  which  was  very  much  in  her 
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favor.  When  she  was  dismissed  on  March  12  she  was  much 
better,  and  I,  as  well  as  her  parents,  had  good  hope  that  the 
improvement  would  continue.  It  did  so  for  a  few  months. 
Then  she  became  worse  than  ever,  and  more  than  ever  all 
those  abont  her,  with  the  steadfast  exception  of  her  father 
and  mother,  declared  that  she  was  putting-  it  on  and  could  help 
it  if  she  liked. 

Perhaps  I,  too,  had  a  kind  of  half-idea  that  there  was  an 
element  of  voluntary  deception  in  the  matter,  but  I  did  not 
say  so.  I  am  saying  so  now  because  I  am  so  sure  now  that  I 
was  absolutely  wrong,  that  the  apparently  voluntary  part  of  it 
was  the  involuntary  automatic  connection  between  her  physiologi- 
cal and  psychological  condition,  and  that  there  was  no  more  a 
separate  voluntary  action  on  her  part  than  there  is  on  the  part 
of  the  governor  on  an  engine  when  the  safety  valve  is  pressed 
open  by  excess  of  steam. 

She  was  readmitted  on  May  12.  1891,  and  dismissed  on 
the  23d  of  the  same  month.  She  was  under  observation  only 
during  that  period,  and,  although  her  record  of  residence  was 
again  favorable,  I  made  up  my  mind  to  advise  a  major  operation 
if  she  again  relapsed.  I  said  that  I  believed  that  there  was  a 
deep-seated  organic  disease  at  the  bottom  of  all  her  symptoms; 
that,  as  she  was  now  suffering  from  distinct  ovarian  pains  and 
abdominal  tenderness,  the  most  effectual  method  of  dealing  with 
them  would  be  by  means  of  an  abdominal  section,  and  then 
acting  according  to  whatever  internal  conditions  might  lie 
found. 

She  was  then  dismissed.  It  was  not  long  till  she  was  worse 
than  ever,  and  she  was  readmitted  on  November  15,  1891,  for 
the  purpose  of  major  operation,  which  was  performed.  I  was 
very  anxious  not  to  sterilize  the  patient,  if  it  could  be  avoided, 
and  examined  both  ovaries  and  tubes  carefully.  Both  sides 
were  affected.  The  ovaries  were  cystic  and  the  tubes  were  in- 
flamed and  thickened;  the  fimbria?  were  edematous.  It  was 
difficult  to  choose  between  them,  if  one  set  only  was  to  be 
removed.  I  then  discovered  that  the  appendix  vermiformis  was 
enlarged,  apparently  under  an  acute  attack  of  appendicitis,  but 
was  quite  loose.  That  decided  me.  I  removed  the  appendix, 
and  the  ovary  and  the  tube  on  that  side,  and  punctured  all  the 
cysts  I  could  find  in  the  left  ovary.  She  made  a  very  easy  re- 
covery and  was  better.  She  went  home  and  at  first  everything 
seemed  to  be  going  on  well.    Menstruation  had  continued  at  first 
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without  pains,  and  if  she  had  then  passed  totally  from  my  sight 
I  would  have  been  hugging  the  delusion  that  she  had  been  cured. 

An  it  was.  I  learned  subsequently  that  she  had  relapsed,  at 
first  slowly,  then  more  rapidly,  till  she  became  as  bad  as.  or 
worse  than.  ever,  and  ultimately  died,  after  no  long  interval, 
under  the  care  of  the  doctor  at  home. 

Having  pondered  much  over  this  case,  I  am  sure  that  I  did 
too  little,  and  that  it  is  quite  possible  that  had  I  done  more  the 
ultimate  issue  would  have  been  different.  And  what  I  argue 
from  is  this:  The  uterus  itself  partook  of  the  general  congestion, 
but  it  had  also  the  special  rigidity  to  which  I  have  referred  so 
frequently:  and  while  an  ordinary  metritis  may  naturally  be 
considered  to  subside  under  a  simple  blood-lettiim  process,  this 
kind  of  condition,  dependent,  as  I  think  it  is.  on  immediate  or 
remote  nerve  irritation,  can  only  be  dealt  with  in  a  manner  that 
radically  deals  with  the  nerves.  Hence  I  think  I  ought  certainly 
to  have  removed  both  uterine  appendages  completely,  not  spar- 
ing the  cornua  of  the  uterus. 

198.  Miss  B.,  Glasgow,  aged  Ml:  admitted  May  14.  dismissed 
June  5.  180-1.  This  girl,  unmarried  and  a  virgin,  kept  house 
for  her  father  and  brother.  An  invalid  a  long  time,  still  had  to 
work,  as  there  was  no  other  person  in  the  house  to  help.  She  had 
been  under  medical  treatment  for  several  years,  but  became 
gradually  worse.  She  complained  of  pain  in  both  sides,  mostly 
in  the  left,  and  the  back  far  down  over  the  sacrum.  She  suffered 
very  much  from  dysmenorrhea  for  one  day. 

Examination  by  vagina  and  rectum  revealed  a  thickened  and 
hard  uterus  retroposed,  without  any  flexion:  firm  pressure  on 
it  caused  the  usual  pains. 

In  this  ease  I  had  no  hesitation  in  doing  the  complete  opera- 
tion, and  the  result  was  immediately  beneficial.  It  has  remained 
so.  She  does  all  her  work,  is  never  ill.  and  takes  an  active 
interest  in  all  the  affairs  of  life.  She  called  on  me  last  June; 
was  never  better  in  all  her  life.  She  has  no  nervous  symptoms, 
does  not  cry  or  get  morbid.     She  is  happy. 

218.  Mi-^s  C.  Ayrshire,  aged  29:  admitted  January  8,  dis- 
missed January  18.  1895  went  to  sister's  house).  Had  not 
been  very  happy  at  home  for  a  long  time,  domestic  arrangements 
with  stepfather  not  making  things  any  better.  Found  she  Avas 
not  able  to  work,  however  much  she  tried.  Had  backache  and 
headache  and  spineache.  and  anomalies  of  sight  and  hearing. 
She  was  regarded  as  pretty  much  of  a   nuisance  at  home  and 


XAIRNE:    SO-CALLED    NEURASTHENIA    AND    HYSTERIA.  465 

"united  to  make  her  own  way  in  the  world."  All  this  she  felt 
very  much  and  was  becoming  gradually  and  absolutely  quite 
unstrung;  could  not  settle  her  mind  to  any  kind  of  work  and 
was  developing  a  most  alarming  state  of  hysteria. 

Examination  revealed  a  small,  hard  tumor  of  the  uterus,  which 
discovery  fortified  my  proposal  to  do  a  major  operation. 

Abdominal  section  was  performed  and  I  found  it  fairly  easy 
to  shell  out  two  subperitoneal  uterine  fibroids.  Under  ordinary 
circumstances  I  might  have  been  induced  to  do  no  more.  But 
1  am  sure  every  operating  surgeon  lias  had  many  cases  where 
the  presence  of  uterine  fibroids  had  not  the  slightest  apparent 
effect  on  the  health  or  spirits  of  the  patient.  In  fact,  she  did  not 
know  they  were  there.  I  have  at  the  present  moment  dozens  of 
cases  going  about  and  coming  to  no  harm.  But  in  this  case  I  had 
a  special  condition  to  consider,  and.  more  than  all,  I  had  a  spasm 
and  fixity  of  the  uterus  before  me  which  I  could  not  attribute  to 
the  presence  of  these  fibroids.  Therefore  I  determined  to  take 
no  risks,  and  removed  the  appendages  on  both  sides  as  completely 
as  I  could. 

I  feel  satisfied  with  what  I  did.  She  did  not  make  an  easy 
recovery— her  record  runs  over  weeks  and  wTeeks;  but  when 
she  did  get  well  she  was  fit  for  duty.  She  was  a  well-educated 
girl  and  is  now  in  a  position  where  ability  and  hard  work  are 
both  necessary,  and  she  is  practically  never  off  duty. 

231.  Mrs.  D..  India,  aged  33 ;  admitted  March  27,  dismissed 
April  17.  1895.  This  patient  was  married  four  years;  had  no 
children;  well  educated,  far-travelled.  She  had  never  felt  well 
since  her  marriage,  although  neither  she  nor  her  husband 
attributed  her  ill  health  to  her  marriage.  She  was  strongly 
marked  with  smallpox,  but  notwithstanding  had  a  considerable 
share  of  good  looks,  of  which  she  was  not  unaware;  and  perhaps 
there  may  have  been  an  idea  in  some  minds  that  part  of  her 
trouble  consisted  in  realizing  she  might  have  been  still  better- 
looking  if  she  had  not  been  marked  with  the  smallpox.  Be  this 
as  it  may.  she  was  of  variable  temperament — now  up,  now  down  ; 
happy  and  miserable  and  morbid  by  turns.  Indefinite  pains 
troubled  her — pains  that  she  could  by  no  means  locate;  and  other 
physical  pains  and  aches  troubled  her  definitely  enough  in  the 
usual  sites  of  loins,  flanks,  back,  spine,  and  head.  She  suffered 
from  dysmenorrhea,  and  the  menstrual  flow  was  clotted,  dark, 
and  tarry,  with  sometimes  an  odor. 

Her  husband  was  an  educated  gentleman  who  dabbled  in 
30 
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hypnotism,  braidisru,  and  spiritualism.  Both  he  and  she  told  me 
that  he  had  frequently  put  her  into  the  mesmeric  sleep,  and 
especially  when  she  was  very  ill  he  had  sent  her  off  into  this 
sleep  and  given  her  rest  when  nothing  else  did  her  any  good. 
They  were  both  anxious  that  something  radical  should  be  done, 
if  there  was  a  prospect  of  definitely  and  permanently  curing  her. 

I  examined  her ;  found  the  pelvic  conditions  sufficient  to  justify 
me  in  saying  that  I  believed  a  laparatomy.  with  liberty  to  remove 
the  appendages  if  I  thought  it  necessary,  would  probably  result 
in  a  permanent  cure.  Both  parties  said  they  had  had  such  an 
idea  in  their  minds  and  were  prepared  to  abide  by  my  decision 
The  gentleman  suggested  that,  instead  of  the  ordinary  anesthetic, 
he  should  put  his  wife  into  the  mesmeric  sleep.  I  consented  with 
alacrity ;  but  I  am  sorry  to  add  that  the  lady  was  never  put  to 
sleep.  His  power  had  gone,  and,  try  again  and  again  as  he 
might,  nothing  came  of  it.  The  lady  remained  wide  awake. 
Nevertheless  the  operation  was  still  determined  on,  and  we  over- 
came the  difficulty  with  the  usual  anesthetic. 

At  the  operation  I  found  the  left  ovary  grossly  affected  with 
cystic  disease,  and  the  right  not  visibly  so.  The  uterus  was  rigid, 
but  not  very  markedly.  Under  these  circumstances  I  gave  her 
the  benefit  of  the  doubt  and  removed  only  the  left  appendages. 
She  made  an  easy  recovery  and  was  well  when  she  left  the  Home. 
So  long  as  she  remained  in  Scotland  she  was  well,  but  when, 
in  the  course  of  a  few  months,  she  had  to  leave  for  India  my 
repentance  began.  It  was,  I  am  sure,  misjudged  mercy — a 
fallacious  conservatism ;  for  she  slowly  relapsed  into  her  former 
condition,  and  I  heard  from  her  last  year  as  desirous  to  return 
and  have  a  complete  removal  of  the  other  appendage.  I  believe 
she  is  right,  and  I  believe  also  that,  granting  she  recovers  from 
the  operation,  she  will  be  quite  rid  of  all  her  troubles  thereafter. 
I  do  not  reckon  this  case  as  a  success,  but  as  one  that  has  many 
plain  lessons  on  its  face. 

300.  Miss  E.,  Greenock,  aged  27;  unmarried;  admitted  Febru- 
ary 6,  dismissed  February  26,  1897.  Had  been  under  treatment 
for  a  long  time  with  no  benefit.  Was  generally  considered  a 
nervous  subject,  quite  hysterical.  Complained  of  strange  pains 
in  her  side,  her  body  generally,  her  bowels  and  stomach;  felt 
generally  ill,  and  especially  at  menstrual  periods  had  strange 
stomachic  and  abdominal  disturbances.  Was  rendered  quite 
unfit  for  housework;  day  after  day  she  could  hardly  be  induced 
to  exert  herself  in  the  slightest  degree.     I  examined  her  and 
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satisfied  myself  that  without  doubt  there  was  distinctly  marked 
disease  of  the  appendages.  Her  parents  were  extremely  anxious 
that  something  should  be  done  for  her.  as  so  far  everything  had 
failed.  I  did  the  operation  and  found  distinctly  marked  si^ns 
of  ovarian  and  tubal  disease,  but  not  sueh  as  I  would  recognize 
as  sufficient  to  account  for  all  the  symptoms.  In  addition  I 
found  a  rigid  and  hard  uterus.  I  made  the  operation  complete. 
From  that,  day  to  this  there  has  been  perfect  health.  She  has 
returned  to  her  work  and  has  no  complaint.  I  sawT  her  at  the 
end  of  last  year,  and  after  the  lapse  of  such  a  time  I  would 
regard  the  cure  as  permanent. 

301.  Miss  F.,  Glasgow,  aged  34;  admitted  January  10.  dis- 
missed February  4,  1897.  Unmarried ;  works  in  a  mill ;  lives  at 
home  with  her  mother,  whom  she  keeps.  Has  been  complaining 
for  years,  and  has  had  much  advice  from  many  physicians ;  feels 
as  if  she  would  go  mad.  Suffers  from  dysmenorrhea  and  many 
nervous  pains  everywhere.  Appetite  bad,  bowels  constipated. 
When  she  feels  well,  is  very  happy  and  takes  an  interest  in  church 
affairs  and  Sunday-school;  when  she  feels  ill.  is  full  of  despair. 
Vaginal  examination  confirmed  my  preconceived  notion  that  it 
was  a  suitable  case  for  abdominal  section.  The  complete  opera- 
tion was  done.     From  that  day  to  this  she  has  remained  well. 

342.  Mrs.  G.,  Kilmarnock,  aged  33;  admitted  November  29, 
dismissed  December  13,  1897 ;  readmitted  February  15,  dismissed 
April  2,  1898.  This  patient  was  under  observation  for  a  Long 
time  before  she  finally  had  abdominal  section  performed.  I 
considered  it  a  typical  case  and  was  very  much  disappointed 
with  the  result.  She  had,  however,  been  ill  for  years— as,  indeed, 
most  of  these  cases  are — and  there  were  other  complications  which 
may  have  assisted  in  delaying  the  benefit.  For  one  thing,  she 
had  persistent  cystitis,  from  which  she  obtained  no  relief  at  all 
till  I  did  a  cystotomy  (vaginal)  and  left  the  wound  open. 

She  was  a  very  voluminous  correspondent,  and  the  following- 
letter  very  fairly  represents  her  condition  : 

April  22,  1898. 

Dear  Sir: — I  would  have  written  sooner,  as  promised,  but 
waited  to  feel  if  the  pain  would  not  get  less  with  the  change 
home.  I  am  sorry  it  has  not.  I  am  constantly  passing  urine 
which  is  thick  and'bad-colored  and  never  more  than  half  a  cupful 
at  a  time.  When  passing,  and  after,  the  pain  is  very  severe; 
indeed,  it  is  quite  as  distressing  as  the  day  after  the  operation. 
Nor  is  the  pain  in  my  left  side  better  either.    I  am  rather  afraid 
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it  lias  started  the  old  trouble  again.  At  least  it  feels  the  same. 
I  am  nearly  constantly  in  bed,  only  getting  up  for  half  an  hour 
at  a  time.  Might  I  venture  to  hope  you  will  write  me.  if  but 
to  cheer  me  up.  for  I  am  sadly  disappointed  the  operation  was 
not  successful. 

353.  Mrs.  H.,  Paisley,  aged  27:  March  3,  1898;  married  six 
years:  children,  three,  one  alive,  the  other  two  premature.  Never 
well  since  last  child  was  born,  two  years  ago.  Complains  of 
swelling  on  right  side  which  goes  away  after  diarrhea:  nervous, 
irritable,  unable  to  work:  has  seen  many  doctors,  and  got  a 
pessary,  for  which  she  paid  five  pounds,  from  a  travelling  woman 
doctor  from  America,  whose  escape  from  justice  was  generally 
due  to  the  celerity  of  her  movements.  She  was  much  the  worse 
for  this  treatment. 

Considered  to  be  a  case  of  ovarian  disease  with  appendicitis. 
Both  a  median  and  a  lateral  incision  were  necessary.  The 
appendix  vermiformis  was  removed.  The  uterus,  which  was 
adherent  to  the  floor  of  the  pelvis  and  retro  verted,  was  liberated. 
Neither  tube  nor  ovary  was  removed.  The  abdomen  was  flushed 
out.  She  made  a  fair  recovery.  All  the  bowel  symptoms  were 
relieved,  but  not  the  general  nerve  condition.  Again  I  believe 
it  was  a  mistake  not  to  have  removed  completely  both  uterine 
appendages. 

403.  Mrs.  K.,  India,  aged  -40';  admitted  May  27.  dismissed 
July  28.  1899.  Chief  complaint,  pain;  this  begins  at  sacrum 
on  left  side,  comes  around  to  left  iliac  region  and  extends 
down  thigh;  and  similarly  on  right  side.  Also  during  first  and 
second  days  of  period  pain  is  severe  all  round. 

In  1891  the  patient  was  treated  for  ulceration  of  the  womb, 
and  since  then  she  has  complained  more  or  less.  Last  March 
(1898)  she  was  seized  with  dull  aching  pain  in  the  pelvis,  which 
continued  and  is  present  now.  She  has  been  treated  in  India 
medically  for  many  years.  She  has  had  five  children.  Labors 
were  tedious,  but  she  was  never  given  chloroform.  On  vaginal 
examination  there  is  found  fibroid  degeneration  of  the  cervix: 
the  uterus  is  acutely  retroflexed,  movable,  and  firm.  Sound 
passes  three  and  three-quarter  inches.  There  is  a  fibroid  on  the 
posterior  wall.  When'  the  uterus  is  replaced  it  falls  back  at  once. 
There  is  a  ruptured  perineum. 

The  uterine  appendages  were  removed  completely,  running 
well  into  the  eornua  :  the  fibroid  was  not  interfered  with;  the 
perineum  was  repaired.     She  made  a  tedious  recovery,  hut  the 
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ultimate  result  has  been  all  that  could  be  desired.  She  is  herself 
again,  fit  for  work,  happy  and  full  of  energy — no  more  talk  of 
the  burden  and  misery  of  life. 

409.  Miss  L.,  Dumfries,  virgin,  aged  26;  admitted  July  18, 
1899.  Has  suffered  since  March.  1897,  with  pain  over  uterus  aud 
left  ovary. 

Menstruation  regular  until  last  two  times,  when  it  became  very 
scanty  and  lasted  two  days.  Used  to  be  ill  about  a  fortnight. 
Menstruation  began  when  she  was  about  11  years  of  age ;  the  flow 
occurred  probably  three  times  and  then  disappeared  till  her 
eighteenth  year.  Dysmenorrhea  had  always  been  bad  and  she 
had  to  go  to  bed.  Bowels  were  constipated  and  bladder  more 
troublesome  than  formerly.  Said  she  did  not  feel  nervous  at  all. 
In  appearance  was  fresh,  fair,  bright,  vivacious  when  well,  but 
with  a  hurried,  anxious,  and  quick  look  of  a  purely  neurasthenic 
type. 

Rectal  and  vagina]  examinations:  Ovaries  and  tubes  distinctly 
in  spasm;  the  uterus  is  distinctly  enlarged  and  in  rigid  spasm. 
Operation  July  20,  dismissed  August  19. 

The  relief  was  immediate  and  permanent.  In  November  her 
only  complaint  was  the  discomfort  of  wearing  an  abdominal  belt. 

425.  Mrs.  M.,  Berwick,  aged  45:  admitted  October  16,  dis- 
missed November  16,  1899.  Whatever  shadow  of  a  doubt  I  had 
had  with  regard  to  the  diagnosis  of  neurasthenia  and  hysteria 
in  association  with  the  uterine  condition  was  dissipated  by  my 
study  and  treatment  of  this  case. 

Mrs.  M.  had  been  under  treatment  for  a  long  time  by  a  most 
intelligent  and  well-educated  practitioner.  She  herself  was  a 
woman  of  outstanding  simplicity  of  character,  full  of  sense  as 
well  as  sensibility.  None  of  us  were  in  any  special  hurry  to 
anticipate  trouble,  and  so  long  as  we  could  keep  her  going  on 
reasonably  we  did  not  consider  it  was  wise  to  perform  or  even 
suggest  an  operation.  By  and  by,  however,  the  condition  became 
unbearable  and  her  distress  increased  every  day.  She  suffered 
constantly  from  pains  and  aches,  fears  by  day  and  terrors  by 
night,  only  now  and  again  snatching  an  easy  hour  of  peace  of 
mind  and  body  when  her  pains  ceased.  At  last  an  operation  was 
suggested,  and  on  June  29,  1899.  she  writes:  "You  don't  know 
how  an  operation  haunts  me  and  consequently  unnerves  me.  For 
the  last  two  days  I  have  had  constantly  that  horrid  dull  pain  in 
my  left  side— not  the  bowel,  you  know.  My  headache  is  gone. 
I  am  sleeping  well  at  night  and  don't  feel  so  tired  through  the 
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day  because  I  am  taking  more  rest."  The  operation  was  done 
and  the  conditions  were  found  exactly  as  I  had  anticipated. 
The  ovaries  and  tubes  were  distinctly  inflamed  and  cystic,  but 
not  more  so  than  one  might  reasonably  expect  in  a  long-standing 
case  of  pelvic  disease,  and  certainly  not  beyond  what  one  would 
expect  to  yield  to  ordinary  medical  treatment.  But  the  uterus 
itself,  enlarged  with  fibroid  degeneration,  stood  erect  in  the 
pelvis  and  was  the  prominent  sign  immediately  on  opening  the 
abdomen. 

She  was  upset  and  hysterical  for  several  days  after  the 
operation,  but  soon  settled  down.  Her  recovery  was  uninter- 
rupted and  has  remained  permanent.  From  being  a  wasted  and 
anxious  creature  she  wrote  on  March  11,  1900  :  "I  am  getting  fine 
and  well,  rosy,  plump  cheeks.  I  weigh  nearly  nine  stones.  You 
would  not  recognize  me  as  the  fretful  lady  you  had  in  St.  Mar- 
garet's Home." 

426.  Mrs.  N.,  Glasgow,  aged  32 ;  married  eight  years ;  one  child; 
admitted  November  2,  abdominal  section  November  4,  dismissed 
November  25,  1899.  This  patient's  medical  record  under  my  own 
observation  in  consultations  with  her  ordinary  medical  attendant 
began  in  1896.  It  was  a  continuous  history  of  ill  health.  Day  in 
and  day  out  she  was  never  well.  She  was  not  of  a  complaining- 
disposition  ;  rather  inclined  to  be  cheerful  and  happy  whenever 
her  pains  and  aches  would  let  her.  As  is  usually  the  case  in  such 
troubles,  the  localizing  of  the  pains  is  always,  or  nearly  always, 
a  difficulty,  so  that  when  friends,  instead  of  getting  a  categori- 
cally plain  answer  to  the  question  as  to  where  the  pain  is,  only 
get  a  general  and  indefinite  statement,  as  here,  there,  and  every- 
where, no  wonder  a  certain  degree  of  scepticism  is  aroused. 
Medical  resources,  and  perhaps  patience,  were  exhausted  and 
ultimately  I  advised  removal  of  one  or  both  appendages.  I  did 
this  as  the  result  of  repeated  and  careful  vaginal  examinations. 
I  became  convinced  that  there  was  undue  rigidity  of  the  uterus, 
and  that,  although  the  ovaries  and  tubes  were  not  apparently 
grossly  diseased,  there  was  a  deep-seated  nerve  condition  that 
would  probably  yield  only  to  section. 

At  the  operation  the.  uterus  was  visibly  and  tangibly  enlarged 
and  hard,  but  the  left  ovary  was  so  distinctly  cystic  and  the  tube 
of  the  same  side  so  thickened  and  contorted,  while  those  of  the 
right  side  were  almost  normal,  that  I  determined  to  save  the 
latter.  I  did  so.  This  is  usually  a  mistake.  I  must  repeat 
again,  and  the  ultimate  result  of  the  ease  serves  to  emphasize 
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my  opinion.  She  is  vastly  better,  has  been  very  much  better 
from  the  time  of  the  operation ;  but  she  became  pregnant  and 
was  delivered  of  a  rather  puny  child  which  survived  only  a  few 
months.  She  recovered  from  her  confinement  quite  well  and 
remains  well  now,  but  I  think  it  was  a  mistake  to  let  her  have 
all  the  risks  of  childbearing  after  such  a  plain  demonstration 
of  her  uterine  condition. 

445.  Mrs.  0..  Middlesborough,  aged  36 ;  married  sixteen  years ; 
three  children.  Menstruation  regular,  but  with  great  pain ;  dark, 
tarry,  sticky  discharge.  Pains  left  side,  back,  legs,  ankles.  Very 
nervous,  and  getting  worse  month  by  month.  Admitted  August 
1,  operation  August  3,  dismissed  August  27,  1900. 

Both  ovaries  were  removed  and  the  tubes  also,  cutting  as 
deeply  into  the  uterus  as  possible. 

Her  history  was  as  the  others  in  ordinary,  and  at  the  operation 
the  pelvic  condition  was  completely  confirmatory  of  the  fore- 
going descriptions.  She  ultimately  did  well  and  is  now  in  good 
condition.  I  insert  the  following  letter,  received  at  an  early  date 
from  her  husband,  which  contains  several  extremely  important 
observations : 

Middlesborough,  October  24,  1900. 

Dear  Sir  : — I  am  sorry  that  I  have  to  inform  you  that  my  wife 
is  not  getting  on  as  well  as  she  would  like  since  she  came  home ; 
the  reason  why,  she  cannot  understand,  because  she  has  given 
herself  every  attention  and  complete  rest.  She  complains  very 
much  of  a  pain  in  her  back,  and  menstruation  has  come  as 
usual.  This  last  two  days  it  has  been  alarming,  in  fact  the 
worst  she  has  ever  been,  and  cannot  stir  out  of  bed.  I  got  so 
afraid  that  I  w7as  for  calling  in  a  doctor ;  but  she  thought  it  best 
to  hear  what  you  said  first,  if  it  wras  necessary  to  do  so.  Now, 
doctor,  will  you  kindly  tell  me  if  that  should  be,  because  she  was 
given  to  understand  that  she  would  not  be  troubled  with 
menstruation  again.  She  also  has  an  irritable  pain  on  the  left 
of  the  wound.  Will  you  kindly  write  by  return  and  let  us  knovt 
what  to  do,  as  she  is  very  bad. 

446.  Mrs.  P.,  Stranraer,  aged  30 ;  married  eleven  years ;  four 
children.  Menstruation  too  frequent.  Pain  on  left  side  very 
severe.  Doctors  said  she  had  rheumatism  very  badly.  Suffers 
from  palpitation  of  the  heart,  but  no  organic  disease  discover- 
able. 

Vaginal  examination:  Metritis,  ovaritis,  salpingitis;  uterus. 
•  varies,  and  tubes  all  easily  palpated,  enlarged,  and  tender. 
Fibroid  and  rigid  condition  of  uterus. 
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Breathless,  anxious,  nervous,  hysterical. 

Operation,  removal  of  both  tubes  and  ovaries  as  completely 
as  possible.  August  10.  dismissed  September  11.  1900. 

I  was  almost  afraid  to  attempt  this  case.  I  had  more  than 
one  hundred  letters,  telegrams,  and  communications  about  it 
from  first  to  last,  and  the  best  way  would  be  to  let  some  of  them 
speak  for  themselves.  It  was  a  typical  combined  neurasthenic 
and  hysterical  case  clinically,  and  I  had  to  box  the  compass 
twenty  times  as  to  the  disease  in  nomenclature,  diagnosis,  treat- 
ment, and  result.  I  could  not  improve  on  the  patient's  own 
description  of  her  case  before  operation. 

Stranraer.  Monday  Evening. 

Dear  Dr.  Nairne: — My  husband  informed  me  on  his  return 
from  Glasgow  that  you  intended  writing  me,  and  indeed  I  shall 
be  delighted  to  hear  from  you  when  you  can  spare  time. 

Meantime  I  should  like  you  to  know  my  symptoms,  and  per- 
haps, dear  Mr.  Nairne.  you  will  explain  them  a  little  to  me.  To 
begin  with.  I  am  suffering  a  deal  of  pain,  sometimes  in  my  body 
and  then  in  my  limbs.  When  in  my  body  it  is  of  quite  a  differ- 
ent character  to  the  limbs.  It  is  a  burning,  tingling  pain,  very 
disagreeable,  but  not  nearly  so  acute  as  in  the  hips,  leg,  or  ankles. 
Would  you  kindly  say  if  it  is  muscular  rheumatism  or  neuralgia, 
and  is  it  due  to  weakness  or  have  I  caught  cold  ?  Then  I  have 
very  heavy  sweats  and  also  shivers.  I  have  not  been  out  for 
some  time,  as  even  when  the  weather  is  good  I  find  it  so  difficult 
to  keep  myself  warm,  and  my  limbs  seem  so  weak  and  so  sore 
that  they  will  scarcely  carry  me. 

Dr.  M.  proposed  to  give  me  sweating  powders  to  try  and  carry 
the  pain  away,  hut  as  yet  1  have  not  made  up  my  mind,  as  I  do 
not  feel  quite  sure  of  that  being  correct.  I  am  so  weak  already, 
and  if  these  pains  arise  from  bodily  weakness  there  is  nothing  to 
be  gained  by  sweating  me  any  more  than  can  be  helped.  My 
head  is  fearful  sometimes,  hut  I  could  stand  that  if  I  could  only 
feel  myself  getting  free  of  the  bodily  pain.  Would  you  please 
let  me  know  what  I  should  do  ?  If  there  is  nothing  but  rest  for 
these  pains,  I  am  quite  agreeable  to  lie-,  but  I  would  feel  relieved 
if  I  only  knew  what  was  best  to  do.  I  have  been  taking  salicy- 
late of  soda  powders,  not  very  many  as  yet,  but  I  do  not  feel 
benefited.  I  feel  sorry  for  troubling  you.  hut  trust  yon  will  ex- 
cuse me.  as  I  am  very  lonely  here  without  a  mother  or  sister  or 
any  one  to  speak  to,  and  it  is  dull  ailing  day  after  day  like  this. 
I  pray  for  patience  and. feel  sure  it  will  be  granted  me.  but  still 
T  would  like  to  know  what  is  best  so  that  I  might  do  it.  Await- 
ing your  kind  reply,  I  wish  so  much  I  was  nearer  you,  so  that  I 
might  consult  you  when  I  feel  so  ill.     It  is  so  awkward  here. 

One  cannot  help  saying,  ''Poor  creature  !"  and  wondering  how 
much  of  this  description  is  pictorial  and  how  much  real.     Then 
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comes  a  letter  on  the  following  September  15,  four  days  after 
returning  home : 

Dear  Dr.  Nairne: — I  have  delayed  writing  you  each  day  since 
my  return,  in  the  hope  that  I  would  feel  better.  I  have  kept  my 
bed  to-day  until  just  now.  5  o'clock,  and  feel  a  little  better  from 
the  long  rest.  I  have  had  a  deal  of  pain  from  left  and  right  side 
where  ovaries  were  removed,  also  a  severe  pain  all  up  left  side 
as  far  as  shoulder  blade.  There  is  also  a  deal  of  yellowish  dis- 
charge  from  passage.  Indeed,  dear  Dr.  Nairne.  I  never,  never 
expected  such  bad  effects,  else  I  would  never  have  faced  oper- 
ation. I  had  poor  health  before,  but  nothing  compared  with  this. 
I  am  mentally  and  physically  wretched  and  I  am  at  a  loss  what 
to  do  with  myself. 

The  only  other  letter  I  take  the  liberty  of  transcribing  is  a 

fortnight  after  the  last : 

October  29,  1900. 

Dear  Dr.  Nairne  : — I  trust  you  will  not  think  me  troublesome, 
but  your  last  letter  and  advice  proved  helpful  to  me.  so  that  I 
cannot  resist  the  temptation  to  ask  still  further.  I  have  been 
keeping  a  little  better  since  then.  but.  0  dear !  far  from  feeling 
happy  about  my  condition.  I  am  resting  nearly  all  day,  and 
still  with  the  slightest  exertion  the  burning  pain  in  the  left  side 
is  very  bad.  Now  tell  me.  dear  Dr.  Nairne,  should  I  confine  my- 
self entirely  to  bed,  or  is  that  sort  of  pain  to  be  expected?  I 
would  not  get  so  worried  about  it  if  I  knew  it  was  just  what 
should  be  and  would  pass  away.  I  have  used  the  douche  and 
sanitas,  and  the  discharge  is  much  improved.  I  think  it  was 
caused  by  the  pessary  being  misplaced.  Indeed,  I  did  not 
know  it  was  in:  perhaps  you  forgot  to  tell  me.  Dr.  M.  has  taken 
it  out.  and  I  miss  it  very  much,  but  you.  too,  may  think  it  better 
to  do  without  it.  I  am  trying  to  wear  my  corsets,  but  the  skin 
irritation  worries  me  very  much.  I  wear  them  very  loosely  at 
present.  Will  I  ever,  dear  Dr.  Nairne.  be  able  to  wear  them 
firmly?  Now  do  not  laugh,  please,  at  me  being  worried  about 
the  wearing  of  my  corsets.  Yon  know  I  am  not  an  old  woman 
yet  and  would  still  like  to  look  smart.  By  the  bye.  doctor,  would 
you  approve  of  me  taking  tepid  salt  water  baths?  I  was  think- 
ing they  might  help  to  strengthen  me  a  little. 

These  three  communications  throw  more  light  on  a  case  of 
this  kind  than  a  whole  volume  of  impersonal  observations.  Here 
is  practical  experience,  sad,  controlling,  and  deeply  disappoint- 
ing. Had  the  case  ended  here  one  would  have  been  driven  to 
different  conclusions.  One  might  have  been  that  the  diagnosis 
was  wrong  and  that  it  was  a  case  of  actual  central  (cerebral) 
disease;  an  absolute  want  of  mental  balance  which  an  operation 
of  this  kind  might  only  aggravate.  On  the  other  hand,  the  cases 
where  mental  balance  has  been  restored  by  complete  oophorec- 
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tomy,  although  not  numerous,  are  sufficient  to  show  that  the 
diagnosis  might  have  been  correct  in  spite  of  the  apparent 
untoward  result.  About  one  thing  there  is  no  question,  that 
the  balance  was  very  waveringly  hung  between  sanity  and 
insanity.  Both  follow.  In  this  case,  fortunately,  I  can  wind 
up  with  a  comforting  report.  After  the  lapse  of  another  year, 
at  Christmas,  things  have  put  on  a  new  aspect  and  mind  and 
body  are  declared  both  well.  Thus  in  our  practice,  medical  and 
surgical,  we  have  to  deal  with  an  unstable  system,  a  mental 
balance,  that  automatically  is  being  continually  readjusted.  If 
we  succeed,  especially  in  those  apparently  violent  although  often 
necessary  surgical  methods,  we  get  praised  frequently  far  beyond 
our  deserts ;  and  if  we  fail,  broad  indeed  require  our  shoulders 
to  be  to  endure  the  weight  of  recrimination  that  is  so  unjustly, 
needlessly,  and,  as  a  rule,  thoughtlessly  thrown  on  us. 

I  do  not  think  any  one  will  imagine  that  the  practice  of 
surgery,  especially  in  this  branch,  is  an  unadulterated  joy. 
Disappointments  meet  one  on  every  hand,  and  it  is  only  the 
faith  that  one  has  in  the  honesty  and  single-hearted  purpose  of 
his  endeavors  to  do  good  that  can  enable  him  to  endure  the 
burden.  I  have  put  down  plainly,  as  far  as  possible,  the 
patients'  own  words  and  descriptions  of  their  troubles,  very 
frequently  distressingly  pictorial  and  not  always  flattering,  but, 
taking  them  all  in  all,  satisfactory  and  encouraging,  and  indicat- 
ing pretty  certainly  that,  with  a  few  discomforts  and  dangers, 
a  large  measure  of  success  may  be  predicted  and  gained  in  this 
direction. 


AN  OPERATION  FOR  STRICTURE  OF  THE  RECTUM  IN  WOMEN. 

PRELIMINARY  REPORT  OF  A  CASE.1 


THOMAS  J.   WATKINS.   M.D.. 

Professor  of  Clinical   Gynecology,   Northwestern  University  Medical   School,    etc. 

Chicago. 


(With   seven    illustrations.) 


As  the  operation  was  devised  after  failure  to  give  relief  in  a 
case  of  stricture  of  the  rectum  by  the  use  of  the  procedures  which 
are  usually  recommended,  I  will  first  report  the  case. 

'Read  before  the  Chicago  Gynecological  Society,  June  25,  1902. 
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Mrs.  B.,  aged  33  years.  Consulted  me  in  February,  1899,  for 
rectal  symptoms  which  on  examination  proved  to  be  due  to  a 
stricture  of  the  rectum.  She  gave  a  history  of  syphilis,  and 
when  first  seen  she  was  suffering  from  alopecia,  and  examination 
revealed  some  enlarged  lymphatic  glands.  The  stricture  was  an 
annular  one  of  the  lower  part  of  the  rectum.  The  calibre  of  the 
rectum  at  that  point  was  about  that  of  a  Xo.  22  sound  (American 
scale).  She  was  sent  to  Provident  Hospital,  and  a  few  days 
later  I  attempted  a  resection  of  the  strictured  portion  through 
an  incision  in  the  posterior  vaginal  wall  according  to  a  plan 
presented  to  this  Society  some  years  ago  by  Dr.  L.  L.  MacArthur. 


Fig.  1. 


Pig. 


Fig.  3. 


Pig.  1. — Transverse  section  of  vagina  and  rectuni  through  the  stricture.  (Dia- 
grammatic i 

Fig.  2. — Recto-vaginal  septum  divided  and  mucosa  of  rectum  sutured  to 
vaginal  mucosa  on  either  side.     The  two  are  made  into  one  canal. 

PlG.   ."!. — Result  of  first  step  of  the  operation. 

This  was  abandoned  on  account  of  the  absence  of  normal  mucosa 
below  the  stricture.  The  recto-vaginal  septum  was  then  incised 
in  the  median  line  through  the  entire  perineal  body,  the  stric- 
tured  portion  of  the  rectum  was  excised,  and  the  end  of  the 
bowel  was  sutured  to  the  skin  and  perineal  wound.  This  left  a 
condition  similar  to  a  complete  laceration  of  the  perineum.  She 
was  given  mercury  and  iodide  of  potash,  and  one  month  later 
an  operation  for  complete  laceration  of  the  perineum  was  per- 
formed and  the  result  seemed  ideal,  except  that  the  calibre  of 
the  bowel  at  the  uppermost  angle  of  the  wound  was  somewhat 
ss    Thau    normal.      She    was    entirely    relieved    of    the    rectal 
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symptoms,  and  was  instructed  to  continue  the  use  of  anti- 
syphilitic  treatment  and  to  report  at  regular  intervals.  She 
neglected  to  continue  the  treatment,  and  when,  in  February. 
1902.  three  years  later,  she  consulted  me.  examination  revealed 
a  stricture  which  extended  from  the  anus  to  a  point  nearly 
opposite  the  cervix  uteri  and  through  which  I  could  pass  an 
index  finger  with  difficulty.  She  had  a  profuse  discharge  of  pus 
and  mucus. 

The  conditions  contraindicated  an  attempt  to  use  divulsion. 
resection,  or  excision,  and  I  believe  the  operation  saved  her  from 
a  colotomy  which  otherwise  would  soon  have  become  necessary. 

The  operation  consisted  in : 

1.  Division  of  the  recto-vaginal  septum  along  the  median  line 


Fig.  4. 


Fig.  5. 


Fig.  6. 


Fig.  4. — Vagina  incised  on  either  side  to  form  new  reeto-vaginal  septum. 
Fig.  5. — Sutures  inserted  and  tied.      New  septum  is  formed.     The  dotted  por- 
7  ion  shows  the  relative  amount  of  original   rectal  mucosa. 
Fig.  6. — Completed  operation. 


through  the  perineum  and  to  a  point  above  the  stricture.  This 
included  nearly  the  entire  vaginal  wall  I  Figs.  1  and  2)  and  made 
the  rectum  and  vagina  one  canal,  as  would  result  from  a  complete 
laceration  of  the  perineum  extending  nearly  throughout  the 
entire  length  of  the  vagina. 

2.  Suture  of  the  rectal  to  the  vaginal  mucosa  on  either  side 
with  fine  catgut.  (Fig.  2).  This  completed  the  first  step  of  the 
operation.  The  second  part  of  the  operation  is  not  performed 
until  the  healing  becomes  firm  and  the  suppurating  surface  of 
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the  rectum  recovers.  In  this  case  the  interval  was  four  months. 
■On  exposure  of  the  rectal  canal  the  strictured  portion  showed 
the  mucosa  much  contracted  and  the  site  of  a  large  amount  of 
granulating-  surface  and  cicatricial  tissue.  The  dotted  portion  in 
the  figures  shows  approximately  the  relative  amouuts  of  rectal 
and  vaginal  mucous  membrane. 

Second  portion  of  operation  (  formation  of  a  new  septum   . 

3.-  Section  of  the  vagina  on  both  sides  (Fig.  4).  Formation 
by  blunt  dissection  of  two  flaps  on  either  side.  The  place  of  this 
incision  depends  upon  the  amount  of  vaginal  and  of  mucous 
membrane  present.  The  two  posterior  flaps  were  turned  into 
the  rectum  to  form  the  anterior  portion  of  the  rectum,  and  the 


Fig.    7. — 1,   longitudinal    suture    closing    "posterior    flaps" :    2.    figure-of-eight 
suturfes  closing:  •anterior  flaps"  and  subvaginal  tissue. 


two  anterior  flaps  were  united  to  form  the  posterior  wall  of  the 
vagina. 

4.  Suture  of  the  vaginal  flaps  (Fig.  5). 

The  posterior  flaps  were  united  by  a  continuous  silkworm-gut 
suture.  It  was  inserted  to  the  side  of  the  wound  near  the  cervix  ; 
to  its  end  was  tied  a  roll  of  gauze  (Fig.  7.  g)  and  passed  through 
the  edges  of  the  two  posterior  flaps  and  brought  out  through  the 
skin  lateral  to  the  anus.  This  was  drawn  taut  and  tied  to  a 
superficial  suture  near  its  point  of  exit  and  thus  completely 
closed  the  rectal  wound.  This  suture  is  similar  to  one  which 
M.  L.  Harris  described  for  the  closing  of  the  peritoneum  in 
abdominal  wounds.     The  wound  that  remained  was  similar  in 
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contour  to  an  extensive  Hegar  perineal  denudation.  The  suture 
illustrated  for  closure  of  the  anterior  vaginal  flaps  and  the 
sub  vaginal  tissue  was  a  figure-of-eight  one  (Fig.  7) .  That  for  the 
perineal  body  and  the  sphincter  ani  was  the  same  as  is  used  in 
operations  for  complete  laceration  of  the  perineum. 

It  would  seem  difficult,  after  turning  a  large  amount  of 
vaginal  mucous  membrane  into  the  rectum,  to  restore  the 
sphincter  ani.  This  is  not,  however,  difficult,  as  the  lower  end  of 
the  two  flaps  mentioned  are  in  close  proximity  to  the  ends  of  the 
sphincter  muscle.  Fig.  1  shows  approximately  the  relative  size 
of  the  vagina  and  the  rectum  at  the  site  of  stricture  before 
treatment,  and  Fig.  6  shows  approximately  their  relative  size 
at  the  close  of  the  operation. 

The  principle  of  the  operation  is  simple,  as  the  first  step 
consists  in  division  of  the  recto-vaginal  septum,  and  the  second 
step  in  making  a  new  septum. 

The  change,  if  any,  that  will  take  place  in  the  vaginal  mucous 
membrane  that  is  turned  into  the  rectum  remains  to  be  deter- 
mined; but  the  probabilities  are  that  no  pathological  change  of 
any  importance  will  take  place,  as  in  complete  laceration  of  the 
perineum  and  in  cases  of  recto-vaginal  fistula  the  feces  do  not 
irritate  the  vaginal  mucous  membrane.  Observation  in  this  case 
will  be  interesting,  as  three-fourths  of  the  rectal  wall  now  con- 
sists of  vaginal  mucous  membrane. 

The  result  in  this  case  cannot  now  be  estimated,  as  the  opera- 
tion was  completed  only  one  week  ago.  There  will  probably 
be  very  little  danger  of  stricture  forming  in  the  vaginal  mucous 
membrane  that  is  turned  into  the  rectum,  if  the  syphilis  is  cured. 

The  convalescence  has  been  much  the  same  as  is  usual  after 
operation  for  complete  laceration  of  the  perineum. 

I  have  not  had  the  opportunity  to  make  an  extensive  perusal 
of  the  literature,  but  from  a  moderate  investigation  I  am  unable 
to  find  this  principle  of  operation  mentioned  for  stricture  of  the 
rectum.  It  makes  little  difference,  however,  whether  the  operation 
is  new  or  not.  if  it  proves  of  service  in  the  treatment  of  some 
cases  of  stricture  of  the  lower  part  of  the  rectum. 
1800  Michigan  avenue. 
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The  restoration  of  the  female  bladder,  when  extensively  torn 
and  its  floor  practically  destroyed  by  the  original  injury  and 
subsequent  unsuccessful  surgery,  is  in  itself  difficult  enough, 
sometimes  impossible,  but  where  a  new  urethra  must  also  be 
constructed  and  means  of  controlling  the  flow  of  urine  must  be 
devised  the  problem  is  indeed  perplexing.  Many  methods  of 
reconstructing  this  membranous  canal  with  its  mucous  lining  have 
been  tried,  some  of  them  with  marked  success ;  but  the  literature 
of  the  subject  shows  that  the  same  method  can  rarely  be  applied 
twice,  since  each  of  these  accidents  happens  in  its  own  way 
and  calls  for  a  new  and  specially  devised  operation.  In  present- 
ing this  report  I  had  hoped  to  give  final  results  in  a  very 
interesting  case  now  under  treatment  at  the  Marion  Sims  Hos- 
pital, but  its  progress,  while  satisfactory,  has  been  tedious  and 
I  am  obliged  to  give  only  such  data  as  I  have  secured  up  to  the 
present. 

The  patient,  Mrs.  S.  \V.,  referred  to  me  by  Dr.  Inks,  of 
Xappanee,  Ind.,  is  39  years  of  age  and  has  been  married  three 
years.  She  is  only  four  feet  eight  inches  in  height,  undeveloped, 
with  a  generally  contracted  pelvis,  and  an  ankylosed  hip  resulting 
from  a  severe  attack  of  Pott's  disease  in  early  childhood.  Two 
years  ago  she  gave  birth  to  a  full-term  stillborn  child.  The 
delivery  was  accomplished  without  instruments,  but  was  a 
forcible  extraction  through  a  narrow  pelvis  with  a  distended 
bladder.  The  resulting  rupture  involved  extensive  tear  of  the 
bladder  floor  and  complete  obliteration  of  the  urethral  tract, 
which  was  laid  open  along  its  entire  length.  By  subsequent  re- 
]Read  before  the  Chicago  Gynecological  Society,  June  25,  1902. 
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traction  of  the  torn  surfaces  even  the  landmarks  of  the  previous 
urethral  channel  were  lost.  Six  weeks  afterward,  while  the 
patient  was  still  in  bed  from  the  results  of  her  severe  delivery, 
an  attempt  was  made  to  repair  the  injury.  This  was  repeated  in 
April  and  September  of  the  following  year.  The  first  two 
operations  were  done  in  a  private  dwelling,  the  last  in  a  small 
country  hospital.  These  were  conscientious  attempts  and  were 
done  probably  as  well  as  limited  facilities  and  experience  would 
permit.  The  results,  however,  were  most  discouraging.  When 
the    patient   came   to   me   last   December   she   had   a   veritable 


Fig.  i. 


exstrophy  of  the  bladder.  The  organ  was  everted  through  the 
large  rent  in  the  floor  and  the  reddened  and  inrlamed  bladder 
walls  were  thickened  and  covered  with  mucus.  The  vulva  and 
thighs  were  excoriated,  and  she  had  a  large  inflamed  surface 
over  the  lower  sacral  region,  in  the  centre  of  which  was  an  ulcer 
the  size  of  a  half-dollar.  The  left  hip  was  ankylosed.  the  pelvis 
narrowed,  and  the  rami  of  the  pubes,  practically  denuded  of  all 
but  a  thin  covering  of  scar  tissue,  formed  a  very  acute  angle. 
Xo  trace  of  a  urethra  could  be  made  out  in  any  of  the  surrounding 
tissues.  The  small,  hyperinvoluted  uterus  was  deformed  by  tears 
and  resulting  scars,  the  cervix  drawn  forward  and  downward  by 
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the  large  cicatrix  in  the  small  vagina,  as  will  be  seen  by  the 
accompanying  illustration  (Fig.  1).  I  operated  in  January  last, 
attempting  to  constrict  the  large  opening  in  the  gaping  bladder 
wall  as  a  step  toward  subsequent  closure.  Flaps  were  taken  from 
the  vulva  on  either  side,  and,  after  splitting  the  bladder  and 
vaginal  wall,  a  considerable  closure  was  accomplished  by  means  of 
silver-wire  sutures,  a  drain  or  retention  catheter  being  inserted  in 
an  opening  behind  the  line  of  sutures  and  the  patient  kept  in  the 
exaggerated  dorsal  position  until  the  wound  healed.  It  was 
desired  to  prevent  in  this  way  the  urine  from  accumulating  and 
soiling  the  sutures.  The  second  operation  was  done  in  February, 
when  still  further  closure  was  accomplished  by  a  similar  suturing 
of  flaps,  this  time  with  silkworm  gut.     My  further  aim  in  both 


Fig.  2. 


instances  was  to  construct  a  urethral  channel  from  the  soft  parts 
about  the  vestibule  and  from  the  labial  mucous  membrane.  The 
results  obtained  left  much  to  be  desired ;  but  the  patient,  feeling 
herself  greatly  improved  over  her  former  condition,  left  the 
hospital  during  my  absence  in  the  South  and  has  but  just  con- 
sented to  return  for  completion  of  the  work.  The  operation 
which  I  have  just  performed,  and  which  was  along  the  same 
lines,  bade  fair  to  be  successful  in  closing  the  entire  bladder 
and  obtaining  a  urethral  canal,  and  its  partial  failure  is  due 
to  an  accident.  An  attendant  unfamiliar  with  the  ease,  in  replac- 
ing a  drainage  catheter,  pushed  it  through  the  newly-formed 
urethra  instead  of  into  the  artificial  opening  provided  for  the 
purpose.  As  it  is.  the  patient  can  hold  her  urine  for  a  consider- 
31 
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able  time  when  in  the  recumbent  position,  and  I  believe  some 
mechanical  appliance  can  be  provided  which  will  prevent  in- 
voluntary evacuation  and  leakage.  Since  the  work  I  have 
already  done  has  proved  so  successful.  I  shall  abandon  the 
intention  I  had  when  this  report  was  projected. 

In  another  case  presenting  all  the  formidable  features  of  this 
one.  I  should  be  disposed  to  do  the  operation  I  have  devised, 
and  which  I  will  briefly  outline,  rather  than  to  expose  the  patient 
to  the  annoyance  and  distress — amounting,  in  a  tubercular 
subject,  to  danger  to  life— incident  to  prolonged  confinement 
and  repeated  operating. 

Operation. — After  the  usual  aseptic  and  antiseptic  prepara- 
tion, the  patient  is  placed  in  the  lithotomy  position,  the  uterus 
drawn  down  with  volsella  forceps,  and  a  semilunar  incision 
made  through  the  mucous  membrane  of  the  vaginal  vault  behind 
the  cervix.  This  procedure  and  the  opening  of  Douglas'  cul-de- 
sac  are  the  classical  first  steps  in  vaginal  hysterectomy.  The 
tubes  and  ovaries  are  now  ligated  with  catgut  and  severed  with 
as  much  of  the  broad  ligament  as  is  necessary  to  allow  of  the 
uterus  being  turned  downward  through  the  posterior  vaginal 
opening  and  sufficiently  inverted  to  close  the  gap  in  the  floor  of 
the  bladder  (see  Fig.  2) .  The  mucous  and  serous  surfaces  coming 
in  contact  with  each  other  and  intended  for  approximation  are 
denuded  and  stitched  together  by  interrupted  silkworm-gut 
sutures. 

An  opening  is  now  made  through  the  wall  of  the  uterus  into 
the  uterine  cavity  at  a  point  corresponding  to  the  location 
of  the  external  meatus,  and  a  retention  catheter  is  inserted  up 
through  the  dilated  cervical  canal  into  the  bladder.  The  parts 
are  approximated  with  sufficient  firmness  to  prevent  leakage  from 
the  now  fully  reconstructed  bladder.  The  vagina  is  loosely 
packed  with  iodoform  gauze  and  tin-  patient  put  to  bed.  Per- 
manent drainage  is  established  by  means  of  the  catheter  and 
extension  tubing  leading  into  a  receptacle  containing  a  1:2000 
bichloride  solution. 

The  newly-formed  bladder  is  washed  out  with  a  saturated 
solution  of  boric  acid  every  eight  hours  and  the  external  parts 
bathed  with  the  bichloride  solution,  followed  with  sterile  water, 
and  dusted  with  aristol  or  some  antiseptic  powder. 

This  operation  should  not  be  confounded  with  the  simple 
drawing  down  of  the  uterus  without  inversion  for  plastic  work, 
nor   with   Preund's   procedure    in    eases   of   vesical   and    rectal 
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fistula.  In  this  latter,  only  the  body  of  the  uterus  is  used,  the 
cervix  above  being  curled  on  itself  and  walled  off  by  cicatricial 
tissue. 

When  we  consider  the  horrible  state  the  patient  is  in.  the 
danger  of  infection  extending  to  ureters  and  kidneys,  the  depress- 
ing mental  effect,  the  impairment  of  general  health,  the  danger 
to  life,  some  radical  procedure  for  relief  seems  imperative.  Again 
the  usual  methods  will  not  suffice.  Entire  closure,  whether  or  no1 
it  includes  the  vagina  as  in  urinary  fistula',  makes  no  provision 
for  voluntary  urination.  A  suprapubic  opening,  as  used  in  the 
male,  would  be  inapplicable.  The  gradual  drawing  downward  of 
tbe  uterus  until  it  can  be  used  for  plastic  closure  of  the  bladder 
opening  could  not  be  done  in  this  case,  owing  to  the  adhesions 
and  fixation.  Rolling  up  of  vaginal  tissue  to  form  a  urethra, 
after  the  unique  method  of  MacArthur.  and  subsequently  using 
the  device  of  Kolischer,  so  ingeniously  perfected  by  Fletcher,  for 
controlling  the  flow  of  urine,  was  not  possible  because  scarcely 
any  anterior  vaginal  wall  tissue  was  available.  The  transplanta- 
tion of  the  trigone  into  the  rectum  was  contraindicated  by  the 
insufficiency  of  the  rectal  sphincter.  Indeed,  all  known  methods 
seemed  impracticable.  The  method  proposed  has  in  its  favor 
these  points:  The  entire  operation  for  closing  the  bladder  and 
furnishing  a  urinary  tract  can  be  done  at  one  sitting  with  a 
strong  probability  of  its  successful  issue.  The  saving  of  time 
and  suffering  to  the  patient  is  a  great  consideration. 

The  possible  sources  of  failure  might  be:  Insufficient  collateral 
circulation  in  the  uterus  separated  from  its  posterior  attach- 
ments; the  use  of  serous  instead  of  mucous  membrane  for  the 
bladder  floor  might  be  more  or  less  objectionable,  though  this 
has  already  been  reported  as  successfully  done ;  the  uncertainty 
of  inducing  sphincter-like  control  of  the  circular  fibres  of  the 
cervix  uteri.  In  spite  of  these  difficulties  I  believe  it  is  possible 
to  use  as  an  agent  in  forming  another  urethra  the  hyperinvoluted, 
deformed  uterus,  which  has  now  no  functional  value  proportion- 
ate to  the  service  it  may  thus  be  made  to  perform. 

100  State  street. 
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SOME    RECENT    SURGERY    FOR  BILIARY    OBSTRUCTION.1 


I.    S.    STONE,    M.D.. 
Washington.   D.  C. 


The  study  of  biliary  obstruction  is  of  ever-increasing  interest 
to  the  abdominal  surgeon.  The  experience  that  he  has  gained 
will  prove  equally  interesting  and  profitable  to  the  physician, 
for  the  diagnosis  of  these  diseases  has  been  wonderfully  facili- 
tated since  we  have  dared  to  attack  surgically  the  various  forms 
of  obstruction. 

Experience  in  pelvic  surgery  has  enabled  us  to  deal  with  many 
of  the  difficult  cases  of  biliary  obstruction  with  the  greatest  sat- 
isfaction, especially  those  having  had  acute  infectious  mischief 
with  the  resulting  adhesions  between  peritoneal  surfaces. 

Operations  upon  the  common  duct  are  generally  difficult 
owing  to  the  location  of  the  parts  deep  down  in  the  abdomen; 
on  the  contrary,  the  gall  bladder,  which  furnishes  by  far  the 
greater  number  of  pathological  conditions,  is  easy  of  access. 

It  is  a  beautiful  and  satisfactory  operation  to  cut  down  upon 
a  distended  gall  bladder,  to  locate  and  remove  a  stone,  or  to 
aspirate  the  pus  or  bile-colored  mucus,  to  suture  the  bladder  to 
the  wound,  place  a  drainage  tube,  close  the  wound,  and  see 
your  patient  promptly  recover.  But  all  cases  of  biliary  ob- 
struction are  not  so  "beautiful,"  nor  are  the  difficulties  encoun- 
tered fully  understood  when  one  looks  upon  the  small  and  com- 
paratively insignificant  objects  often  removed.  The  stones  do 
not  represent  the  difficulties  one  must  encounter  if  he  operates 
upon  many  patients  with  cholelithiasis.  It  is  not  my  intention 
to  dwell  upon  this  portion  of  the  subject,  but  rather  to  outline 
some  of  the  indications  for  operative  treatment,  in  order  that  we 
may  become  as  familiar  with  gall-stone  surgery  as  with  other  ab- 
dominal work. 

Frequency. — Gall  stones  do  not  always  give  rise  to  pain  or  ob- 
struction. They  may  be  found  by  chance  when  the  abdomen  has 
been  opened  for  other  reasons.  It  is  estimated  that  perhaps  5 
per  cent  of  gall-stone  subjects  feel  the  presence  of  calculi,  while 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
May  16,  1902. 
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95  per  cent  arc  totally  unaware  of  their  possession,  although 
they  may  have  some  vague  distress,  such  as  eructations  from 
the  stomach  or  possibly  some  '" dragging"  in  the  right  side.  If 
one  may  rely  upon  medical  literature  as  a  guide,  it  would  appear 
that  operations  upon  the  bile  ducts  are  more  frequent  in  Eng- 
land and  in  Europe  than  in  America.  For  instance,  Kehr,  in 
his  book  published  in  1900,  reports  over  five  hundred  oper- 
ations. He  is  located  in  Halberstadt,  a  small  German  town, 
although  he  has  the  Avhole  of  Europe  for  a.  field,  and  even  has 
patients  from  the  United  States  of  America.  His  work  and  that 
of  others  in  Europe  is  being  closely  followed,  and  their  experi- 
ence is  only  a  little  greater  than  that  of  some  American  sur- 
geons. In  a  recent  visit  to  a  Western  city  the  writer  saw 
about  twenty  patients,  in  one  hospital,  in  various  stages  of  con- 
valescence from  operations  upon  the  liver  and  gall  ducts.  A 
recent  journal  has  a  report  of  "328  operations  upon  the  gall 
bladder  and  bile  passages"  by  William  Mayo,  of  Rochester, 
Minn.1 

AYhen  we  remember  that  gall-stone  operations  were  exceptional 
before  their  popularization  by  Lawson  Tait,  we  cannot  fail  to 
note  how  rapidly  and  universally  they  have  come  into  profes- 
sional favor.  In  some  Hospitals  we  have  visited  we  saw  nearly 
as  many  patients  under  treatment  for  diseases  of  the  liver  and 
its  ducts,  including  gall-stone  obstruction,  as  for  appendicitis. 

Symptoms. — The  cardinal  indications  of  biliary  obstruction, 
jaundice  and  pain,  with  bile  in  the  urine  and  its  absence  in  the 
stools,  are  well  understood  as  associated  in  nearly  all  cases  of 
biliary  obstruction.  But  there  are  many  cases  of  gall-bladder 
and  cystic-duct  obstruction  or  inflammation  which  rarely  cause 
jaundice,  and  there  are  often  calculi  present  and  possibly  doing 
mischief  without   great   pain. 

Diagnosis. — It  is  now  possible  to  reach,  without  great  delay,  a 
fairly  accurate  diagnosis  in  eases  of  biliary  obstruction,  thus  af- 
fording patients  greater  security  and  safety  from  the  various  dis- 
tressing complications.  All  surgeons  and  physicians  know  the 
dangers  incident  to  operation  during  cholemia,  and  I  need  not 
mention  how  desirable  it  is  to  avoid  delay  on  this  account.  In  the 
examination  of  the  gall  bladder  we  need  to  have  developed  a  per- 
fect sense  of  touch  and  a  refinement  of  the  art  of  palpation.  The 
cases  of  empyema,  or  indeed  any  case  of  moderately  distended 
gall  bladder,  are  easily  made  out.  But  we  find  the  greatest  diffi- 
]Chicago  Medical  Recorder.  April  15,  1902. 
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culty  in  correctly  estimating  its  size,  location,  and  condition 
when  contracted.  These  cases  of  contracted  gall  bladder  are  as 
productive  of  unpleasant  and  dangerous  symptoms  as  they  are 
difficult  of  palpation.  \Vhile  we  may  easily  reach  a  conclusion 
as  to  the  cause  of  the  symptoms  when  there  is  jaundice,  it  is  pos- 
sible to  have  many  serious  results  of  stones  in  the  gall  bladder 
and  cystic  duct  which  rarely  cause  jaundice.  In  my  own  experi- 
ence  the  most  difficult  of  all  have  been  these  neglected  or  delayed 
cases.  An  early  resort  to  operation  will  enable  the  surgeon  to 
remove  the  stones  before  perforation  occurs;  therefore  let  us  see 
what  may  be  done  to  throw  light  upon  this  part  of  our  subject. 

First  we  must  learn  that  many  of  the  symptoms  heretofore 
known  as  gastric,  hepatic,  or  catarrhal  may  not  have  their  origin 
in  these  organs,  but  in  the  gall  bladder  or  ducts.  A  perusal  of 
hundreds  of  cases  in  Kehr's  book  and  elsewhere  will  show  us  that 
anorexia,  nausea,  and  vomiting  were  frequent,  and  indeed  almost 
constant,  symptoms  when  the  patient  had  gall  stones  or  inflamma- 
tion of  the  biliary  passages.  These  symptoms,  with  a  degree  of 
enlargement,  or  even  tenderness  or  pain,  on  pressure  under  the 
liver,  furnish  strong  presumptive  evidence  that  a  cause  for  these 
may  be  found  in  the  biliary  passages.  Perhaps  we  would  accom- 
plish the  same  result  by  suspecting  these  ducts  when  we  find  no 
solution  for  the  symptoms  after  due  examination  of  the  stomach 
and  other  viscera.  By  far  the  greater  number  of  these  cases 
occur  in  women,  and  many  more  occur  in  persons  of  middle  age 
or  in  elderly  people  than  in  young  persons.  The  diagnosis  be- 
tween cancer  of  the  liver  or  gall  ducts  and  obstruction  from 
stones  is  difficult  in  patients  over  50  years  of  age.  But  we  find 
the  two  frequently  associated,  and  unfortunately,  in  many  in- 
stances, we  find  the  evidence  of  cancer  so  unmistakable  as  to 
negative  any  surgical  treatment.  The  association  of  gall  stones 
with  malignant  disease  is  well  known,  and  we  fully  agree  that 
malignancy  favors  cholelithiasis,  and  are  almost  ready  to  say 
that  the  opposite  proposition  is  also  correct,  namely,  that  the 
development  of  cancer  is  favored  by  the  presence  of  gall  stones. 

In  making  a  diagnosis  of  biliary  obstruction  we  must  remember 
that  other  causes  exist  besides  stones  in  the  ducts  and  cancer. 
We  have  occasionally  disease  of  the  pancreas  or  its  ducts  which 
may  exactly  simulate  the  symptoms  above  mentioned.  A  stone 
in  the  pancreatic  duet  may  press  upon  the  common  duct,  or  a 
pancreatic  stone  may  enter  the  common  duct  through  an  anoma- 
lous  connection.      (The   pancreatic    duet   varies    greatly    in    its 
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Course,  distribution,  and  its  exit  into  the  duodenum.  )  But  the 
must  important  and  probably  the  most  frequently  observed  disease 
of  the  pancreas  is  chronic  inflammation  resulting  in  induration 
and  hypertrophy.  I  have  seen  at  least  one  instance  of  this  form 
of  obstruction,  and  cases  are  reported  by  Mayo  Robson,  Eng- 
land (who  has  seen  several).  McKenzie  (Montreal),  Fenger,  Kie- 
del.  Kehr.  and  others.  Before  operation  it  is  almost  impossible 
to  decide  between  this  form  of  obstruction  and  malignancy  and 
gall  stones  in  the  common  duct.  Still,  I  am  convinced  that  diag- 
nosis will  be  greatly  facilitated  when  aided  by  the  experience  of 
the  surgeon  who  operates  after  studying  the  symptoms.  The  diag- 
nosis of  suppurative  diseases  of  the  liver  and  bile  passages  is 
always  difficult.  Acute  infectious  cholangitis  simulates  liver 
infection  and  abscess.  The  presence  of  gall  stones  may  add  to 
the  severity  of  the  attack,  but  we  do  not  find  gall-stone  colic  in 
these  cases.  The  high  temperature,  quick  pulse,  and  chills  will 
suggest  operation  in  any  event :  but  we  should  be  very  careful 
about  the  prognosis,  as  we  have  already  diagnosed  a  condition 
demanding  operative  treatment  if  the  patient's  condition  is  such 
as  to  suggest  a  reasonably  safe  operation. 

In  empyema  the  fever  is  not  very  high,  while  in  liver  infection 
or  abscess  it  is  always  much  elevated.  In  cholangitis  we  may 
have  a  temperature  to  104°,  but  generally  without  repetition  of 
the  first  chill.  We  always  look  upon  repeated  chills  as  an  indica- 
tion of  abscess  of  the  liver  and  not  simply  due  to  inflammation  of 
the  bile  duets.  Pain  is  almost  invariably  present.  It  is,  as  a 
rule,  severest  at  the  seat  of  the  obstruction,  but  nearly  always 
radiates  or  extends  elsewhere.  We  know  of  few  instances  -where 
this  is  so  often  observed  as  it  is  in  the  conditions  now  under  dis- 
cussion.  The  "gouty  man'*  with  a  "bad  liver.''  who  may  or 
may  not  have  gall  stones,  will  say  his  pain  extends  to  his  shoulder 
or  subscapular  region.  The  severest  gall-stone  colic  is  rarely 
localized.  It  always  means  a  pressure  from  behind,  a  distension 
of  the  gall  bladder  and  hepatic  and  cystic  ducts,  if  the  common 
duct  is  the  seat  of  obstruction.  But  it  also  means  a  dilatation  of 
the  duct,  a  scraping  or  maceration  of  the  lining  of  the  duct  itself. 
The  pain  of  cancerous  obstruction,  or  that  due  to  obstruction 
from  pancreatic  disease,  is  different  from  the  regulation  gall-stone 
colic.  In  two  recent  cases,  very  similar  in  many  respects,  this 
remark  is  fully  exemplified.  These  forms  of  obstruction  cause 
pain  at  intervals  of  three  or  four  days.  It  is  inconceivable  that 
so  many  gall  stones  pass  through  the  ducts,  or  that,  manv  cases 
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of  "ball  valve''  stone  actually  occur.  A  persistent  pain  in  the 
region  of  the  gall  bladder  or  ducts  demands  explanation  and 
relief.  The  pain  in  a  case  of  obstruction  due  to  chronic  hyper- 
trophic pancreatitis  is  chiefly  in  the  epigastrium  and  extends  up- 
ward in  the  median  line.  A  diagnosis  by  exclusion  is  always  pos- 
sible, which  should  with  sufficient  accuracy  enable  us  to  decide 
to  operate  in  time  to  prevent  serious  complications. 

Nearly  all  patients  have  nausea  and  vomiting,  but  there  are 
some  very  ill  patients  without  either.  One  case  formerly  re- 
ported by  the  writer  had  vomiting  of  such  persistence  that  the 
operation  was  done  with  this  symptom  as  the  chief  guide.  She 
had.  however,  tenderness  upon  deep  pressure  upon  the  gall  blad- 
der. Four  small  stones  were  removed  and  the  patient  was 
promptly  cured  and  has  remained  well  ever  since.  In  reading 
Kehr"s  book  one  is  struck  with  the  large  number  of  eases  having 
symptoms  referable  to  the  stomach.  In  many  of  his  cases  he 
practised  "stomach  washing"  after  operation. 

Loss  in  weight  is  almost  invariably  observed;  the  apparent 
exceptions  are  those  in  which  the  obstruction  is  in  the  cystic  duct, 
which  does  not  greatly  interfere  with  the  passage  of  bile  into  the 
intestine. 

Obstruction  of  the  cystic  duct  occasionally  produces  .jaundice 
when  the  stone  is  a  large  one  and  presses  upon  the  common  duct. 
Obstruction  is  due :  1.  To  twisting,  kinking,  or  inflammation  of 
the  cystic  duct  or  tumefaction  of  its  mucous  lining,  or  to  impacted 
calculi.  2.  To  obstructed  hepatic  duct.  3.  To  obstructed  com- 
mon duct,  which  may  be  due:  (a)  to  calculi,  (&)  to  cholangitis, 
(c)  to  diseased  pancreas  or  carcinoma  of  ducts  or  organs  adjoin- 
ing. 

Authors  mention  pancreatic  calculi  as  responsible  for  obstruc- 
tion of  common  duct,  but  we  have  no  positive  data  as  to  fre- 
quency. 

The  question  arises,  What  is  catarrhal  jaundice?  "What  is  its 
pathology?  How  many  cases  of  purely  catarrhal  jaundice  does 
the  surgeon  see  which  he  believes  due  to  duodenitis  or  gastro- 
duodenal  catarrh?  We  confess  to  a  feeling  of  doubt  regarding 
these  questions,  and  think  future  experience  will  show  very  few 
such  cases  without  cholelithiasis  or  other  physical  obstruction. 
Just  as  the  number  of  severe  intestinal  colics  diminish  before  the 
ever-growing  science  of  physical  examination  aided  by  surgical 
exploration,  we  will  find  the  cases  of  catarrhal  jaundice  dis- 
appear.    As  the  number  of  renal  and  liver  calculi  increase,  or, 
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rather,  as  we  learn  how  to  find  them,  so  will  our  cases  of  intesti- 
nal colic  and  perhaps  some  other  of  our  vague  gastro-intestinal 
disorders  disappear. 

When  Lawson  Tait  first  popularized  cholelithotomy.  it  was 
thought  a  very  serious  matter  to  attack  gall  stones  even  in  the 
gall  bladder.  But  in  the  twelve  or  fourteen  years  since  that 
time  scores  of  surgeons  have  operated  for  biliary  obstruction. 
With  the  writer  as  with  many  others,  the  work  had  come  to  be 
as  much  a  necessity  as  any  other  surgery.  It  has  been  developed 
gradually,  and  increasing  experience  has  shown  good  results  in 
;i  comprehension  of  hitherto  difficult  work  or  obscure  conditions. 

Some  of  (lie  Aims  of  Gall-stove  Surgery. — Besides  cystotomy 
for  empyema  or  other  distension  of  the  bladder,  we  find  a  grow- 
ing inclination  to  remove  the  gall  bladder  entirely— "cystec- 
tomy. ' '  In  any  contracted  gall  bladder  it  may  be  necessary  to  do 
this  if  unable  to  suture  the  bladder  to  the  wound,  or  if  the  blad- 
der be  the  seat  of  incurable  disease  and  consequently  demand  re- 
moval. Besides  the  incision  into  and  removal  of  the  bladder,  we 
have  the  following :  Incision  of  either  cystic,  hepatic,  or  common 
duct  for  the  extraction  of  calculi,  or  for  purposes  of  drainage, 
etc.,  also  anastomosis  between  the  gall  bladder  or  cystic  or  com- 
mon duct  and  intestine  or  stomach. 

Tims  far  we  have  found  no  necessity  for  anastomosis  of  cystic 
or  common  duct  with  intestine  or  stomach,  but  have  been  con- 
tented to  remove  stones,  to  drain  the  gall  bladder  and  ducts,  and 
to  perform  anastomosis  between  gall  bladder  and  intestine. 
There  may  be  in  rare  instances  some  need  of  anastomosis  of  the 
common  duct  with  the  intestine,  as  in  certain  cases  of  obstruction 
in  the  pancreas.  Such  occlusion  of  the  duct  would  generally 
result  in  a  dilatation,  which  would  facilitate  the  operation. 

RECENT    CASES     NOT    REPORTED    ELSEWHERE. 

Mrs.  A.,  white,  aged  40.  Operation  in  Columbia  Hospital 
November  2.  1898.  Had  a  dermoid  cyst  of  ovary,  which  had  be- 
come detached  from  its  pedicle  (migrating  ovarian  cyst).  Her 
tumor  was  attached  to  the  large  omentum  and  parietes  in  the 
region  of  the  umbilicus.  Her  symptoms  of  pain  under  the  liver 
and  those  due  to  the  condition  of  her  stomach  were  all  set  down 
as  due  to  the  presence  of  the  tumor,  which  weighed  several 
pounds  and  greatly  distended  the  abdomen.  After  removal 
of  the  tumor,  the  gall  bladder  was  found  about  the  size 
and  shape  of  a  hen's  egg,  filled  with  many  stones  which  were 
impacted.  The  removal  of  the  gafl  bladder  was  imperative. 
' '  < ' ystectomy. ' '    Recovery. 
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Stones  in  cystic  duct;  perforation;  hemorrhage  from  stomach. 
—Mrs.  McP.  (Dr.  Moran).  Operation  March  7,  1896.  Patient 
had  severe  pain  and  inflammation  with  tumor  in  region  of  liver 
and  transverse  colon.  Hemorrhage  from  stomach  of  severe 
character.  A  tumor  found  under  the  liver,  at  first  thought  due 
to  malignancy.  The  transverse  colon  was  found  firmly  adherent 
under  the  liver,  entirely  obscuring  the  gall  bladder.  Separation 
of  bowel  caused  free  bleeding.  Finally,  when  the  gall  bladder 
was  reached,  presence  of  stones  helped  to  clear  up  doubts  as  to 
cause  of  her  symptoms.  It  was  discovered  that  the  stones  had 
perforated  the  cystic  duct,  and,  aided  by  adhesions  of  bowel  to 
liver  and  duct,  they  escaped  into  the  intestine,  making  a  natural 
cholecystenterostomy.  Drainage.  Wound  closed  as  usual,  silk- 
worm and  catgut.     Recovery. 

Stones  in  gall  bladder;  perforation;  peritonitis;  operation 
June  1,  1898;  recovery. — Mrs.  C,  aged  28.  Patient  had  been 
treated  in  my  private  hospital  about  one  year  before  for  sal- 
pingitis. Pain,  fever,  and  other  symptoms  of  empyema  finally 
resulted  in  peritonitis,  from  which  she  barely  recovered,  causing 
her  to  leave  her  distant  home  in  Virginia  to  try  an  operative 
cure.  The  stones  were  impacted  in  the  remnant  of  a  collapsed 
gall  bladder  and  were  removed  along  with  the  greater  part  of 
the  viscus.  Adhesions  separated,  and  drainage  by  gauze  and 
tube  instituted.  Patient  has  continued  in  excellent  health  until 
the  present  time. 

Stones  in  gall  bladder  and  cystic  duct;  I  amor  <lu<  to  distended 
gall  bladdi  r;  patii  nt  in  bad  health;  has  lost  flesh,  is  anemic,  and 
has  pain;  operation  June  2,  1898. — Mrs.  H.  (care  of  Dr.  D.  0. 
Leech),  aged  44.  Had  never  been  very  healthy;  was  thin,  pale, 
and  nervous.  History  of  long  suffering,  due  to  pain  in  region 
of  gall  bladder.  Had  gastric  symptoms,  anorexia,  occasional 
vomiting,  poor  appetite.  Had  never  been  jaundiced,  nor  had 
she  had  distinct  gall-stone  colic.  Heart  normal.  Kidneys  and 
other  abdominal  organs  not  apparently  diseased.  She  had  a 
slight  elevation  of  temperature.  Many  large  gall  stones  were 
removed  from  the  bladder,  but  one,  at  least,  was  left  in  the  cystic 
duct.  The  gall  bladder  was  sutured  to  the  wound  and  drained 
with  rubber  tube.  She  made  a  symptomatic  recovery,  with  a 
fistula  remaining  which  refused  to  close.  This  I  attribute  to  a 
stone  in  cystic  duct,  as  the  discharge  is  not  colored  with  bile. 

Stones  in  the  gall  bladder  and  appendicitis,  both  of  which 
cause  symptoms  demanding  operation. — Mrs.  C,  of  Virginia, 
white,  aged  38.  (Care  of  Dr.  Ransom,  "West  Virginia.)  Oper- 
ation November  24,  1898;  private  hospital.  A  thin,  delicate 
woman  with  nervous  temperament;  had  symptoms  clearly  indi- 
cating presence  of  gall  stones  for  some  months  before  pain 
developed  in  the  region  of  her  appendix.  The  two  diseases  were 
in  no  way  associated.  Her  urine  was  thought  bile-stained  prior 
to  her  visit  to  Washington.  It  was  now  free  from  bile.  She 
experienced  severe  pain  on  pressure  over  the  enlarged  gall  blad- 
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der.  She  was  not  distinctly  jaundiced,  although  I  thought  her 
complexion  influenced  by  her  septic  condition.  She  had  fever, 
and  doubtless  cholangitis  had  caused  the  acute  symptoms  refer- 
able to  the  gall  bladder.  Operation  was  quite  easy,  no  compli- 
cations. Drainage  and  wound  closure  as  usual.  Recovery  un- 
eventful from  both  operations,  which  were  done  at  same  sitting. 

Stones  in  gall  bladder;  pigmentation  of  skin;  easy  operation, 
no  complications;  patient  attached  by  pneumonia  on  evening 
of  second  day;  fatal  result  in  nine  days. — Mrs.  F.,  white.  Oper- 
ation at  private  hospital  October  27,  1899.  The  patient  had 
been  ill  several  months  before  the  writer  first  saw  her  in  con- 
sultation. She  was  somewhat  emaciated,  was  anemic,  and  skin 
decidedly  dark  from  pigmentation.  She  had  in  addition  some 
evidence  of  bile-poisoning.  She  had  a  tumor  in  the  region  of 
the  gall  bladder,  and  her  right  kidney  was  somewhat  prolapsed. 
No  other  evidence  of  kidney  disease.  There  was  distress  and 
dull  aching  in  her  side,  but  no  history  of  gall  stone  or  renal  colic. 
Feeling  absolutely  sure  of  the  diagnosis,  operation  was  advised. 
Ether  anesthesia.  Many  stones  found  in  gall  bladder,  which 
were  removed  and  suspension  practised.  No  stones  were  found 
in  other  ducts,  and  I  was  at  a  loss  to  explain  the  discoloration  of 
the  skin.  Writing  now,  with  nearly  three  years'  additional 
experience,  it  is  possible  that  improved  methods  would  enable 
one  to  discover  the  hidden  factor  in  a  similar  case. 

The  patient  had  no  trouble  from  her  gall-stone  operation,  but 
succumbed  to  an  attack  of  pneumonia,  due,  in  my  opinion,  to 
the  administration  of  ether,  and  also  in  part  to  her  lowered 
vitality  from  causes  above  mentioned. 

Stones  in  cystic  duct. — Mrs.  W.,  aged  47.  (Care  of  Dr.  Dil- 
lenback.)  Mother  of  several  children.  In  usual  good  health 
until  three  months  prior  to  operation  at  Sibley  Hospital,  May 
28,  1900.  Pain  in  gall  bladder  and  region  of  bile  ducts;  no 
jaundice.  Tumor  distinctly  outlined.  Gall  stones  removed 
from  gall  bladder,  and  at  least  one  from  cystic  duct.  Suspension 
;iiid  drainage;  cure. 

Stows  iu  gall  bladder,  cystic  and  common  ducts;  operation 
December  11,  1901;  recovery.— Mrs.  J.,  white,  aged  30.  Weight 
in  health,  160  pounds;  now  reduced  to  110  pounds.  Had  been 
sick  several  months  with  jaundice,  but  unaccompanied  by  pain. 
Xo  stones  found  in  stools.  Intense  icterus,  and  persistent 
nausea  and  vomiting.  Gall  bladder  not  distended.  Diagnosis, 
obstruction  of  common  duct  by  gall  stones.  The  gall  bladder 
was  firmly  contracted  around  a  large  stone,  with  a  small  amonnl 
of  pus  present.  Another  stone  was  firmly  impacted  in  the  cystic 
duet,  which  was  badly  lacerated  and  almost  obliterated  by  the 
manipulations  necessary  for  its  removal.  Two  other  stones, 
equal  in  size  to  those  above  mentioned,  were  found  in  the  com- 
mon duct.  Xo  effort  was  made  to  effect  complete  closure  of  the 
duct.  A  few  catgut  sutures  were  applied  to  hold  the  edges  of 
the  duet  nearly  together.     Two  drainage  tubes  were  placed  with 
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gauze  packing  under  the  liver  to  aid  in  protecting  the  peritoneal 
cavity  from  bile,  which  poured  out  freely  after  removing  the 
stones  from  the  common  duct,  The  patient  was  greatly  shocked 
by  the  prolonged  operation,  but  made  a  complete  recovery. 

Jaundice  with  pain  simulating  gall-stone  colic,  due  to  either 
pancreatic  hypertrophy  or  cancer;  operation  January  11,  1902, 
at  private  hospital;  symptomatic  recovery.  -Mrs.  H..  white,  aged 
60.  "Was  sent  to  me  by  Dr.  H.  T.  Harding.  She  had  suffered 
from  symptoms  of  gall-stone  colic  and  had  been  jaundiced  for 
more  than  two  years.  Between  the  attacks  she  would  improve, 
but  never  entirely  recovered.  Finally,  for  some  weeks  prior  to 
my  visit,  she  had  attacks  of  pain  every  three  or  four  days,  and 
increasing  jaundice  with  emaciation,  which  caused  her  to  con- 
sent to  the  operation  which  her  physician  advised.  She  had  the 
characteristic  and  classical  symptoms  of  bile-poisoning,  but  not 
so  severely  as  to  be  called  "eholemia."*  Still  she  appeared  so 
ill  as  to  give  us  much  anxiety  to  avoid  a  protracted  operation. 

Incision  in  usual  location  outside  right  rectus.  The  evidence 
of  long-standing  disease  of  the  gall  bladder  and  ducts  was  quite 
well  marked.  The  omentum  and  peritoneal  surfaces  were  fairly 
healthy,  except  for  discoloration  from  bile-staining.  The  liver 
was  not  enlarged,  but  had  a  mottled  appearance;  was  either  car- 
cinomatous or  cirrhotic.  Pancreas  was  not  examined  as  careful- 
ly as  it  should  have  been,  owing  to  condition  of  patient. 
Stomach  and  intestines  healthy  in  appearance.  The  gall  bladder 
was  enormously  enlarged  and  nearly  empty  of  bile.  Her  attacks 
of  pain  were  due  to  distension  of  gall  bladder  with  bile.  The 
dilated  bladder  would  disgorge  a  quantity  of  bile  every  three 
or  four  days  and  then  would  come  cessation  of  pain.  We  per- 
formed cholecystenterostoniy  without  a  button  or  mechanical 
device,  using  rapid  suture  method.  The  patient  had  consider- 
able discomfort  for  the  first  two  weeks  from  ''gastric  irritabil- 
ity." She  had  no  desire  for  food  and  would  occasionally  vomit. 
Strychnia  acted  most  happily  upon  this  patient  and  appeared  to 
give  prompt  relief  when  administered  for  a  weak  pulse  and 
general  depression.  The  patient  was  able  to  leave  the  hospital 
in  four  weeks,  and  made  a  splendid  recovery.  The  jaundice 
rapidly  disappeared,  her  appetite  returned,  she  gained  in  weight 
until  she  is  apparently  as  well  now  as  for  many  years.  We  are 
yet  anxious  to  know  if  her  liver  may  prove  to  be  the  seat  of 
cancer.1 

Five-year  history  of  chills,  followed  by  spitting  of  blood 
during  two  years  past,  which  is  not  dm  to  malaria;  diagnosis 
of  gall  stones  in  contracted  bladder;  operation  May  10,  1902,  at 
Cot  unit, in  Hospital.  —  Patient sent  by  Dr.  H.  M.  Clarkson.  of  Vir- 
ginia. Mrs.  C,  aged  60.  Mother  of  several  children.  Had 
good  health  until  five  years  since.  A  residence  in  a  malarial 
locality  caused  her  to  seek  treatment  for  supposed  malarial 
poisoning.  All  of  these  efforts  to  cure  her  chills  ended  in  abso- 
lute failure.     She  had  a  good  healthy  appearance,  is  bright  and 

'Patient  perfectly  well  October  1.  1902. 
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cheerful,  and  did  not  look  as  if  her  i  11  n<'s.s  had  influenced  her 
general  health.  The  chills  occurred  at  intervals  of  four  to 
seven  days.  The  slight  hemorrhage  began  soon  after  the  sub- 
sidence of  the  chill  and  lasted  about  twenty-four  hours.  It  was 
evidently  not  from  the  lungs  or  nasal  or  pharyngeal  surfaces, 
therefore  it  may  have  come  from  the  stomach.  Its  color  showed 
that  it  had  not  long  remained  in  the  stomach,  as  it  was  bright 
in  color.  She  had  a  movable  right  kidney,  which  descended 
to  crest  of  ilium.  As  this  patient  gave  no  history  of  severe  pain, 
we  were  surprised  to  find  so  much  evidence  of  former  mischief 
about  the  liver.  The  peritoneal  surfaces  of  the  superior  and 
right  side  of  the  organ  were  adherent  over  a  large  area  to  the 
corresponding  surfaces  under  the  diaphragm  and  ribs.  It  was 
possible  to  separate  these  over  the  upper  right  lobe,  but  not  on 
the  extreme  surface,  as  the  danger  of  hemorrhage  caused  us 
desist  without  completing  the  liberation.  There  were  also  ad- 
hesions under  the  gall  bladder  and  liver,  all  of  which  were  well 
organized  and  firm.  The  gall  bladder  was  rather  smaller  than 
normal,  was  not  thickened,  and  did  not  present  evidence  of  past 
or  present   disease. 

A  medium-sized  double  dumbbell-shaped  stone  was  removed 
from  the  gall  bladder.  It  was  quite  black  in  color  from  the 
dark  bile  which  filled  the  bladder.  Careful  search  failed  to  re- 
veal further  disease,  and  we  were  obliged  to  content  ourselves 
with  suspension  and  drainage  in  the  usual  way.  The  patient 
had  no  vomiting,  chills,  or  other  symptoms  to  cause  anxiety 
during  her  stay,  and  made  a  perfect  recovery.1 

Empyema  of  gall  bladder;  obstruction  of  cystic  duct;  large 
honor  reaching  to  appendical  region:  thought  by  family  physi- 
cian to  b>  "appendicitis." — Mrs.  A.,  white,  aged  40.  Residence, 
Virginia.  Mother  of  several  children.  Had  been  in  good 
health  until  three  weeks  before  consultation  with  family  physi- 
cian, Dr.  ('..  in  February.  1898.  Attack  of  continued  pain  in 
abdomen,  a  little  to  right  of  umbilicus,  with  great  amount  of 
tenderness  which  prevented  a  careful  examination  by  the  physi- 
cian in  charge.  She  had  no  jaundice,  stools  normal  in  appear- 
ance, urine  not  colored  by  presence  of  bile.  She  had  vomited 
and  had  been  kept  under  the  influence  of  morphia  for  several 
•  lays,  which  to  some  extent  masked  the  symptoms.  A  hasty  ex- 
amination revealed  an  oblong  or  heart-shaped  tumor,  which  was 
thought  either  a  hydronephrosis  or  distended  gall  bladder,  and 
operation  advised  as  soon  as  patient  could  be  sent  to  the  hospital. 
When  the  patient  was  admitted  her  pulse  was  120,  temperature 
103°. 

Operation  February  19.  1898.  Incision  outside  right  rectus, 
extending  four  or  five  inches  below  ribs,  revealed  the  tumor,  to 
which  were  united  the  adherent  omentum  and  coils  of  intestine 
usually  seen  in  such  cases.  A  stone  was  easily  detected  in  the 
cystic  duct  in  this  case.  Before  the  fluid  was  evacuated  by 
aspiration,   gauze  pads  were  placed   carefully  around    the   gall 

Patient  had  return  of  symptoms,  then  greatly  improved. 
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bladder  to  protect  the  viscera.  Then  followed  incision  of  the 
bladder  and  removal  of  the  stone  by  forceps,  aided  by  external 
pressure  of  the  fingers  on  the  cystic  duct.  The  stone  was  oval  in 
shape,  weighed  forty-five  grains,  had  a  rough  exterior  like  a  mul- 
berry, and  was  evidently  the  only  one  present,  being  without 
facets,  and  the  patient  presenting  only  symptoms  of  cystic-duct 
obstruction.  The  gall  bladder  was  sutured  in  the  wound,  a 
rubber  drain  tube  inserted,  and  the  wound  closed  by  silkworm- 
gut  sutures.  The  patient  made  an  uneventful  and  permanent 
recovery. 

Cholangitis. — Miss  M.,  white,  aged  26.  (Care  of  Dr.  Moran.  I 
A  clerk  by  occupation.  Patient  is  a  large  woman,  weighing  160 
or  170  pounds.  Previously  healthy  and  had  been  ill  for  several 
weeks  with  acute  jaundice  before  seen  in  consultation  by  the 
writer.  The  patient  was  deeply  jaundiced,  being  of  a  deep 
yellowish-green  color  and  quite  saturated  with  bile.  All  of  the 
characteristic  symptoms  were  present — putty-colored  stools, 
urine,  skin,  and  conjunctiva  deeply  colored.  The  patient  had 
pain  in  the  region  of  the  liver  and  in  the  epigastrium.  She  had 
no  characteristic  attack  of  gall-stone  colic,  although  we  we're 
positively  sure  of  partial,  if  not  complete,  obstruction  of  the 
common  gall  duct. 

As  the  patient  had  resisted  the  usual  treatment,  operation  was 
advised,  and  she  was  sent  to  Georgetown  University  Hospital. 
Operation  February  15,  1901.  Incision  in  usual  place,  just 
outside  right  rectus,  extending  downward  five  inches  from  the 
angle  of  ribs.  The  peritoneum,  viscera,  and  especially  the  liver 
were  all  decidedly  colored  with  bile.  The  appearance  of  the  vis- 
cera in  this  case  made  an  impression  never  to  be  forgotten.  I  had 
never  seen  such  evidence  of  saturation  with  bile  in  any  previous 
instance.  The  gall  bladder  was  small  and  contracted  so  much 
that  its  upper  extremity  barely  reached  the  margin  of  the  liver. 
Evidence  of  acute  inflammation  in  the  gall  bladder  and  ducts 
was  abundantly  shown  in  the  recent  adhesions  forming  around 
the  ducts  under  the  liver.  As  we  had  suspected  stone  in  the 
common  duct,  a  careful  search  was  made  along  the  course  of 
the  duct,  but  with  negative  result,  much  to  our  regret,  for  we 
both  feared  we  might  have  overlooked  the  cause  of  the  trouble. 
Finally  deciding  the  cause  of  obstruction  to  be  "cholangitis."  a 
rubber  tube  was  placed  in  the  gall  bladder  and  gauze  packed 
around  it  and  brought  out  of  the  wound,  with  the  intention  of 
preventing  the  escape  of  bile  into  the  foramen  of  AVinslow  or  into 
the  larger  cavity  of  the  peritoneum.  It  must  be  remembered 
that  we  had  here  a  patient  with  fever,  temperature  to  104°. 
pulse  120  to  130.  with  rigors  and  evidence  of  dangerous  infec- 
tion. It  was.  therefore,  with  grave  reluctance  that  we  w<jiv 
obliged  to  rely  upon  our  rather  limited  experience  in  gall-stone 
surgery  to  aid  in  the  diagnosis  of  this  patient 's  condition ;  to 
exclude  obstruction  of  the  common  or  hepatic  duct  by  gall 
stones,  as  well  as  to  affirm  that  no  inflammation  or  abscess  of 
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the  liver  existed;  and,  finally,  to  trust  to  drainage  of  the  gall 
bladder  and  cystic  duct  for  the  relief  of  the  patient. 

1  am  fully  convinced  thai  my  colleague  (Dr.  Moran)  also 
shared  with  me  some  apprehension,  although,  in  his  kindly  way, 
he  spared  my  feelings  by  carefully  avoiding  criticism  during 
the  anxious  days  immediately  following  the  operation.  One 
source  of  anxiety  was  our  inability  to  suture  the  gall  bladder 
to  the  wound  or  even  to  the  peritoneum.  Knowing  the  intensely 
infectious  nature  of  the  contents  of  the  gall  bladder,  it  was 
with  no  little  misgiving  that  we  must  rely  upon  gauze  packing 
for  protection  against  peritoneal  infection.  We  dared  not  at- 
tempt cystectomy,  because  we  would  add  greater  dangers  without 
the  possibility  of  disposal  of  the  entire  area  of  disease.  The  pa- 
tient gradually  recovered  from  the  operation  and  then  rapidly 
from  her  cholemia.  Large  quantities  of  bile  poured  out  of  the 
wound,  and,  strangely  enough,  the  stools  ere  long  showed  the 
presence  of  bile.  The  gauze  was  gradually  withdrawn  from 
the  wound,  all  of  it  being  removed  in  less  than  a  week  after 
operation.  The  drain  tube  remained  a  week  after  this,  and  was 
removed  because  the  bile  flowed  freely  around  it.  The  patient 
remained  in  the  hospital  for  six  weeks  and  went  to  her  home 
with  a  fistula,  which  finally  closed.  The  patient  is  reported  in 
good  health  at  the  present  time,  having  regained  her  health  and 
her  normal  weight. 

Stouts  in  common  duct.— A  patient  was  admitted  into  the  hos- 
pital having  sustained  a  blow  over  the  lower  border  of  the  liver 
in  region  of  gall  bladder,  which  was  followed  by  severe  pain. 
No  jaundice.    Diagnosis  of  incarcerated  stone  in  cystic  duct. 

Mrs.  <;..  white,  aged  45,  a  rather  thin  and  somewhat  anemic 
woman,  was  admitted  into  Columbia  Hospital  February  20,  1902, 
with  the  following  history:  She  had  no  previous  illness  which 
seemed  to  have  the  least  bearing  upon  the  present  attack,  and 
appeared  to  be  in  good  health  and  attending  to  the  ordinary 
duties  of  housekeeping,  including  the  care  of  a  family  which 
required  pretty  active  exercise  on  her  part,  as  she  was  in  rather 
straitened  financial  circumstances.  "When  examined  by  the 
writer  no  tumor  could  be  found  in  the  liver  or  region  of  the  gall 
bladder.  She  had  no  history  to  give  with  the  least  relation  to  the 
present  condition.  She  had  a  fall  upon  her  right  side  four  days 
before  admission,  since  which  time  the  pain  had  required  ano- 
dynes. Her  temperature  had  not  been  much  elevated,  and  her 
pulse,  while  quick,  was  not  indicative  of  any  inflammatory  con- 
dition or  infection.  Pressure  over  the  gall  bladder  caused  pain, 
and  we  consented  to  operate  with  nothing  to  guide  us  but  the 
one  symptom  of  pain  and  the  patient's  account  of  how  she  had 
been  injured. 

Operation  February  22,  1902.  The  patient  was  placed  on  the 
table  with  shoulders  well  elevated.  Incision  in  usual  location. 
Careful  examination  of  the  gall  bladder  revealed  no  calculi. 
Further  search,  however,  rewarded  us  by  disclosing  stones  of 
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.small  size  in  different  locations,  one  of  which  was  in  the  common 
duct.  As  the  patient  had  not  had  jaundice,  we  were  not  sur- 
prised to  find  stones  which  did  not  entirely  obstruct  the  flow  of 
bile.  These  were,  therefore,  of  small  size  and  merely  served 
to  rather  more  than  fill  the  ducts.  It  would  be  interesting  to 
know  if  stones  really  cause  entire  obstruction,  or  if  patients 
would  not  become  cholemic  with  far  greater  rapidity  if  the  ducts 
were  actually  closed.  In  this  case,  as  in  all  of  the  operations 
upon  the  biliary  passages,  some  interesting  facts  developed  which 
at  the  time  added  interest,  if  not  anxiety,  while  they  also  served 
to  add  to  our  stock  of  experience  with  possible  advantage  in  fu- 
ture operations. 

When  the  incision  was  made  in  the  common  duct,  in  order  to 
remove  the  stone  or  stones  with  little  delay  and  some  effort 
of  pressure  upon  the  duct  above  the  stone,  it  was  caught  with 
forceps  and,  although  fractured,  was  removed.  At  once  the 
wound  and  region  about  field  of  operation  was  covered  with 
what  appeared  to  be  venous  blood. 

To  all  who  know  how  near  the  duct  lies  to  the  portal  vein 
must  come  the  appreciation  of  what  one  suffers  when  confronted 
with  the  possibility  of  such  an  accident  as  wounding  this  im- 
portant vessel.  I  was  unable  to  think  of  any  other  important 
vein  but  this,  and  was  at  a  loss  for  a  moment  to  know  what  course 
to  pursue.  By  pressure  we  could  control  the  flow  momentarily, 
but  the  blood  would  gush  out  again  when  an  attempt  was  made 
to  ascertain  the  source  of  the  hemorrhage.  Finally  it  was  pos- 
sible to  encircle  the  duct  and  supposed  vein  together,  when  by 
careful  examination  it  was  found  that  the  flow  of  blood  was  due 
to  injury  of  the  gall  bladder  and  cystic  duct  while  sounding  and 
trying  to  remove  the  stone  from  the  latter.  I  was  cautious, 
however,  and  threw  a  catgut  suture  loop  around  the  duct  and 
vein,  which  was  kept  in  position  until  absorbed.  The  severed 
gall  ducts  were  only  slightly  closed  by  small  catgut  sutures  and 
a  rubber  drainage  tube  placed,  without  gauze,  down  to  opening 
in  common  duct.  The  gall  bladder  was  sutured  to  the  wound 
and  a  small  rubber  catheter  inserted.  The  discharge  of  bile  was 
abundant  from  the  larger  tube,  and  all  the  bile  appeared  to  flow 
from  the  lower  opening.  The  patient  gave  us  some  anxiety  for 
two  weeks  or  more.  She  did  not  improve  as  rapidly  as  such 
patients  usually  do.  At  first  I  was  fearful  lest  the  drainage  was 
defective,  yet  I  was  unable  to  observe  any  symptom  due  to  this 
cause.  The  patient  is  still  nervous,  but  is  free  from  pain  and 
is  doing,  in  almost  every  respect,  perfectly  well.1 

!l  find,  by  reference  to  notes  made  immediately  after  the  operation, 
that  I  had  torn  a  vein  while  removing  a  phlebolith.  The  presence  of 
phleboliths  in  one  or  more  superficial  veins  of  the  peritoneum  over  the 
hepatico-duodenal  ligament  gave  rise  to  the  impression  that  the 
hemorrhage  came  from  a  vein  from  which  I  had  removed  a  stone, 
"boliths,  owing  to  their  obliteration,  and  I  also  found  the  flow  out  of 
But  there  was  no  hemorrhage  from  the  veins  containing  phlebo- 
liths, owing  to  their  obliteration,  and  I  also  found  the  flow  out  of 
the  duct  had  ceased  before  closing  the  abdomen:  moreover,  the 
abundant  flow  of  bile  proved  the  opening  of  the  duct. 
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Pancreatic  obstruction.  —  A  patient  had  jaundice  for  several 
weeks  with  pain  simulating  gall-stone  colic.  Diagnosis  of  stones 
in  choledochus.  Operation.  No  stones,  but  a  hard  and  greatly 
enlarged  pancreas  found,  the  only  definite  lesion.  Drainage. 
Recovery. 

Mrs.  C,  white,  aged  47 ;  married,  one  child  18  years  old.  A 
lady  of  fine,  healthy  appearance.  Had  had  both  breasts  removed 
for  suspected  cancer,  the  last  operation  in  1900.  No  other  his- 
tory with  least  bearing  upon  the  present  illness.  Mrs.  C.  had 
jaundice  beginning  eleven  weeks  before  admission  to  Columbia 
Hospital  on  January  11,  1902.  With  the  jaundice  arose  attacks 
of  pain,  requiring  morphia  for  relief.  The  attacks  were  three 
or  four  days  between,  and  she  had  the  characteristic  symptoms 
usually  attending  jaundice,  such  as  nausea,  anorexia,  loss  of 
flesh,  with  bile  in  urine  and  white  alvine  discharges.  The  pain 
was  not  near  the  gall  bladder,  but  nearly  in  the  median  line  just 
above  the  umbilicus  in  the  epigastric  region.  No  tumor  could  be 
detected  in  or  about  the  liver,  and  a  diagnosis  of  gall  stones 
in  the  choledochus  was  unhesitatingly  made. 

Operation  January  13,  1902.  The  patient  was  placed  on  the 
table  with  shoulders  elevated  and  incision  made  in  usual  place. 
Careful  search  failed  to  explain  the  cause  of  the  prolonged 
jaundice  and  severe  pain.  At  least,  no  stone  was  found.  The 
pancreas  was  large,  hard,  and  thought  to  be  carcinomatous.  A 
gloomy  prognosis  was  made,  and  after  placing  the  usual  drain- 
age tube  in  the  gall  bladder  it  was  sutured  in  the  upper  angle 
of  the  wound.  Silkworm-gut  closure  and  the  usual  dressing 
applied.  Abundant  discharge  of  bile  followed,  then  relief  and 
cure  of  the  symptoms.     The  patient  recovered  completely.1 

1449  Rhode  Isiaxd  avenue. 


SECONDARY  PUERPERAL  HEMORRHAGE. 


L.    W.   ATLEE.   M.D., 
Philadelphia. 


"Though  much  less  frequent  than  primary  hemorrhage,  yet  in 
some  instances  it  proves  as  grave  in  its  results;  death  may  be 
as  certain  and  as  sudden  in  the  one  case  as  in  the  other"  (The- 
ophilus  Parvin,  M.D.,  Gyn.  Trans..  1880.) 

Mrs.  D..  a  strong,  healthy  woman  26  years  of  age,  was  delivered 

on  June  7,  1902.     The  labor  was  natural  and  easy  (it  was  her 

second   child).      The   child    is   a    healthy   male.      The   patient 

states,  the  placenta  not  appearing  immediately,   the   attending 

Patient  is  still  perfectly  well  October  1,  1902. 

32 
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physician  pulled  it  away  by  traction  on  the  cord.  Nothing 
unusual  was  noticed  about  her  condition  until  June  11  following, 
when  she  began  to  lose  considerable  quantities  of  blood,  both 
clotted  and  liquid,  at  varying  intervals.  This  continued  until 
June  16,  when  she  was  first  seen  by  me.  Upon  inquiry  I  was 
told  three  physicians  had  seen  her  during  this  time,  but  nothing 
had  been  done  to  stop  the  flow;  the  last  one  had  said  "there 
was  nothing  in  the  womb."  Some  time  before  my  arrival  the 
nurse  had  taken  it  upon  herself  to  buy  some  fluid  extract  of 
ergot  and  to  administer  a  teaspoonful.  The  prognosis  given  by 
the  last  medical  consultant  had  been  so  hopeless  that  the  woman 's 
death  was  momentarily  looked  for.  Her  condition  was  certainly 
perilous  enough,  but  I  could  find  nothing  but  what  could  be 
produced  by  the  great  loss  of  blood.  The  skin  and  visible 
mucosa?  were  blanched,  the  surface  of  the  body  was  bedewed 
with  cold  sweat,  and  hunger  and  some  nausea  were  present :  the 
pulse  was  small,  from  an  empty  vessel,  and  160  a  minute. 

Upon  placing  the  hand  on  the  hypogastrium  the  fundus  of 
the  uterus  was  found  to  reach  nearly  to  the  umbilicus,  and  was 
soft  and  distended :  grasping  and  kneading  it  caused  clotted 
and  fluid  blood  to  gush  profusely  from  the  vagina.  A  tablespoon- 
ful  of  brandy  was  given  the  woman,  her  head  lowered  and  the 
hips  brought  to  the  edge  of  the  bed.  when  a  vaginal  examination 
showed  the  os  dilated  sufficiently  to  admit  two  fingers  easily. 
The  fundus  being  controlled  by  the  abdominal  hand,  the  uterus 
was  emptied  of  clots.  The  placental  remains  were  attached  to  the 
right  lower  segment  and  were  easily  detached  by  gentle  scraping 
with  the  finger,  but  to  accomplish  this  it  was  necessary  to 
introduce  the  whole  hand  into  the  vagina.  The  uterus  after  this 
contracted  well,  and  the  patient's  condition  was  apparently 
none  the  worse  generally.  A  teaspoonful  of  Squibb 's  fluid 
extract  of  ergot  was  now  given,  a  number  of  tightly  rolled 
napkins  were  applied  around  and  over  the  fundus,  and  a 
smoothly  applied  binder  put  on.  Rigid  instructions  were  given 
as  to  keeping  the  patient  horizontal.  A  weak  mixture  of  brandy 
and  water  was  to  be  administered,  teaspoonfuls  at  \  time.  This 
was  to  be  followed  later  by  easily  assimilated  foods,  such  as 
beef  juice,  soft-boiled  eggs,  milk  and  broths.  A  prescription 
for  two-grain  ergotin  pills  was  left,  these  to  be  given  one  every 
four  hours. 

The  patient  lived  far  out  in  the  suburbs  and  was  not  seen 
again  until   the   21st   instant,    although   some   instructions   had 
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been  given  by  telephone  concerning  a  more  liberal  diet  and 
the  administration  of  a  laxative.  Since  June  16  there  had  been 
no  chill,  no  abdominal  tenderness  or  pain  develop.  The  lochia 
had  a  slightly  stale  odor,  due,  no  doubt,  to  a  mild  endometritis, 
and  not  to  be  wondered  at  considering  the  history  and  the 
primitive  precautions  against  sepsis.  The  pulse  was  128.  tongue 
clean,  appetite  normal,  uterine  involution  was  progressing,  and 
there  was  no  uterine  tenderness.  Hot  vaginal  douches  were 
ordered  three  times  a  day,  and  a  tonic  of  iron,  quinine  and 
strychnine  citrate  in  sherry  wine  was  given  before  meals. 
Before  leaving,  the  woman  was  advised  not  to  leave  her  bed 
for  at  least  ten  days,  but  she  got  up  and  spent  the  whole  day 
of  the  25th  about  the  house.  The  same  night  a  phlebitis  of  the 
left  femoral  vein  developed,  the  leg  being  much  swollen  and  very 
painful  over  the  course  of  the  vein.  By  complete  rest  and 
appropriate  treatment  this  had  entirely  passed  away  by  July  3. 
when  she  was  allowed  to  commence  her  household  duties,  wear- 
ing a  well-applied  rubber  bandage  from  the  foot  to  the  groin. 
Since  this  date  her  health  has  been  perfect,  but  the  milk  was 
dried  up,  most  unfortunately  for  the  child. 

From  the  small  amount  of  space  allotted  to  the  subject  of 
secondary  puerperal  bleeding  of  a  serious  character  in  our  text 
books  on  obstetrics,  it  must  be  regarded  as  of  rare  occurrence; 
but  the  history  of  the  case  related  shows  the  seriousness  of 
such  conditions  and  should  impress  the  obstetrician  with  the 
importance  of  losses  of  blood  at  these  times.  We  are  convinced 
the  above  case  would  have  terminated  fatally  had  it  been  left 
to  Nature  or  a  continuance  of  the  "folded  hands"  policy.  We 
confine  our  attention  to  those  hemorrhages  which  cannot  be 
properly  classed  as  postpartum,  and  not  due  to  inversion  of  the 
uterus  or  lesions  of  the  genital  tract,  Parvin  (op.  cit.)  divides 
the  causes  of  these  hemorrhages  into: 

1.  Alteration  of  the  blood — albuminuria,  purpura,  malaria. 

2.  Psychic  causes. 

3.  Direct  causes  belonging  immediately  to  the  uterus  may  be 
included  under  two  general  classes — those  which  prevent  uterine 
retraction  and  those  which  produce  uterine  congestion.  Second- 
ary uterine  inertia,  uterine  fibroids,  and  possibly  uterine  ad- 
hesions may  be  included  in  the  first. 

We  are  inclined  to  believe  that  the  hemorrhage  caused  by  a 
uterine  fibroid  would  manifest  itself  more  as  a  primary  than 
as  a  secondary  bleeding,  and  that  serious  loss  of  blood  of  this 
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latter  nature  will  most  frequently  be  due  to  the  presence  in  the 
uterus  of  clots,  placental  remains,  or  that  unusual  but  possible 
cause,  a  placenta  suceenturiata. 

The  sudden  assuming  of  the  erect  or  even  a  sitting  posture 
has  brought  on  serious  hemorrhage  in  cases  where  the  uterine 
contraction  was  poorly  developed,  the  sudden  filling  of  the 
unguarded  uterine  vessels  causing  the  washing  away  of  the  clots 
closing  the  sinuses.  Lusk1  mentions  a  case  of  serious  flooding 
in  the  seco2id  week,  due  to  ;'the  uterus  being  crowded  back  and 
downward  to  the  pelvic  floor  by  the  compress,  which  had  been 
too  tightly  bandaged  upon  the  abdomen  by  the  indiscreet  zeal  of 
the  nurse. 

Bleeding  is  seen,  in  cases  where  the  uterine  involution  has  been 
retarded  owing  to  mild  septic  endometritis,  when  the  patient 
begins  to  walk  about  and  remain  erect  for  any  length  of  time; 
but  that  the  loss  of  blood  ever  approaches  the  seriousness  of 
the  hemorrhages  we  wish  to  call  attention  to  is  improbable. 

Parvin  {op.  cit.)  regards  the  presence  of  clots  in  the  uterus  as 
a  not  infrequent  cause  of  these  bleedings,  and  quotes  from 
McClintock:  "A  coagulnm  of  any  size  is  not  apt  to  be  found 
in  the  womb  beyond  the  first  few  hours  after  delivery,  as  a  very 
moderate  degree  of  uterine  contraction  would  be  sufficient  to 
expel  it  or  to  prevent  its  formation.  Should  it  occur,  however — 
and  experience  abundantly  proves  that  it  may — there  will  be 
a  constant  risk  of  hemorrhage  so  long  as  the  clot  remains  in 
utero."  That  this  is  not  an  infrequent  cause  of  secondary 
puerperal  hemorrhage  is  shown  by  the  statistics  of  Contamin : 
six  out  of  fifty-six  were  attributed  to  it.  The  older  obstetricians, 
such  as  Mauriceau,  Dionis.  Astruc,  Smellie.  and  Baudelocque. 
recognized  the  danger  of  this  cause.  Madame  Laehapelle  had  a 
fatal  case  of  hemorrhage  from  retained  coagula.  the  patient 
dying  on  the  eighth  day. 

The  following  history  of  a  case  of  the  form  of  hemorrhage 
we  are  discussing  is  of  great  interest.  It  was  reported  to  Dr. 
Parvin  (op.  cit.)  by  Dr.  Allison  .Maxwell.  "Mrs.  B.,  aged  26. 
primipara.  was  confined  Augusl  7.  1880.  The  patient  was  a 
strong,  healthy  woman  of  German  extraction.  Xo  family  history 
of  importance,  except'that  a  year  ago  a  sister  came  very  near 
dying  of  puerperal  fever.  The  labor  pains  began  about  12 
o'clock",  noon,  and  twelve  hours  after  a  healthy  male  child  was 
born.  The  position  was  L.  0.  A.  and  the  labor  was  natural. 
Science  and  Art  of  Midwifery,  p.  592. 
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After  the  umbilical  cord  was  severed  the  placenta  was  found 
in  the  vagina  and  was  removed  without  much  difficulty.  I 
examined  carefully  and  found  the  placenta  intact,  but  was  not 
so  positive  about  the  membranes,  as  they  were  somewhat  ragged ; 
but  I  did  not  consider  it  necessary  to  introduce  my  finger  into 
the  uterus,  as  there  was  but  little  hemorrhage  and  the  uterus 
etmld  be  felt,  a  hardened  ball  the  size  of  a  child's  head,  through 
the  abdominal  walls.  Everything  went  on  naturally,  except 
there  was  no  lochial  discharge  save  a  slight  colorless  fluid.  A 
firm  coagulum  could  be  felt  obstructing  the  os  uteri,  but  could 
not  be  reached  and  broken  up  by  the  finger.  The  uterus  for  the 
first  five  days  did  not  appear  to  diminish  any  in  size.  On  the 
afternoon  of  the  fifth  day  an  offensive  sanguineous  discharge 
began  to  flow,  and  some  small  clots  were  expelled  during  the 
night,  showing  that  the  coagulum  which  had  occupied  the  womb 
for  five  days  was  disintegrating.  Up  to  this  time  a  vaginal 
injection  of  earbolized  water  had  been  used  night  and  morning. 
The  morning  of  the  sixth  day  the  patient  nursed  her  baby, 
Looked  cheerful,  and  was  apparently  doing  well:  pulse  80.  tem- 
perature 991/2° •  The  lochia  still  continuing  very  offensive,  I 
used  the  double  catheter  and  washed  out  the  uterus  with  a  weak 
solution  of  carbolic  acid  and  water:  and  just  as  I  concluded  the 
injection  the  uterus  contracted  firmly  and  ejected  the  water  out 
of  its  cavity  on  to  the  floor.  Almost  immediately  the  patient  had 
a  chill  lasting  a  half  hour:  but  the  uterus  during  this  time  re- 
mained firmly  contracted,  and  there  was  no  sign  of  internal 
or  external  hemorrhage.  At  this  time  I  left  the  house,  and  two 
or  three  hours  afterward  hemorrhage  must  have  begun,  for 
when  I  was  summoned  at  3  p.  m.  the  bedding  was  saturated  with 
blood,  the  uterus  completely  relapsed  so  that  no  uterine  globe 
could  be  felt,  and  the  patient,  pulseless  and  in  articulo  mortis, 
died  within  ten  minutes.  Immediately  after  the  delivery  of  the 
placenta  she  was  given  a  half -drachm  of  Wyeth's  fluid  extract 
of  ergot,  and  the  dose  was  twice  repeated  the  next  day.  On  the 
day  of  tin1  fatal  hemorrhage,  soon  after  the  chill,  fearing  hemor- 
rhage. I  gave  her  one  drachm  of  the  fluid  extract  of  ergot." 

Fibrinous  and  placental  polypi  have  been  the  cause  of  serious 
and  even  fatal  hemorrhage  in  the  puerperal  condition.  Parvin 
(op.  cit.)  mentions  a  case  of  Bailly's  where  a  fibrous  polypus 
appeared  at  the  mouth  of  the  uterus  eighteen  days  after  labor,  and 
though  it  was  removed  the  patient  died.  Death  was  attributed 
to  the  presence  of  more  polypi  in  the  interior  of  the  uterus. 
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Among  the  unusual  causes  may  be  mentioned  the  presence 
of  a  rapidly  growing  ovarian  cyst  crowding  the  uterus  upward. 
In  the  same  class  such  causes  as  coprostasis,  distension  of  the 
bladder,  coughing,  aneurism  of  uterine  artery,  and  thrombus 
of  the  cervix  are  referred  to  by  Parvin  {op.  cit.).  The  treatment 
of  secondary  puerperal  hemorrhage  must  be  directed  to  the 
removal  of  its  cause;  its  prevention  is  part  of  the  art  of  mid- 
wifery. Our  attention  should  be  directed  primarily  to  the 
uterus,  particularly  its  interior,  which  should  be  explored  by 
the  finger,  as  no  instrument  can  take  its  place  for  this  purpose. 
Not  finding  cause  here,  the  other  pelvic  organs  should  receive 
our  attention,  particularly  the  condition  of  the  bladder  and 
rectum.  If  we  can  find  no  cause  in  the  pelvis,  the  blood  con- 
dition should  be  looked  into  as  to  purpura  or  albuminuria,  as 
suggested  by  Parvin,  as  also  the  valvular  condition  of  the  heart 
itself.  No  matter  what  the  cause  of  the  hemorrhage,  the  after- 
treatment  must  be  directed  to  maintaining  the  uterus  firmly  con- 
tracted, and  this  is  best  accomplished  by  the  use  of  a  reliable 
preparation  of  ergot.  In  conjunction  with  this  the  value  of 
compression  of  the  uterus  through  the  abdominal  walls  by  com- 
presses and  a  smoothly  applied  binder  will  be  evident.  Stockings 
or  small  socks  filled  with  sand  or  salt,  or  a  partly  filled  water 
bag,  will  answer.  Should  these  measures  fail  to  bring  about  the 
desired  result,  it  may  be  necessary  to  resort  to  packing  the 
uterine  cavity  with  some  aseptic  gauze.  "When  reduced  to  the 
last  extremity  intrauterine  injections  of  very  hot  water  may  be 
given,  or,  as  suggested  by  Barnes,  a  1 :3  solution  of  the  liquor 
ferri  perchloridi  may  be  used. 

758  South  Fifteenth  street. 


THE  TIME  OF  THE  OCCURRENCE  OF  OVULATION  AS  DEDUCED 
FROM  SOME  CLINICAL  OBSERVATIONS. 


JENNIE   G.    DRENNAN,    M.D., 
St.  Thomas,  Ontario,  Canada. 


Oue  knowledge  of  the  physiology  of  the  female  organs  of  gen- 
eration is  very  much  of  an  empirical  nature,  and  a  wide  field  for 
research  is  therefore  open  to  the  present  and  future  physiologists. 
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One  almost  fears  to  enter  into  it,  as  her  ignorance  is  so  great  and 
her  knowledge  so  scant;  but  a  few  small  observations  may  pave 
the  way  for  others.  As  yet  the  exact  date  of  ovulation— whether 
it  occurs  once  a  month  or  oftener,  or  whether  it  occurs  at  the 
same  time  as  menstruation  or  prior  to  it— has  not  been  ascer- 
tained. I  shall  state  the  following  cases  and  then  draw  my  con- 
clusions. The  first  is  that  of  a  healthy  young  woman,  while  the 
other  two  are  those  of  women  with  diseased  pelvic  organs. 

Case  I. — JEt.  30;  single  and  healthy;  of  a  nervous  tempera- 
ment ;  bright,  active,  energetic,  intellectual,  full  of  ambition ;  but 
not  with  the  least  neurotic  tendency ;  not  given  to  thinking  of  her- 
self save  in  a  healthy,  reasoning  manner,  to  know  herself  as  we 
would  all  know  others;  given  to  self-analysis.  All  thoughts  of 
the  ordinary  pains  and  aches,  which  so  many  women  cherish  as 
their  own  individual  property,  she  will  not  tolerate.  She  is  one 
of  those  few  people  who  always  say  they  are  well,  and  for  this 
reason  I  feel  that  in  her  case  there  are  no  imaginary  symptoms. 
Her  menstrual  periods  are  always  painless— only  at  rare  times  a 
feeling  of  lassitude  and  headache— and  last  for  five  days  and  are 
moderate  in  amount.  During  the  intermenstrual  period,  about 
twelve  days  after  the  preceding  menstruation,  there  have  been 
symptoms  which  have  led  me  to  think  that  it  is  at  this  time  that 
ovulation  occurs.  On  May  2,  1902,  she  menstruated.  Preceding 
this  for  some  days  there  was  soreness,  fulness,  and  hardness  of 
the  right  mammary  gland,  which  continued  until  the  onset  of  the 
menstrual  period,  when  it  began  to  decline  and  gradually  disap- 
peared. No  other  discomfort  accompanied  this  menstruation. 
The  next  menstrual  period  occurred  on  June  1,  and  during  this 
intermenstrual  period  there  were  no  mammary  symptoms,  but  in- 
stead a  discharge  of  clear  mucus  from  the  uterus.  This  com- 
menced about  the  twelfth  day  after  the  cessation  of  the  preceding 
menstruation  and  continued  until  the  following  menstruation. 
The  next  menstrual  period  was  on  June  30,  and  during  the  inter- 
menstrual period  preceding  it  the  same  discharge  occurred  and 
no  mammary  symptoms.  Then  the  next  period,  and  last  so  far, 
was  on  July  29,  and  during  this  intermenstrual  there  was  no  dis- 
charge, but  soreness,  fulness,  and  hardness  of  the  left  mammary 
gland;  and  this  symptom  occurred  on  the  twelfth  day  after  the 
cessation  of  the  preceding  menstrual  period,  and  disappeared 
with  menstruation.  A  sense  of  slight  heaviness  was  noticed  in 
the  left  inguinal  region  on  walking. 
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Table.  Case  I. 

April     4:  Menstruation. 

April  20    (about):    Pain  in  right  breast  (ovulation?) 

May       2:   Menstruation. 

May     18:   Leucorrheal  discharge  (ovulation?) 

June      1 :   Menstruation. 

June    15:   Leucorrheal  discharge  (ovulation?) 

June    30:   Menstruation. 

July     16:   Pain  in  left  breast  (ovulation?) 

July     29:   Menstruation. 

('asp:  II.— JEt.  37;  had  suffered  for  thirteen  years  from  pelvic 
disease  following  puerperal  infection,  and  when  I  saw  her  was  a 
physical  wreck.  She  had  never  consented  to  a  thorough  exam- 
ination. She  was  now  menstruating  fairly  regularly,  hut  with 
pain,  and  during  the  intermenstrual  period  there  was  a  profuse 
muco-purulent  discharge,  which  she  described  as  the  bursting  of 
great  ulcers.  There  was  at  all  times  some  discharge,  but  this 
profuse  amount  was  noted  at  about  the  middle  of  the  intermen- 
strual period.  She  had  an  old  chronic  endometritis  and  a  chronic 
interstitial  ovaritis  and  salpingitis  of  the  right  side.  She  suf- 
fered much  from  sacral  pain  radiating  down  the  right  thigh  and 
even  extruding  to  the  right  heel— she  had  been  treated forsciatica 
— and  over  the  right  inguinal  region.  This  pain  was  most  marked 
during  the  profuse  discharge.  She  passed  out  of  my  care  while 
I  was  endeavoring  to  build  her  up  for  an  operation,  owing  to  over- 
anxious relatives.  I  was  unable  to  obtain  any  history  of  specific 
infection,  but  as,  during  the  administration  of  calomel  to  relieve 
a  congested  portal  system,  the  discharge  ceased  for  two  months, 
and  the  fact  that  she  improved  on  potassium  iodide  in  large  doses, 
becoming  less  anemic,  I  have  my  suspicions. 

Case  III.  — The  patient  was  of  a  nervous  temperament  well 
controlled.  During  an  acute  attack  of  pelvic  inflammation  I 
made  some  observations.  Eight  years  prior  to  this  she  had  had 
an  illness — "symptoms  of  typhoid"  (?)—  but  which  from  the 
history  I  should  say  was  an  acute  attack  of  pelvic  inflammation. 
When  about  18  years  of  age.  at  the  commencement  of  her  men- 
strual life,  she  had  another  illness,  diagnosed  as  "inflammation," 
but  which.  I  also  fancy,  was  an  ovaritis.  The  second  illness  was 
shortly  after  her  Marriage,  but  I  know  for  a  certainty  that  there 
was  no  chance  of  its  being  specific.  By  her  first  illness  a  dis- 
abling of  the  right  ovary  had  resulted,  and  on  the  assumption  of 
the  married  state  an  old  ovaritis  was  relighted.  From  the 
second  illness  slip  experienced  a  certain  amount  of  discomfort 
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in  the  right  inguinal  region,  pain  on  coition,  and  there  was  a 
leucorrheal  discharge,  but  menstruation  was  painless,  although 
irregular.  Sometimes  during  the  menstrual  period  she  expe- 
rienced headache  and  a  slight  elevation  of  temperature,  especially 
during  the  spring  and  fall  months,  and  these  attacks  had  been 
diagnosed  as  malaria.  At  an  operation  later  on  the  ovaries  were 
found  to  contain  pus,  which  accounted  for  the  "malaria."  She 
had  never  been  pregnant.  This  last  attack  came  on  about  Sep- 
tember 22,  1901.  She  complained  of  pain  in  the  back  and  thighs 
and  lower  abdominal  region,  accompanied  by  a  profuse  watery 
discharge— she  had  noticed  a  similar  one  at  the  commencement 
of  the  illness  eight  years  previous— and  thought  that  she  had 
taken  cold  and  continued  to  go  about  the  house.  On  the  27th 
she  menstruated,  but  this  ceased  on  the  28th.  and.  as  she  was  suf- 
fering severe  pain,  she  sent  for  me.  when  I  diagnosed  an  acute 
ovaritis  which  developed  into  a  pelvic  inflammation. 

Table,  Case  III. 

Pain  and  watery  discharge. 

Menstruation  commenced. 

Menstruation  ceased;  ovaritis  diagnosed. 

Pain  increased.    Ovulation  (?) 

More  discharge. 

Menstruation  occurred,  preceded  by  a  distinct  rise  of 
temperature  on  the  left  side  on  vaginal  examina- 
tion and  soreness. 

Pain  on  right  side  (ovulation?) 

Menstruation. 

Bloody  discharge  for  one  day. 

Menstruation. 

Another  attack  of  ovaritis,  after  which  there  was  the 
removal  of  the  ovaries  and  tubes. 

In  the  first  case  the  attack  evidently  began  during  the  phy- 
siological congestion  incident  upon  ovulation,  and  although  the 
rest  of  the  history  is  irregular,  still  one  can  see  that  exacerba^ 
tions  were  due  to  it. 

It  is  an  admitted  fact  that  there  is  a  physiological  pelvic  con- 
gestion incident  on  ovulation,  evidenced  by  discomfort  at  such 
times,  but  this  is  generally  conceded  to  occur  at  the  menstrual 
period.  In  cases  of  chronic  pelvic  disease  we  find  an  exacerba- 
tion of  symptoms  at  certain  times,  with  nothing  else  to  explain 
them.  The  majority  of  healthy  women  in  this  age  of  civilization 
—for  none  are  as  healthy  as  they  ought  to  be— experience  a 
sense  of  general  lassitude,  irritability  of  temper,  and  sense  of 
weight  in  the  pelvis,  which  is  relieved  by  the  menstrual  flow. 


Sept. 

22.  1901 

Sept. 

27,   " 

Sept. 

28, 

Oct. 

17,   " 

Oct. 

25.   " 

Nov. 

7,   " 

Nov. 

17, 

Dec. 

6,   " 

Dec. 

26,   " 

Jan. 

4,  1902 

Jan. 

14,   " 
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Distant  organs,  as  the  brain,  at  times  show  signs  of  congestion. 
Attention  has,  as  a  rule,  been  drawn  to  the  condition  solely  at  the 
menstrual  period,  save  in  those  few  observed  cases  of  inter- 
menstrual pain ;  but  I  think  there  are  symptoms  which  point- 
symptoms  so  slight  in  themselves  as  to  often  escape  notice,  which 
indicate  that  ovulation  occurs  in  the  intermenstrual  period  about 
the  twelfth  day  after  the  cessation  of  the  last  menstruation,  and 
therefore  about  twelve  days  before  the  succeeding  one.  In  my 
first  case,  that  of  a  healthy  young  woman,  there  were  one  month 
the  mammary  symptoms  and  in  another  the  uterine,  showing 
signs  of  a  congestion.  Now,  I  have  concluded  that  ovulation  oc- 
curs at  this  intermenstrual  twelfth  day  or  thereabouts,  and  if  the 
person  is  in  perfect  health  no  signs  of  the  congestion  may  show 
themselves.  Elastic  ovaries  will  accommodate  themselves  to  an 
increase  of  blood ;  but  supposing  in  their  delicate  structures  there 
is  some  impediment  to  this  compensatory  accommodation,  then 
other  organs  concerned  in  the  generative  cycle  will  have  to  re- 
lieve this  congestion  and  the  brunt  will  fall  on  them,  viz.,  the 
mammary  glands  and  uterus;  and  if  they  in  their  turn  are  not 
physiologically  perfect  they  will  show  evidences  of  congestion, 
evidenced  by  mammary  soreness  or  uterine  leucorrhea— there 
are  many  cases  of  vicarious  functions  in  the  body :  kidneys  re- 
lieved by  skin,  epistaxis  during  menstruation,  etc.  There  is  a 
physiological  generative  cycle  during  pregnancy  and  its  preced- 
ing ovulation  and  succeeding  lactation.  First  the  ovarian  con- 
gestion  incident  on  ovulation;  then  the  uterine  congestion  result- 
ing in  formation  of  the  decidual  membrane  and  the  placenta ; 
and  on  the  termination  of  the  pregnancy  the  uterus  is  depleted 
by  the  moderate  hemorrhage,  the  lochial  discharge  and  the  de- 
termination of  a  greater  supply  of  blood  to  the  mammary  glands, 
evidenced  at  first  by  the  colostrum,  which  is  composed  mainly  of 
the  watery  elements  of  the  blood  and  a  few  more  fully  developed 
milk  globules ;  on  lactation  being  fully  established  the  increased 
amount  of  blood  is  necessary  for  the  formation  of  the  mammary 
secretion — milk;  then  on  the  cessation  of  lactation  the  ovarian 
function  is  again  resumed.  Herein  lies  a  perfect  physiological 
cycle  on  a  large  scale,  of  which  ovulation  followed  by  men- 
struation is  the  same  cycle  on  a  small  scale.  Here  the  ovulation 
congestion  is  the  same  probably  in  both  instances ;  there  is  at  the 
same  time  a  compensatory  congestion  in  the  mammary  glands 
and  uterus  which  in  the  perfectly  (?)  healthy  will  give  no  evi- 
dence of  itself,  but  the  least  little  cause  may  lead  to  a  faint  dis- 
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comfort  or  sign  of  congestion.  This  congestion  in  the  unim- 
pregnated  is  relieved  after  an  interval  by  menstruation,  which  is 
a  means  of  depletion  to  the  disappointed  pregnancy.  Now,  in 
this  person  whom  I  call  perfectly  healthy  there  may  have  been 
some  factor  to  cause  at  these  times  an  interference  with  the  com- 
pensatory congestion.  I  do  not  exactly  like  the  term  compensa- 
tory, but  rather  cyclic  congestion;  for  although  an  ovary  were 
unable  to  accommodate  the  increased  amount  of  blood  incident  on 
ovulation,  and  the  uterus  and  mammary  glands  relieve  it,  still  if 
this  cycle  is  only  a  prototype  of  the  larger  eycle  of  pregnancy 
there  would  be  also  congestion  of  these  organs  at  the  same  time, 
unnoticed  if  in  a  healthy  condition. 

Unimpregnated  Cycle. 

Ovulation — Ovarian  congestion;  mammary  congestion  not  often  evi- 
denced and  uterine  congestion  depleted  by  menstrual  flow. 

Ovulation  again. 

Impregnated  Cycle. 

Ovulation — Ovarian  congestion. 
Pregnancy — Uterine  congestion. 
Lactation- — Mammary  congestion. 

In  the  intermenstrual  period  in  which  mammary  symptoms 
were  complained  of  there  was  no  leucorrheal  discharge,  so  evi- 
dently the  brunt  of  the  congestion  fell  on  the  mammary  gland; 
only  one  was  affected  and  this  leads  to  an  inquiry :  Does  ovula- 
tion occur  alternately  ?— Aristotle's  idea  that  one  ovary,  the  right, 
produces  males  and  the  left  females.  The  fact  that  the  mam- 
mary symptoms  preceding  the  menstruation  of  May  2  occurred 
in  the  right  breast,  and  those  preceding  that  of  July  29  in  the  left 
mammary  gland,  almost  points  to  an  alternate  function  of  the 
ovaries:  preceding  May  2,  right  ovary:  preceding  June  1,  left 
ovary  ( ?) ;  preceding  June  30,  right  ovary  ( ?)  ;  preceding  July 
29,  left  ovary. 

There  may  be  more  truth  than  fiction  in  the  old  idea.  That 
determination  of  sex  rests  on  the  temperament  of  the  parents — 
a  father  more  passionate  than  the  mother  producing  a  female 
child,  and  a  mother  more  passionate  producing  a  male— seems 
altogether  too  haphazard  a  method  for  Nature.  In  animals 
producing  more  than  one  offspring  at  the  same  time,  has  any  one 
observed,  as  in  the  cat,  for  example,  whether  the  different  sexes 
are  in  different  sides  of  the  uterus?  Some  women  during  the 
intermenstrual  period  claim  that  they  can  feel  the  ovum  pass 
from  them,  and  at  one  time  I  gave  this  credence ;  but  now  I  be- 
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lieve  that  it  is  only  a  mucous  discharge  from  the  uterus,  caused  by 
a  compensatory  or  cyclic  congestion  of  that  organ  at  the  time  of 
ovulation,  whereby  ovarian  congestion  is  relieved.  The  cases 
of  intermenstrual  pain  of  a  colicky  nature  I  believe  are  due  to 
an  engorged  state  of  the  tubes  or  uterus,  which,  on  account  of 
some  pathological  condition  of  their  muscular  structure,  leads  to 
painful  contraction.  Some  of  these  cases  are  relieved  by  dilata- 
tion of  the  os.  which  would  relieve  an  existing  stricture  pre- 
venting a  free  uterine  circulation;  and  others  are  relieved  by 
removal  of  the  ovaries,  which  would  put  an  end  to  the  congestion 
dependent  on  ovulation.  Slight  symptoms,  such  as  occurred  in 
the  first  case,  could  be  caused  by  any  slight  variation  in  meth- 
ods of  living  or  thinking,  and  by  atmospheric  changes.  One's  at- 
tention has  of  late  been  directed  more  toward  the  effect  of  mind 
on  matter,  of  the  psychological  causes  of  disease ;  and  at  such  a 
time  as  ovulation,  when  most  likely  the  sexual  appetite  is  more 
easily  aroused,  anything,  no  matter  how  chaste  and  pure  the 
person  —  and  I  know  that  this  one  is  so — may  have  the  effect  of 
disturbing  the  normal  painless  cycle.  In  reading  Mr.  Havelock 
Ellis"  "Psychology  of  Sex.**  one  cannot  but  see  how  interwoven 
in  the  being  of  all  is  the  sexual  element  and  how  it  must  affect  the 
•rganism  in  multiple  ways.  No  law  is  recognized  in  the  sexual 
life  of  the  married  of  to-day.  and  how  can  such  beget  children 
not  intoxicated  with  sexuality.1  What  is  sown  is  reaped!  The 
need  of  the  public  to-day  is  not  gynecologists  who  cure  disease, 
but  those  who  will  prevent  disease,  and  this  can  alone  be  accom- 
plished by  studying  the  physiology  of  the  sexual  apparatus  and 
the  sexual  psychology  of  the  individual.  Arch.  Reid  says  "tee- 
total"!"- are  born,  not  made."  and  so  are  sexual  teetotalers  born. 
not  made. 

My  conclusion  is  that  ovulation  .occurs  in  the  middle  of  the 
intermenstrual  period.  The  Levitical  law.  which  was  probably 
obtained  in  part  from  Egyptian  learning— and  this  was  far  ad- 
vanced—forbade coition  during  the  week  following  menstrua- 
tion, but  allowed  it  during  the  rest  of  the  time  up  to  the  com- 
mencement of  the  menses-,  and  this  points  to  ovulation  recurring 
after  the  first  week  after  the  cessation  of  the  menses,  for  thus 
during  the  forbidden  time  there  would  be  no  ovum  lo  be  impreg- 
nated. 
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HYDRORRHEA     GRAVIDARUM. 


W.     SINCLAIR    BOWEN,     M.D., 
Washington,  D.  C. 


A  sudden  discharge  of  watery  fluid  from  the  vagina  during 
pregnancy  naturally  suggests  the  commencement  of  labor,  and 
it  is  of  practical  importance  to  determine  in  a  given  ease  the 
source  of  the  flow.  The  fluid  may  not  have  come  from  the 
amniotic  sac,  but  from  some  portion  of  the  decidua  owing  to  a 
"deciduitis."  Since  hydrorrhea  gravidarum  is,  the  resultant 
of  one  form  of  deciduitis,  it  might  be  well  just  here  to  outline 
briefly  the  other  varieties  of  that  disease. 

Deciduitis  is  an  endometritis  modified  by  the  changes  in  the 
uterine  mucosa  peculiar  to  pregnancy.  The  disease  may  be 
acute  or  chronic.  The  acute  form  may  be  due  to  trauma,  sepsis, 
or  certain  infectious  diseases,  and  it  occurs  in  three  forms, 
namely:  (1)  the  infectious  or  exanthematous,  (2)  the  hemor- 
rhagic, and  (3)  the  purulent.  The  infectious  or  exanthematous 
occurs  with  the  development  of  the  exanthematous  diseases  dur- 
ing pregnancy.  The  mucous  membrane  of  the  body  of  the 
uterus  participates  in  the  eruption  and  becomes  intensely  in- 
flamed, causing  abortion  with  high  maternal  mortality.  The 
hemorrhagic  variety  is  rare:  it  may  accompany  the  acute  in- 
fectious diseases,  and  is  characterized  by  profuse  hemorrhage. 
The  purulent  form  is  more  common  and  often  rapidly  fatal 
following  attempts  at  criminal  abortion  or  other  traumatism. 
The  treatment  of  acute  deciduitis  consists  in  the  management 
of  the  complications  as  they  arise,  the  control  of  hemorrhage, 
and  the  application  of  aseptic  principles. 

Chronic  deciduitis  is  a  much  more  common  complication  of 
pregnancy  and  is  the  predisposing  cause  of  a  majority  of  early 
abortions. 

Causation.— We  may  have  ;i  pre-existing  endometritis  becom- 
ing more  inflamed  in  pregnancy,  due  to  an  increased  vascularity 
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of   the  tissues  involved.     Syphilis  and   other  diseases   have   a 
causal  relation.     There  are  four  varieties  of  chronic  deciduitis, 
differing  in   clinical  history,   severity,    and   in   the   constituent 
element  of  tissue  affected:  (I)  the  diffuse  hyperplastic.  (2)  the 
polypoid,    (3)   the  cystic,  and   (4)   the  chronic  catarrhal.     The 
hyperplastic  variety  consists  in  an  inflammatory  hypertrophy 
of  the  decidua  vera,  with  hemorrhage  into  its  structure,   pro- 
ducing  a  firm   sarcous  mass   which  is  thrown    off   during  the 
abortion,  presenting  what  is  known  as  the  fleshy  mole  of  preg- 
nancy; or,  if  the  hyperplastic  growth  occurs  later  in  pregnancy 
and  the  fetus  goes  on  to  further  development,  adherent  placenta 
is  likely  to  occur,  requiring  considerable  force  to  separate  it 
from  the  uterine  wall.     The  polypoid  variety  is  characterized 
by  the  same  hyperplastic  inflammatory  change,  but  occurring  at 
different  points  over  the  decidua  vera  instead  of  over  a  broader 
surface,  resulting  in  hemorrhage  at  these  points  into  the  de- 
cidua  and   the   formation   of   polypoid   masses   and   abortions. 
The  cystic  variety  results  from  an  inflammatory  closure  of  the 
ducts  leading  from  the  utricular  glands,  with  consequent  accu- 
mulations of  fluid  forming  retention  cysts.     The  fourth  and  last 
form,  the  chronic  catarrhal,  occurs  later  in  pregnancy,  as  a  rule, 
usually  after  the  sixth  month,   and  pursues  a  more   gradual 
course  than  the   other  three  varieties.     It  consists   of  an  ex- 
cessive secretion  of  the  utricular  glands  with  some  amount  of 
hyperplastic  inflammation  of  the  decidua.     It  is  more  common 
in  multipara-.     Adhesions  form   between  amniotic  sac  and  de- 
cidua vera,  preventing  the  escape  of  the  glandular  secretion, 
which  accumulates  in  quantities  sufficient  to  break  the  adhesions, 
and  it   then  makes  its  Avay  with   a   sudden  gush,   constituting 
hydrorrhea  gravidarum,  or  false  waters,  closely  resembling  the 
escape  of  amniotic  fluid  when  the  membranes  are  ruptured. 

There  is  an  uncertainty  as  to  the  exact  etiology  and  pathology 
of  hydrorrhea  gravidarum.  Braun  believed  it  to  be  due  to  a 
pre-existing  endometritis.  Hegar  considered  it  to  be  a  hyper- 
trophic growth  of  the  utricular  glands.  Seanzoni,  Tini,  and 
Chozan  attribute  it  to  the  conditions  of  the  blood,  to  a  transuda- 
tion of  serum  from  the  watery  blood  of  pregnancy  or  an  extrav- 
asation from  the  hyperemia  uterine  mucosa.  The  exact  source 
of  the  fluid  is  as  uncertain  as  is  its  pathology,  and  it  is  more 
than  likely  that  ail  the  constituent  elements  of  the  decidua  con- 
tribute to  the  formation  of  the  fluid.     The  discharge  may  take 
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place  suddenly  without  any  warning,  or  there  may  be  some  dis- 
comfort due  to  slight  uterine  contractions.  It  is  difficult  at 
Times  to  distinguish  such  discharges  from  the  liquor  amnii  by 
any  chemical  test.  The  fluid  is  clear,  thin,  or  pale  yellow,  con- 
taining albumin.  It  may  be  discharged  while  the  patient  is  in 
any  position,  whether  in  bed  or  walking  around.  Usually  the 
discharge  occurs  before  the  end  of  pregnancy  and  without  any 
premonitory  signs  of  labor.  The  flow  occurs  several  or  more 
times.  The  os  is  closed.  Ballottement  may  be  found.  The 
fluid  contains  much  albumin.  In  rupture  of  the  amniotic  sac, 
the  occurrence  is  usually  at  the  end  of  pregnancy  and  immedi- 
ately precedes  delivery.  Labor  pains  have  usually  been  going 
on  for  some  minutes  or  hours.  The  discharge  occurs  but  once. 
The  os  is  open.  There  is  no  ballottement.  The  liquor  amnii 
contains  only  a  trace  of  albumin,  but  an  abundance  of  urea. 

In  connection  with  the  above  remarks  I  will  report  a  case 
which  occurred  recently :  Mrs.  B.,  30  years  old,  a  well-developed 
and  healthy  woman,  has  one  child  10  years  old.  Her  second 
pregnancy  began  about  a  year  ago  and  progressed  normally 
until  about  the  middle  of  the  sixth  month,  when  suddenly,  while 
asleep  in  bed,  a  large  gush  of  fluid  occurred  from  the  vagina, 
watery  in  character  and  of  sufficient  amount  to  wet  the  bed- 
clothing  and  nightgown.  I  was  sent  for  at  once,  and  supposed 
labor  would  come  on,  but  found  the  patient  in  no  pain  and  bal- 
lottement could  be  easily  detected.  I  concluded  that  the  source 
of  the  fluid  was  other  than  that  of  the  amniotic  sac.  The  os 
was  closed  and  no  uterine  contractions  felt.  I  administered  a 
sedative  and  encouraged  the  patient  to  go  to  sleep.  She  rested 
well  and  remained  in  bed  several  days  until  another  large  gush 
of  fluid  occurred,  and,  becoming  very  nervous  in  bed,  I  allowed 
her  to  sit  up.  One  week  later  a  third  discharge  took  place,  and 
so  it  occurred  from  time  to  time,  until  about  the  end  of  the 
eighth  month  a  large  discharge  was  followed  by  uterine  con- 
tractions which  developed  into  true  labor.  The  amniotic  sac 
protruded  through  the  external  os  and  was  ruptured.  Delivery 
was  easy  and  quickly  accomplished,  and  the  fetus  was  well 
formed,  with  the  exception  of  the  right  leg.  which  was  entirely 
absent,  presenting  the  appearance  of  a  knee-joint  amputation. 
Without  any  traction  on  the  umbilical  cord  the  placenta  was 
easily  delivered,  but  entirely  devoid  of  membranes,  as  though 
the  amniotic  sac  had  been  carefully  cut  away  from  the  circum- 
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ference  of  the  placenta.  I  continued  to  apply  C  rede's  method 
of  expression,  hoping  to  see  the  membranes  come  away,  but 
without  success.  I  placed  the  patient  across  the  bed  and  with 
a  speculum  and  good  light  carefully  inspected  the  external 
os.  I  could  plainly  see  the  edges  of  tin-  sac,  hut  on  applying  a 
small  pair  of  forceps  it  would  tear  away  in  pieces,  and  after 
introducing  my  fingers  it  was  evident  that  the  amniotic  sac  was 
closely  adherent  to  the  uterine  wall  as  far  as  the  fingers  could 
reach.  I  made  no  further  efforts  at  its  removal,  trusting  to 
natural  processes.  The  lochia!  discharge  was  more  or  less  of- 
fensive, and  some  elevation  of  temperature  occurred,  ranging 
between  100°  and  102°.  These  symptoms  were  controlled  by 
daily  intrauterine  irrigation  with  hot  normal  salt  solution.  Each 
napkin  worn  and  each  douche  was  carefully  inspected,  and  I 
was  surprised  to  find  so  little  evidence  of  actual  membrane  re- 
moved, only  a  few  particles  and  threads  at  times.  The  patient 
has  since  menstruated  regularly  and  is  in  good  health. 

Since  writing  the  above  I  have  been  fortunate  in  securing 
a  reprint  of  a  paper  read  before  this  Society  more  than  seven- 
teen years  ago  by  Dr.  Thomas  C.  Smith,  entitled  "The  Watery 
Discharges  of  Pregnant  and  Puerperal  Women— Hydrorrhea 
Gravidarum  et  Puerperarum. "  In  this  paper  the  etiology  of 
hydrorrhea  gravidarum  has  been  most  fully  dwelt  upon,  and  a 
number  of  most  interesting  eases  have  been  described  in  detail. 
1228  Sixteenth  street,  N.  W. 
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Surgery  has  been  called  the  opprobrium  of  medicine ;  and  if 
we  may  consider  surgery  and  medicine  as  separate  entities,  this 
dictum  in  a  sense  is  certainly  true,  for  medicine  only  invokes 
the  aid  of  surgery  when  it  has  acknowledged  its  own  defeat.  In 
the  same  sense,  if  we  may  separate  the  two,  we  must  consider 
pelvic  surgery  the  opprobrium  of  gynecology ;  for  it  is,  or  should 
be,  only  when  gynecology  fails  that  pelvic  surgery  is  invoked. 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
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If  surgery  is  the  opprobrium  of  medicine,  it  is  equally  true 
that  amputation  is  the  opprobrium  of  surgery,  and  that  pelvic 
surgery,  with  its  numerous  amputations  and  "ectomies, "  is  the 
opprobrium  of  opprobriums.  Therefore  the  gynecologist  who 
becomes  a  pelvic  surgeon  degenerates  as  a  gynecologist.  He 
acknowledges  his  inability  to  cure  without  resort  to  the  oppro- 
brium of  opprobriums.  All  of  us  who  were  in  practice  fifteen 
years  ago  remember  the  days  of  so-called  "tinkering"  at  the 
uterus  and  pelvic  organs,  when  women  came  week  after  week, 
and  month  after  month,  for  bi-weekly  or  tri-weekly  treatments 
at  the  offices  of  gynecologists;  and  we  recognize  the  change  in 
the  methods  now  in  vogue,  whereby  such  patients  are  promptly 
curetted,  relieved  of  their  appendages,  or  otherwise  rapidly 
and  radically  cured — or  buried.  And  though  the  pendulum  has 
swung  back  to  some  extent  from  the  operative  furor  of  a  few 
years  ago.  when  we  first  learned  to  remove  ovaries  with  com- 
parative safety,  and  though  there  is  now  no  wholesale  removal 
of  healthy  organs,  still  the  field  of  gynecology  is  nearly  covered 
to-day  by  the  pelvic  surgeon,  and  non-operative  gynecology  has 
degenerated  into  a  shadow  of  its  former  self.  Is  this  degener- 
acy the  atrophy  of  a  useless  art.  or  is  it  the  result  of  neglect  for 
more  brilliant  and  showy  methods.' 

Many  complex  questions  arise  in  this  connection,  some  of 
which  1  shall  present  for  your  consideration  and  discussion. 
For  the  sake  of  convenience  I  shall  restrict  the  term  gynecology 
so  as  to  exclude  all  operations  except  plastic  and  minor  work 
done  through  the  vagina,  and  all  major  operations,  whether 
done  by  the  vaginal  or  abdominal  routes,  will  be  included  under 
the  head  of  pelvic  surgery. 

There  can  be  no  question  that  the  perfection  of  pelvic  surgery 
is  a  blessing  to  many  suffering  women;  but  it  has  been,  and  is 
now  being,  invoked  in  some  cases  where  it  is  not  needed  and 
where  it  may  prove  a  curse.  We  have  learned  many  important 
truths  from  the  rich  store  of  experience  in  the  past  decade,  but 
have  we  read  aright  and  fully  all  its  lessons?  We  have  learned 
not  to  remove  healthy  ovaries,  but  have  we  learned  that  many 
diseased  ovaries  and  tubes  do  not  need  removal?  Experience 
has  plainly  shown  us  this  fact.  It  has  shown  us  that  there  are 
many  varieties  of  diseased  adnexa.  some  of  which,  even  though 
very  grave,  require  neither  removal  nor  patching  up.  Surgery 
has  shown  us  what  havoc  pus  can  create  in  the  pelvis ;  but  Nature 
has  also  shown  her  marvellous  powers  of  reconstruction.  When 
33 
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first  the  surgeon  became  familiar  with  the  gross  organic  lesions 
of  parametritis  as  viewed  through  an  abdominal  incision,  no 
wonder  he  thought  them  beyond  the  reach  of  anything  but  the 
amputating  knife.  But  larger  experience  has  shown  him  that 
Nature,  properly  assisted,  may  do  what  the  knife  cannot— heal 
without  destruction.  He  has  learned,  by  forced  experience  in 
cases  that  refused  operation  and  in  cases  that  were  too  ill  for 
radical  operation,  that  Nature  may  perform  the  apparently 
impossible  task  of  completely  restoring  some  of  the  worst  pelvic 
inflammations,  even  where  pus  had  formed. 

I  shall  never  forget  a  case  I  saw  with  Dr.  Atkinson  about 
six  years  ago.  This  young  woman  had  a  severe  metritis  and 
parametritis  following  a  criminal  abortion.  The  uterus  was  large, 
boggy,  and  fixed,  the  vaginal  vault  was  everywhere  hard  and 
thick,  and  the  whole  abdomen  tympanitic.  She  had  had  a  high 
septic  fever  for  six  weeks,  and,  while  we  had  no  doubt  that  there 
was  a  large  quantity  of  pus  in  her  pelvis,  we  agreed  that  her 
general  condition  was  so  bad  that  no  operation  could  be  done. 
I  fully  expected  her  to  die  within  twenty-four  hours.  But  she 
recovered  without  any  form  of  operation  and  without  the  dis- 
charge of  any  pus  either  through  the  vagina  or  intestine,  and  her 
recovery  was  complete.  I  examined  her  carefully  two  years 
later  and  could  detect  absolutely  no  sign  of  disease  or  abnor- 
mality. I  have  seen  many  similar  cases,  but  none  quite  so 
striking. 

There  was  much  to  condemn  in  the  old  tinkering  gynecology, 
but  there  was  much  also  that  was  good  that  is  worth  preserving 
and  improving;  and  when  our  eyes  are  less  dazzled  by  the  bril- 
liancy of  operative  measures,  and  we  turn  to  account  the  new 
light  gained  from  operative  treatment,  we  will  get  better  results 
than  in  the  past,  when  pathology  was  dark  and  the  benefits  of 
rest,  drainage,  heat,  and  many  other  valuable  therapeutic  meas- 
ures unappreciated.  The  lesson  we  now  have  to  learn  is  this : 
what  cases  may  be  cured  without  operation,  or  with  minor 
operation,  and  what  cases  must,  go  to  the  pelvic  surgeon.  The 
principal  gynecological  diseases  may  be  roughly  divided  into  a 
few  classes  as  follows:  tumors,  congenital  malformations,  dislo- 
cations of  pelvic  organs,  lacerations,  and  inflammations  acute 
and  chronic.  "We  all  agree  that  tumors  and  lacerations  require 
appropriate  surgical  treatment.  The  other  classes  I  shall  briefly 
consider. 

Acute  inflammations,  unless  I  have  read  very  badly  the  lessoc 
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of  the  past  ten  years,  should  be  taken  from  pelvic  surgery  and 
restored  to  gynecology.  On  November  6,  1896,  I  read  a  paper 
before  this  Society  on  the  "Treatment  of  Acute  Salpingitis."  in 
which  I  endeavored  to  show  that  thorough  and  systematic  treat- 
ment of  this  condition  in  its  earlier  stages  would  usually  bring 
about  resolution  and  recovery;  that  even  when  pus  formed  it 
should  be  evacuated  per  vaginam ;  and  that  in  this  way  we  could 
almost  invariably,  by  safe  palliative  measures,  tide  the  patient 
over  the  acute  stage,  and  perform  a  radical  operation  later,  if 
necessary,  with  comparatively  little  danger.  Further  experi- 
ence has  confirmed  and  extended  these  views,  and  I  now  believe 
that  the  radical  operation  will  seldom  be  found  necessary  if 
proper  treatment  is  continued,  and  that  equally  good  results 
may  be  obtained  in  nearly  all  acute  parametritic  inflammations. 
There  are  several  points  in  the  treatment  that  I  would  empha- 
size: 

1.  Rest.  —  The  importance  of  absolute  rest  in  bed  can  hardly 
be  overestimated.  As  long  as  there  is  hope  of  resolution,  the 
patient  should  not  be  allowed  to  get  up  to  evacuate  the  bowels 
and  bladder,  nor  be  propped  up  in  bed.  but  should  be  made  as 
comfortable  and  kept  as  cheerful  as  possible,  so  as  to  conduce 
to  mental  as  well  as  physical  rest. 

2.  Nursing.—  A  good  trained  nurse  is  invaluable  in  these  cases. 
She  can  enforce  rest,  cheer  and  entertain  the  patient,  keep  her 
clean  and  comfortable,  and  in  many  ways  increase  her  chances 
for  recovery,  besides  carrying  out  the  treatment  ordered. 

3.  Food  and  General  Medicine.— 1  think  far  too  little  im- 
portance has  been  attached  to  this  part  of  the  treatment.  With 
increasing  knowledge  of  Nature's  methods  of  dealing  with  in- 
vading bacteria,  we  recognize  more  and  more  the  importance  of 
the  part  played  by  the  leucocytes  and  blood  serum.  \Ve  look  to 
these  agents  to  perform  the  actual  work  of  repelling  the  invaders 
and  bringing  about  resolution.  But  no  laborer  can  perform  his 
best  work  upon  a  short  ration,  and  it  is  a  matter  of  first  im- 
portance to  supply  the  blood  cells  with  the  best  possible  ration 
in  the  form  of  rich  serum.  As  our  only  ways  of  enriching  the 
blood  serum  are  by  increasing  digestion  and  checking  waste,  it 
becomes  apparent  that  digestants  and  digestive  stimulants,  such 
as  hydrochloric  acid,  pepsin,  strychnia,  and  alcohol,  may  play 
no  small  part  in  the  final  result.  The  food  should  be  of  the  most 
nourishing  and  easily  digestible  kind,  and  the  quantity  limited 
only  by  the  ability  to  digest.     Proteid  food,  beef,  eggs,  milk,  etc., 
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should  be  the  chief  reliance ;  but  great  care  and  judgment  are 
necessary  in  regulating  the  quantity  and  frequency  in  individual 
cases. 

It  is  also  necessary  to  prevent  the  blood  from  becoming  charged 
with  excretory  poisons,  as  far  as  possible,  by  keeping  the  bowels 
open  and  the  skin  clean.  The  bowels  should  be  moved  freely  at 
least  every  other  day  by  salts,  calomel,  or  enema.  It  is  of  great 
value  in  the  beginning  to  keep  the  bowels  a  little  loose  with  re- 
peated small  doses  of  salts,  Opiates  should  not  be  given  unless, 
during  the  formation  of  an  abscess,  the  pain  is  so  great  as  to 
demand  them,  and  then  only  until  the  abscess  can  be  located 

and    opened.        Such    abscesses   can   usually   1 pened   quite 

easily  under  eucaine  anesthesia.  As  a  rule,  pain  is  controlled 
by  rest  and  local  treatment. 

Complicating  diseases  should  be  looked  for,  and  appropriately 
treated  if  found — particularly  syphilis,  malaria,  and  grippe. 
I  believe  that  many  acute  inflammations  of  the  ear.  pleura?,  ab- 
domen, and  pelvic  organs  may  be  traced  to  grippe  as  an  exciting 
cause,  and  that  such  inflammations  frequently  go  on  to  pus  for- 
mation. The  salicylates,  particularly  salicylate  of  einchonidia, 
do  much  good  in  such  cases. 

4.  Local  Treatment.  —  Thorough  uterine  drainage  should  be 
at  once  established  and  maintained.  I  do  not  consider  gauze 
drainage  effective,  and  prefer  the  Outerbridge  drainage  tubes  for 
this  purpose.  These  tubes  can  usually  be  inserted  without  diffi- 
culty or  pain  if  the  cervix  can  be  got  in  proper  position.  Where 
there  is  difficulty,  eucaine  anesthesia  may  be  used  to  advantage. 
Many  uteri  that  seem  to  have  large  cervical  canals  do  not  drain 
well,  and  a  proper-sized  Outerbridge  tube,  made  preferably  of 
silver  wire,  will  make  drainage  efficient.  Curage  and  intra- 
uterine douching  may  be  advisable  where  there  is  abundant 
or  offensive  discharge,  and  these  measures  are  necessary  when 
the  uterus  contains  placental  tissue,  clots,  or  other  debris.  Local 
anesthesia  will  usually  be  sufficient  for  this  purpose.  Vaginal 
douches,  hot  as  can  be  borne,  continued  for  fifteen  or  twenty 
minutes,  are  very  effective  in  relieving  pain  and  promoting 
resolution,  and  if  one-half  per  cent  of  carbolic  acid  be  added 
they  are  more  effective.  These  douches  may  be  followed  by 
tampons  of  glycerin  and  iodine  and  adrenal  extract.  Adrenal 
extract  is  the  most  powerful  vasomotor  and  heart  stimulant 
known,  and  is  readily  absorbed  by  mucous  membranes.  It  is 
doing  much  Uw  the  ophthalmologist,  and  is.  1  believe,  from  my 
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limited  experience  with  it,  destined  to  be  of  great  help  to  the 
gynecologist.  Local  applications  to  the  lower  abdomen  are  also 
useful.  Hot  turpentine  stupes  aid  considerably  in  relieving 
pain,  and  may  be  followed  by  painting  with  iodine. 

I  believe  that  everything  should  be  done  that  may  be  of 
benefit,  however  small,  and  that  these  various  measures  are 
not  usually  practised  in  a  careful  and  systematic  manner. 
Some  physicians  use  one  part  of  the  treatment,  others  another; 
but  it  is  only  by  combining  all  that  the  best  results  are  to  be 
obtained.  This  systematic  treatment  will  result  in  a  cure  in 
the  great  majority  of  cases,  and  will  reduce  the  inflammation 
iti  the  remainder  to  a  chronic  stage. 

I  have  taken  much  time  with  these  details,  because  I  wished 
to  bring  to  mind  the  many  useful  means  we  have  at  command. 
[  might  speak  for  hours  on  the  proper  and  improper  ways  of 
using  these  various  means,  for  as  much  depends  upon  the 
minute  details  of  technique  as  upon  the  remedy  used;  and  1 
believe  that  gynecologists,  in  degenerating  into  pelvic  surgeons. 
have  forgotten  these  details  to  a  great  extent  in  learning  the 
equally  important  details  of  surgical  technique. 

I  will  speak  more  briefly  of  chronic  parametritis,  but  I  must 
insist  that  surgery  is  not  the  only  hope  for  chronic  salpingitis, 
ovaritis,  metritis,  endometritis,  and  other  conditions  included  in 
this  term.  I  have  had  many  such  cases  sent  me  for  operation 
that  1  have  cured  without  operation,  and  I  would  urge  surgeons 
to  give  gynecology  a  fair  trial  in  all  cases,  not  really  urgent, 
before  operating.  The  cause  may  often  be  discovered  and  re- 
moved, and  Nature  will  do  the  rest.  Flexions  and  stenosis 
will  be  found  a  very  common  cause  and  one  usually  removable. 

Two  striking  articles  have  recently  appeared,  one  by  E. 
Ivhrer1  and  one  by  A.  Miiller,2  in  which  a  new  light  is  thrown 
upon  parametritis  posterior.  Both  these  papers  are  compiled 
from  careful  examinations  of  large  numbers  of  cases,  and  show 
that  most  cases  of  posterior  parametritis,  not  gonorrheal,  are 
of  intestinal  origin;  that  they  begin  in  catarrhal  conditions  and 
ulcerations  in  the  lower  bowel:  and  that  removal  of  the  uterine 
appendages  is  useless  as  a  treatment.  We  have  long  known 
that  constipation  and  other  gastrointestinal  diseases  are  closely 
associated  with  uterine  complaints,  and  in  my  early  days  I 
found    it    impossible   to   cure   some   uterine   catarrhs   that  were 

'Centralblatt  fur  Gynakologie,  1901,  No.  52. 
-Ibid..  1902,  No.  52. 
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associated  with  gastrointestinal  catarrh;  but  it  has  apparently 
remained  for  these  gentlemen  to  put  a  proper  interpretation 
upon  these  facts. 

Curetting  does  these  cases  110  good,  and  removal  of  tubes  and 
ovaries  sometimes  only  aggravates  their  condition.  I  have  seen 
some  of  these  women  cured,  or  at  least  greatly  improved,  by  the 
stomach  specialist.  But  there  are  cases  of  chronic  salpingitis 
and  parametritis  that  are  curable  only  by  pelvic  surgery;  and 
when  other  means  fail  after  careful  trial,  I  think  they  should  by 
all  means  have  the  proper  operation.  I  only  ask  that  it  be  not 
done  without  due  consideration  and  after  failure  of  other  treat- 
ment. 

Some  cases  of  congenital  malformation  or  lack  of  develop- 
ment from  their  very  nature  are  remediable  only  by  plastic 
operation;  and  others,  such  as  chlorosis  and  infantile  uteri,  are 
as  plainly  medical  cases.  But  the  most  common  eases  are 
flexions,  and  these  are  best  treated  by  gradual  dilatation  and 
the  wearing  of  drainage  tubes. 

Such  dislocations  as  procidentia  or  prolapse  of  the  uterus 
or  bladder  frequently  require  operation  for  their  cure,  but  I 
believe  that  anteversions  and  retroversions  can  usually  be  reme- 
died by  curing  the  endometritis  that  usually  accompanies  them. 
and  by  the  use  of  tampons  and  the  gradual  breaking  or  stretch- 
ing of  adhesions  with  the  finger. 

1418  L  Street,  N.  W. 
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DR.  ROSS'  CASES  OF  ECTOPIC  PREGNANCY. 


To  The  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Sir: — As  an  addition  to  my  paper  I  would  like  to  insert  the 
following : 

Note  1.  "On  June  2,  1902,  I  operated  on  another  case  of 
extrauterine  pregnancy.  There  were  no  symptoms  of  preg- 
nancy present,  Patient  was  suddenly  taken  with  pain  and  pros- 
tration, and  I  operated  on  her  successfully  within  four  hours. 
removing  a  large  quantity  of  blood  from  the  peritoneal  cavity."' 

Note  2.  "*I  have  also  met  with  another  ease  of  pregnancy 
occurring  twice  in  the  same  patient,  making  my  fourth  case. 
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"Four  years  ago  the  patient  was  operated  on  by  Dr.  Temple, 
of  our  city,  for  extrauterine  pregnancy  with  rupture.  She  re- 
coYered.  I  saw  her  on  July  1,  1902,  with  Dr.  A.  D.  Watson,  of 
Toronto.  She  had  missed  a  monthly  sickness  and  had  gone 
two  weeks  over  her  time.  Complained  of  pain  such  as  she  had 
four  years  before  when  she  was  ill  with  extrauterine  preg- 
nancy. Breasts  looked  suspicious  of  pregnancy.  No  enlarge- 
ment of  uterus  to  be  made  out.  Had  nausea.  She  felt  satis- 
fied that  she  was  pregnant.  On  examination  under  chloroform, 
I  made  out  a  club-ended  tube  on  the  righ+  side.  On  July  3,  at 
the  operation,  a  very  early,  unruptured  extrauterine  pregnancy 
was  found  occupying  the  tube  near  its  abdominal  opening." 

Yours  truly, 

James  F.  W.  Ross. 

481  Sherborxe  street    Toronto. 
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Stated  Mating,  June  25,  1902. 
Tin    President,  Lester  E.  Frankenthal,  M.D.,  in  lh<    Chair. 

TUBAL   ABORTION. 

Dr.  Henry  Banga  exhibited  a  specimen  from  a  patient  30 
years  old,  a  multipara,  who  on  May  28  missed  her  regular 
menstrual  flow.  She  experienced  instead  vague  pains  in  the 
lower  region  of  the  abdomen,  especially  on  the  left  side.  Eight 
days  after  the  expected  time  a  scant  bloody  discharge  began. 
Four  days  later  he  was  called  on  account  of  pains  growing  worse 
and  being  of  a  labor-like,  bearing-down  character.  There  was 
no  fever,  pulse  80,  slight  bloody  discharge  with  a  few  shreds,  the 
uterus  in  median  line,  apparently  somewhat  enlarged,  soft;  in 
the  left  broad  ligament  a  certain  fulness  and  pronounced  tender- 
ness. The  patient  did  not  think  that  she  was  pregnant  and  had 
not  done  anything  to  bring  on  the  flow.  During  the  next  few 
days  the  bloody  discharge  continued,  and  the  pain  at  times  could 
be  controlled  only  by  a  morphine  suppository.  On  the  sixth 
day  of  observation  a  very  tender  swelling  was  first  noticed  in 
Douglas'  pouch,  extending  down  from  the  mass  in  the  region  of 
the  left  broad  ligament.  At  the  same  time  the  uterus  was  pushed 
forward,  upward,  and  to  the  right.     During  the  following  three 
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days  the  tumor  gradually  increased  until  it  reached  the  size  of 
an  orange,  displacing  the  uterus  still  more  in  the  direction 
described.  Meanwhile  he  had  become  fully  convinced  that  the 
case  was  one  of  extrauterine  pregnancy  which  was  undergoing 
rupture.  This  diagnosis  was  based  on  the  following  symptoms : 
(1)  Missing  of  the  menstrual  period,  slight  flow  setting  in  eight 
days  later  and  lasting  two  weeks;  (2)  pain  off  and  on  in  the 
left  side,  low  down  in  the  pelvis,  beginning  before  the  flow  started 
and  continuing  ever  since;  (3)  bimanual  examination  showing 
a  certain  fulness  and  tenderness  in  the  left  side,  in  which  the 
patient  had  never  before  had  any  pain;  (4)  the  sudden  develop- 
ment, within  a  few  days,  of  a  large-sized  tumor  in  Douglas' 
cul-de-sac,  apparently  extending  downward  from  the  mass  in 
the  region  of  the  left  broad  ligament;  (5)  slight  change  in  the 
complexion,  the  lips  having  become  somewhat  paler:  (6)  absence 
of  fever. 

In  view  of  the  steady  continuance  of  the  hemorrhage,  as 
demonstrated  by  the  gradual  growth  of  the  blood  tumor  in 
Douglas'  cul-de-sac;  in  view,  also,  of  the  severe  paroxysms  of 
tearing,  labor-like  pains,  which  began  to  wear  out  the  patient 
and  caused  her  to  beg  for  immediate  relief,  laparatomy  was 
performed  at  the  Policlinic.  The  left  tube  was  removed  and  a 
large  hematocele  of  the  size  of  two  fists  was  evacuated.  Sixty 
hours  after  the  operation  she  had  a  normal  temperature  and 
looked  in  every  respect  as  though  she  were  on  the  road  to  a  rapid 
recovery.  The  specimen  was  an  instructive  illustration  of  what 
is  called  an  abdominal  abortion.  It  showed  the  wide-open,  gaping 
fimbriated  end  of  the  tube,  through  which  the  ovum  was  ready 
to  pass  to  be  expelled  into  the  abdominal  cavity.  The  real  ovum 
had.  of  course,  been  destroyed  long  ago.  This  lump  contained 
what  was  left  of  its  histological  structure  embedded  in  coagula 
formed  by  the  original  hemorrhages  which  led  to  the  detachment 
of  the  ovum  and  to  its  destruction. 

Dr.  T.  J.  AVatkixs. — Many  cases  of  so-called  tubal  pregnancy 
are  cases  of  tubal  abortion,  and  tubal  abortion  is  frequently 
mistaken  for  inflammatory  disease  of  the  appendages.  This  prob- 
ably accounts  for  many  of  the  so-called  cures  of  pyosalpinx 
without  operation,  as  most  eases  of  tubal  abortion  will  recover 
without  operation. 

Dr.  Lester  E.  Frankenthal. — The  history  of  the  patient  is 
exceedingly  instructive,  for  it  shows  that  the  chief  point  in  the 
differential  diagnosis  between  tubal  abortion  and  tubal  rupture 
is  the  slowness  of  the  onset.  The  symptoms  of  shock  are  less 
pronounced  in  tubal  abortion  than  in  tubal  rupture.  We  know 
that  the  causation  of  the  symptoms  of  shock  following  rupture 
is  twofold.  First  there  are  symptoms  produced  by  a  loss  of  blood, 
and,  secondly,  those  produced  by  the  presence  of  a  foreign  body 
in  the  peritoneal  cavity.  In  this  patient  the  hemorrhage  was 
slow,  and  the  formation  of  the  hematocele  was  likewise  slow, 
consequently  the  chief  symptom  was  that  of  pain  and  not  shock. 
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Dr.  Charles  S.  Bacon  reported 

TWO  OASES  OP  INVERSION  OP  THE  UTERUS. 

This  extremely  serious  complication  of  labor  was  fortunately 
very  rare,  as  is  seen  from  the  oft-quoted  statement  that  in  the 
Carl  Braun  Clinic  in  Vienna  no  eases  occurred  in  250,000  con- 
finements. The  eases  reported  were  interesting  as  illustrating 
two  different  etiological  factors :  one.  efforts  at  expression  of  the 
placenta,  and  the  other  an  unknown  factor.  In  one  case  the 
best  method  of  reduction  was  also  demonstrated. 

The  first  case  happened  in  the  speaker's  practice  about  twelve 
years  ago.  The  patient  was  a  multipara  who  had  had  a  rather 
free  postpartum  hemorrhage  in  a  previous  labor.  After  a  short 
normal  labor,  in  which  only  a  very  little  chloroform  was  given 
at  the  end  of  the  second  stage,  considerable  blood  appeared 
shortly  after  the  expulsion  of  the  child,  before  the  birth  of  the 
placenta.  The  uterus  did  not  contract  very  well,  although 
abdominal  massage  was  kept  up,  and,  as  the  hemorrhage  con- 
tinued, Crede  expression  was  resorted  to.  During  the  act  the 
hemorrhage  suddenly  became  greater,  the  patient  complained  of 
severe  pain,  and  the  uterus  disappeared  from  the  abdomen.  The 
right  hand  was  immediately  introduced  into  the  vagina  and 
discovered  the  body  of  the  uterus  inverted  into  the  lower  uterine 
segment.  In  other  words,  the  inversion  had  reached  what  is 
usually  called  the  second  degree.  The  placenta  was  quickly 
detached  and  the  uterus  easily  reinverted.  The  hemorrhage  was 
quite  severe  for  a  moment,  but  was  quickly  controlled  by  a  hot 
intrauterine  douche.  This  case  illustrated  the  danger  of  early 
expression,  and  especially  expression  in  the  absence  of  uterine 
contraction. 

The  second  case  of  inversion  occurred  a  few  months  ago  in  the 
practice  of  a  colleague  who  had  had  an  unusually  thorough 
obstetrical  and  surgical  training.  The  patient  was  82  years  old 
;n id  had  had  two  induced  abortions.  The  pregnancy  had  been 
normal.  The  labor  was  rather  short,  lasting  about  ten  hours. 
There  was  no  obstetrical  interference  whatever.  After  the  birth 
of  the  child  the  physician  massaged  the  abdomen  slightly,  but 
made  no  attempt  to  express  the  placenta,  which  came  away 
completely  and  spontaneously  in  from  ten  to  fifteen  minutes. 
There  was  no  hemorrhage  following  the  expulsion  of  the  placenta. 
Before  the  delivery  of  the  placenta  one  drachm  of  fluid  extract  of 
ergot  was  given.  After  the  delivery  of  the  placenta  the  uterus 
was  felt  firmly  contracted.  The  physician  waited  forty  to  forty- 
five  minutes  longer  to  care  for  the  mother  and  supervise  the 
care  of  the  child.  At  the  end  of  this  period,  everything  seeming 
to  be  in  good  condition,  the  physician  was  about  to  take  his 
departure  when  suddenly  the  patient  complained  of  severe  pains 
and  a  large  quantity  of  blood  poured  forth  from  the  vagina.  A 
hand  on  the  abdomen  disclosed  the  absence  of  the  uterus,  and  the 
other  hand  in  the  vagina  showed  the  presence  of  the  inverted 
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uterus.  The  speaker  was  at  once  sent  for,  and  in  the  meantime 
the  attending  physician  attempted  to  reinvert  the  uterus  by- 
pressure  on  the  fundus,  but  in  vain.  A  hot  douche  then  con- 
trolled the  hemorrhage  to  a  great  extent. 

Reaching  the  house  about  half  an  hour  after  the  occurrence 
of  the  inversion,  the  patient  was  found  in  a  condition  of  extreme 
shock,  with  a  scarcely  perceptible  wrist  pulse,  and  suffering  great 
pain.  The  vaginal  examination  showed  a  complete  inversion  of 
the  uterus,  which  was  quite  well  contracted  and  not  bleeding 
very  much.  Having  pressed  on  the  fundus  and  been  convinced 
that  restitution  by  that  method  would  be  very  difficult  or  impos- 
sible, the  hand  was  then  carried  behind  and  to  the  left  side  of 
the  uterus  up  to  the  junction  of  the  cervix  and  the  vagina,  and 
pressure  was  made  upward.  The  cervix  and  lower  uterine 
segment  yielded  easily  and  was  followed  by  more  and  more  of 
the  uterus,  until  in  a  short  time,  perhaps  one  minute,  the  whole 
uterus  had  been  reinverted.  The  patient  was  at  once  much 
relieved  of  her  pain,  but  the  hemorrhage  became  somewhat  more 
severe.  The  uterus  did  not  contract  well  in  spite  of  a  hot 
douche.  On  account  of  the  desperate  condition  of  the  patient, 
the  douche  was  stopped  in  order  to  give  a  hypodermatic  injection 
of  salt  solution,  the  uterus  tamponed  with  gauze,  and  about  one 
quart  of  salt  solution  then  injected  into  the  thigh.  The  absorp- 
tion was,  however,  very  slight,  the  pulse  did  not  react,  and  the 
patient  died  about  half  an  hour  after  the  speaker's  arrival,  or 
one  hour  and  three-quarters  after  the  end  of  labor.  This  case 
was  of  interest  on  account  of  its  bearing  on  the  question  of 
spontaneous  inversion  of  the  uterus  after  expulsion  of  the 
placenta.  Its  relation,  however,  contained  no  clue  to  help  in 
solving  the  question.  Although  there  was  at  first  contraction 
of  the  uterus,  and  at  no  time  before  the  occurrence  of  the 
inversion  any  hemorrhage  of  importance,  it  was  not  impossible 
that  at  the  time  of  the  inversion  the  uterus  was  in  a  state  of 
complete  relaxation.  According  to  the  best  teaching  on  the 
subject,  such  a  state  of  relaxation  is  highly  probable.  It  was  the 
opinion  of  the  attending  physician  and  the  speaker  that  shock 
was  quite  as  important  a  factor  in  causing  death  as  was  the 
hemorrhage.  It  Avas  possible  that  an  intravenous  injection  would 
have  been  of  greater  value  than  the  subcutaneous  injection. 

Dr.  Rudolph  AV.  Holmes. — Three  years  ago  I  presented  to 
the  Chicago  Medical  Society  a  paper  on  the  etiology  and  mechan- 
ism of  inversion  of  the  uterus;  the  mechanism  was  considered 
from  the  point  of  view  of  anatomical  relations  as  obtained  by  the 
study  of  frozen  sections,  and  from  the  unique  opportunity  of 
studying  the  mechanism  with  inversion  in  progress  in  my  case. 
My  conclusions  were  directly  in  consonance  with  the  teachings  of 
Matthews  Duncan.  He  taught  that  there  were  two  kinds  of 
inversion,  the  active  and  the  passive;  each  of  these  two  classes 
could  be  spontaneous  or  artificial.  Active  inversion  is  where 
either  spontaneous  (abdominal  pressure)  or  artificial  causes  start 
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the  inversion,  and  uterine  contraction  continues  the  process  in 
a  manner  somewhat  analogous  to  intussusception;  the  passive 
inversion  is  carried  on  to  completion  by  the  primal  causes  without 
the  aid  of  uterine  action.  The  passive  type  is  undoubtedly  the 
most  frequent  form.  In  times  past  it  was  held  that  all  inversions 
of  the  uterus  were  due  to  faulty  technique  of  the  attendant  in 
the  third  stage.  I  found  that,  so  far  as  figures  would  show,  only 
twenty-five  per  cent  were  directly  traceable  to  this  cause.  Traction 
on  the  cord  was  the  most  frequent  fault  in  the  technique  of  the 
delivery  of  the  placenta;  Creole's  method  with  a  lax  uterus  was 
the  next  in  frequency.  Because  it  has  been  so  generally  taught 
that  inversion  was  always  an  artificial  condition,  few  had  the 
temerity  to  report  their  cases.  I  know  about  half  a  dozen  men 
in  this  city  who  have  had  one  or  more  cases  of  inversion.  I  am 
convinced  that  time  will  show  that  artificial  causes  are  less 
operative  than  spontaneous  ones.  In  a  large  proportion  of 
women  post  partum  there  is  a  depression  of  the  placental  site., 
and  this  is  more  marked  when  the  site  is  fundal,  or  especially 
over  one  of  the  ora  Fallopii.  An  exaggeration  of  this  depression 
will  produce  the  first  step,  or  introcession ;  the  second  step  is  that 
of  intussusception;  the  third,  that  of  inversion,  or,  where  the 
fundus  appears  between  the  thighs,  inversion  with  prolapse. 

It  is  not  sufficiently  impressed  upon  students  that  the  part  that 
comes  out  last  should  be  returned  first.  It  is  generally  taught 
that  the  fundus  should  be  pushed  back  first.  This  is  wrong. 
Push  back  the  lower  uterine  segment  first,  and  then  the  upper 
segment,  and  in  so  doing  direct  the  pressure  to  one  side  of  the 
promontory,  for  a  projecting  promontory  may  be  the  only 
obstacle  to  a  return.  After  reinversion  is  accomplished  there 
should  be  no  temporizing,  but  the  uterus  should  be  tamponed  at 
once.  It  is  interesting  to  know  that  the  uterus  may  exceptionally 
return  spontaneously,  even  after  a  protracted  period.  A  London 
obstetrician  tried  to  return  a  chronically  inverted  uterus  before 
his  class  and  failed ;  the  next  day  he  was  to  perform  amputation, 
but  when  the  ease  was  presented  to  the  class  it  was  discovered 
that  reinversion  occurred  during  the  night.  Baudelocque  also 
reported  a  case  where  the  uterus  rein  verted  itself  after  a  lapse  of 
eight  years. 

Dr.  Henry  1*.  Newman  read  a  paper  on 

PLASTIC    SURGERY    OF    THE    FEMALE   URETHRA,    WITH   REPORT 
OF  A  UNIQUE  CASE.1 

Dr.  John  Fletcher,  of  Winnetka. — You  probably  all  remem- 
ber my  case  for  which  these  pessaries  were  made.  The  bladder 
at  first  was  very  small  and  urine  ran  constantly,  but  after 
treatment  it  held  four  ounces  of  urine.  The  woman  was  very 
uncomfortable  when  she  came  to  me.  Dr.  Kolischer  had  a 
pessary   which  we  tried  to  use,  but  the  vagina   was  so  small 

'See  original  article,  p.  479. 
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because  of  an  attack  of  diphtheria  that  it  could  not  he  inserted. 
She  came  here  from  Boston  and  infected  her  vagina  with  a 
sponge  that  lay  on  the  wash  bowl.  I  tried  to  devise  something 
that  would  help  her,  and  this  pessary  is  the  result.  She  has  worn 
it  now  two  years  and  with  great  success.  The  pessary  itself 
is  quite  stationary,  but  the  bulb  moves  around  with  every 
movement  of  the  patient.  No  soreness  of  tissues  results,  and 
there  is  no  leakage  at  all  until  the  bladder  fills.  This  releases 
the  spring  slightly  and  there  is  some  dribbling  of  urine.  If  she 
urinates  often  enough  there  is  no  leakage  at  all.  She  can  urinate 
voluntarily,  and  without  any  more  effort  than  if  there  were  no 
Trouble. 

Dr.  Jacob  Frank. — I  would  like  to  know  whether  there  was 
any  loss  of  tissue. 

Dr.  Fletcher. — Yes.  a  ureat  deal.  Dudley  operated  for  stone 
in  the  bladder,  and  she  also  had  one  kidney  and  one  ureter 
removed.  Consequently  the  bladder  was  considerably  smaller 
than  normal. 

Dr.  Charles  S.  Bacon. — I  should  like  to  ask  whether  the 
patient  can  remove  and  replace  the  pessary  herself. 

Dr.  Fletcher. — Xo.  she  cannot.  She  has  tayo  pessaries,  and 
one  is  removed  once  in  three  month-.  Sin-  lives  in  Boston  now, 
and  her  physician  removes  it.  inserts  the  other,  cleanses  the  old 
one  thoroughly  and  keeps  it  in  a  sterile  solution  until  it  is  ready 
to  be  inserted  again. 

Dr.  Palmer  Findley  reported 

A    CASE    OF    CARCINOMA    (  ERVICIS    IN    A    WOMAN    NINETY-THREE 
YEARS  OF  AGE. 

He  was  indebted  to  Mrs.  Dr.  Charles  Becktol  for  the  privilege 
of  seeing  the  case. 

Mrs.  B..  born  in  Pennsylvania  in  1809,  was  at  the  age  of  93 
in  remarkably  good  physical  condition,  save  for  the  following 
complaint :  During  the  last  six  months  she  had  from  time  to 
time  noticed  a  discharge  of  blood  from  the  vagina,  which  she 
thought  to  be  a  return  of  the  menstrual  flow.  The  hemorrhage 
was  associated  with  no  pain,  no  intermenstrual  discharge,  and 
she  suffered  no  discomfort  whatever.  At  first  the  Aoav  lasted 
for  four  or  five  days  and  Avas  not  unlike  her  previous  menses. 
It  recurred  at  intervals  of  from  three  to  five  Aveeks. 

The  patient  began  menstruating  at  14  years  of  age.  Her 
menstrual  periods  Avere  regular  in  time  and  the  quantity  Avas 
normal.  Her  only  illness  Avas  typhoid  fever  at  42  years  of  age. 
She  Avas  married  at  19  and  had  given  birth  to  eio-ht  children,  all 
<>f  whom  lived  until  adult  life.  One  died  at  the  age  of  4.8  from 
cancer  of  the  uterus.  Her  mother  probably  died  of  a  cancer 
Located  in  The  pelvis.  She  reached  The  menopause  at  45  years 
of  age.  During  the  following  forty-eight  years  and  until  six 
months  ago  There  had  been  no  sign  of  hemorrhasre  or  a  discharge 
at  any  time  from  The  genital  tract. 

Examination  showed  a  cauliflower  growth,  the  size  of  a  hen's 


THE    CHICAGO    GYNECOLOGICAL    SOCIETY.  •  >.!.> 

egg\  friable  and  bleeding,  loeated  on  Hie  anterior  lip  of  the 
cervix.  The  vagina  was  as  roomy  as  is  that  of  a  woman  in  the 
period  of  sexual  maturity.  The  mucous  membrane  was  dry  and 
smooth.  The  vaginal  portion  of  the  cervix  was  perhaps  one- 
quarter  of  an  inch  in  length.  No  uterine  body  could  be  felt  by 
rectal  examination,  and  no  sign  of  uterus,  tubes,  ovaries,  or 
tumor  mass  could  be  found  in  the  pelvis.  This  was  the  first 
examination  of  the  patient  that  had  ever  been  made  in  her 
ninety-three  years  of  life,  and  now  that  she  was  in  her  dotage 
it  was  difficult  to  proceed  with  a  thorough  examination.  A 
diagnosis  of  a  cauliflower  cancer  of  the  vaginal  portion  of  the 
cervix  was  based  wholly  upon  the  bimanual  examination,  in 
which  was  found  the  characteristic  tumor  upon  the  cervix  with 
friability  and  bleeding  on  handling.  So  far  as  the  writer  could 
determine,  this  was  the  oldest  reported  case.  He  found  in 
literature  one  case  of  cancer  of  the  cervix  occurring  at  79  years 
of  age.  Dr.  Effa  Davis  had  told  him  of  a  case  in  her  practice 
82  years  of  age. 

Dr.  F.  A.  Stahl  read  a  paper,  illustrated  with  the  stere- 
opticon.  entitled 

INTERPRETATION    OF    THE    HISTOLOGY    OF    THE    VILLI    FROM    EARLY 
INTRA-    AND    EXTRAUTERINE    SPECIMENS.1 

Dr.  Henry  T.  Byford  read  a  paper  on 

LAPARATOMY  FOR  PUERPERAL  INFECTIONS. 

Dr.  A.  GtOLdspohn. — I  understood  the  doctor  to  say  that  his 
first  two  eases  did  not  present  tumefactions  of  any  size  in  the 
immediate  vicinity  of  the  uterus,  in  the  places  where  we  find 
them  so  very  commonly  in  the  puerperal  state  when  infection 
occurs.  If  I  am  correct  in  supposing  that  perhaps  even  the 
uteri  were  somewhat  movable,  then  the  foci  of  infection  could 
"be  assumed  to  be  high  up  and  multiple  and  not  accessible  by  way 
of  the  vagina.  Those  two  eases  T  would  regard  as  properly 
treated  by  abdominal  section,  as  he  did.  But  in  the  third  case 
there  was  tumefaction  low  down  at  the  principal  focus  of  infec- 
tion. There  will,  of  course,  be  tenderness  of  the  appendages, 
even  in  connection  with  a  parametritic  abscess  or  common  cellu- 
litis. Those  cases  are  not  properly  approached  from  above.  The 
third  ease,  as  I  understood  him  to  describe  it,  I  would  open  by 
a  thorough  transverse  posterior  eolpotomy,  preferably  with  the 
Paquelin  cautery,  making  a  sufficiently  large  opening.  Then  the 
finger  should  be  introduced  upward  or  sideways  as  required, 
breaking  down  all  septa  and  converting  the  abscess  cavities  into 
one  distinct  cavity,  then  packing  this  and  leaving  the  packing  for 
a  Aveek.  aiming  to  secure  a  solid  wall  around  it,  so  that  the  cavity 
will  not  collapse  when  the  drain  is  removed,  and  the  opening  in 
the  vagina  will  remain  widely  open  and  can  be  repacked  after 
the  first  packing  is  removed,  if  desirable,  and  large  enough  to 
irrigate  as  long  as  may  seem  desirable.     The  failure  of  these 

'To  appear  in  a  succeeding-  number  of  the  Journal. 
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vaginal-drainage  operations  comes  very  much  from  not  establish- 
ing a  large  enough  opening  from  the  vagina  into  the  abscess 
cavity,  and  also  from  insufficient  exploration  with  the  fingers  at 
the  time  of  the  operation  and  incomplete  breaking-down  of  septa. 
When  this  opening  is  thoroughly  established  we  get  very  good 
results  in  the  majority  of  these  cases,  especially  if  they  present 
tumefactions  in  the  connective  tissue  of  the  broad  ligament. 

In  regard  to  the  route  of  infection  in  the  puerperium.  I  must 
contend  that  in  the  majority  of  cases  it  is  not  the  route  that 
infection  travels  in  non-puerperal  or  ordinary  gynecological 
cases,  in  those  of  gonorrheal  origin,  for  instance,  where  the 
infection  will  practically  always  be  through  the  entire  depth  of 
the  uterus,  out  through  the  entire  length  of  the  tube,  and  will 
cause  a  pelvic  peritonitis,  the  beginning  of  which  is  at  the 
abdominal  opening  of  the  tube.  Therefore  we  find  in  operating 
for  retroversions,  etc..  later  on.  that  adhesions  at  this  point  are 
exceedingly  frequent,  while  real  adhesions  of  the  uterus  itself  are 
more  rare,  because  if  any  pelvic  peritonitis  occurs  it  occurs  near 
the  tube  opening  first.  That  is  the  main  type  of  infection  in 
non-puerperal  cases.  But  in  the  puerperal  uterus  we  have  an 
entirely  different  structure  and  process.  The  uterus  having 
been  recently  distended,  its  wall  is  soft,  thinned,  and  areolar;  the 
lymphatics  are  wide  open;  the  veins  even  are  permeable,  and 
infection  readily  passes  directly  through  the  reticular  cervical 
wall,  so  that  there  is  primarily  a  pelvic  cellulitis  rather  than  a 
pelvic  peritonitis  as  in  other  cases.  Puerperal  infection  fre- 
quently results  in  large  tumefactions  behind  or  at  the  side  of 
the  uterus,  easily  distinguished  by  vaginal  or  bimanual  palpation. 
Sometimes  the  uterus  is  raised  by  the  exudate  and  brought 
forward,  and  it  is  always  held  immovably  by  it.  In  these  cases 
the  route  of  infection  is  direct  by  way  of  the  vagina  and  cervical 
walls.  Inflamed  but  not  distended  tubes  and  ovaries,  as  in  Dr. 
Byf orcl's  third  case,  are  also  present;  but  this  inflammation  will 
usually  subside  after  removal  of  the  principal  foci  of  infection 
below  from  below.  It  is  not  good  practice  to  enter  the  abdomen 
from  above  in  these  cases,  because  we  are  uncertain  how  much 
to  remove,  for  everything  looks  inflamed  and  we  are  tempted 
to  remove  things  unnecessarily.  Such  infection  of  these  parts 
will  subside  and  a  good  many  menstruating  women  will  be  saved, 
while  some  of  them  will  also  retain  the  ability  to  conceive. 

Dr.  Charles  S.  Bacon. — Dr.  Byford's  description  of  how  he 
kept  the  patient  alive  for  operation  is  interesting.  The  use  of 
alcohol  hypodermatically  and  by  rectal  injection  is  undoubtedly 
of  great  value  in  cases  that  cannot  be  fed  in  any  other  way. 
Alcohol  is  a  better  energy-producer  than  the  carbohydrates.  It 
would  also  be  of  great -value  in  all  these  cases  that  are  not 
operated  on.  I  believe  that  the  medical  treatment  of  inoperable 
eases  of  puerperal  infection  is  of  great  importance.  Too  much 
attention  is  given  to  local  and  not  enough  to  general  supporting 
treatment.     The  subject  of  the  operation  in  puerperal  fever  is 
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largely  a  question  of  diagnosis.  It  is  difficult  to  know  when  there 
are  collections  of  pus  present  that  ought  to  be  evacuated.  The 
conclusion  of  Dr.  Byford  cannot  be  accepted :  that,  after  cu- 
rettement  and  washing  out,  the  continuance  of  the  temperature 
is  a  safe  diagnostic  point.  Many  cases  of  general  infection 
finally  yield  to  proper  medical  treatment,  and  the  great  danger 
of  operation  in  these  cases  must  be  considered. 

Dr.  T.  J.  Watkixs. — I  am  entirely  opposed  to  the  use  of 
alcohol  in  septicemia,  as  it  increases  the  work  of  the  already 
overtaxed  kidneys  and  interferes  very  much  with  the  adminis- 
tration of  nourishment.  I  will  cite  briefly  a  case  of  severe 
septicemia  following  miscarriage  without  any  local  manifestations 
of  infection.  Two  or  three  weeks  after  the  infection  occurred 
a  consultant  was  called ;  the  patient,  at  his  suggestion,  was  put 
upon  alcohol  and  rapidly  became  worse.  The  tongue  became 
furred,  the  urine  diminished  in  amount,  and  it  was  difficult  for 
her  to  take  nourishment.  She  also  became  restless  and  somewhat 
delirious.  This  continued  for  four  or  five  days,  when  the 
alcohol  was  stopped  and  the  patient  rapidly  improved.  Another 
consultant  was  later  called  and  alcohol  was  given  and  stopped 
with  the  same  results.  In  septicemia  I  prefer  to  force  nourish- 
ment. When  stimulants  are  needed  I  depend  upon  strychnia, 
camphor,  or  some  ammonia  preparation.  It  is  extremely  difficult 
in  cases  of  puerperal  infection  to  determine  whether  to  operate 
or  not.  In  deciding  this  question  it  is  most  important  to  observe 
the  progress  of  the  ease.  We  should  never  operate  without  first 
thoroughly  exploring  the  uterus  and  cleansing  the  uterine  cavity, 
if  indicated,  after  which  it  should  be  let  entirely  alone.  If  the 
case  afterward  tends  to  get  worse,  an  exploratory  section  is  then 
indicated. 

When  in  doubt  whether  to  employ  the  vaginal  or  abdominal 
route,  I  always  make  a  vaginal,  posterior  cervical  incision  for 
exploration,  and  then  complete  the  operation  by  vaginal  or 
abdominal  section,  as  indicated.  Cases  of  infection  low  down  in 
the  pelvis  should  be  treated  by  very  thorough  incision  and  drain- 
age. Cases  of  puerperal  infection  are  excellent  for  drainage,  as 
in  these  cases  the  inflammatory  exudate  usually  tends  to  entirely 
disappear  by  absorption. 

Dr.  Lester  E.  Fraxkexthal. — I  would  like  to  ask  Dr.  Byford 
whether  any  bacteriological  examinations  were  made  of  the  first 
two  and  the  last  case.  Postpartum  abscess  formations  not  due 
to  the  gonococcus  are  nearly  always  found  in  the  ovary  and 
never  in  the  tube.  I  do  not  wish  to  be  understood  as  saying  that 
the  gonococcus  is  never  found  in  ovarian  abscesses,  but  that 
whenever  an  abscess  is  found  in  the  adnexa  after  abortion  or 
labor,  which  abscess  was  not  present  before  pregnancy,  and  this 
abscess  be  not  caused  by  the  gonococcus.  it  then  is  nearly  always 
in  the  ovary  and  not  in  the  tube,  the  route  of  infection  being- 
through  the  lymphatics  and  blood  vessels  of  the  ovarian  ligament. 

Dr.  Byford  (closing  the  discussion). — I  did  not  have  a  bac- 
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teriological  examination  made,  because  I  did  not  have  the  time 
to  attend  to  it. 

Dr.  Bacon's  stricture  is.  I  think,  based  upon  a  misconception 
of  my  meaning,  as  I  meant  to  say.  if  the  symptoms  continued, 
and  not  the  temperature  only. 

With  regard  to  the  third  case,  mentioned  by  Dr.  Goldspohn. 
he  spoke  more  of  cases  immediately  after  labor.  My  case  was 
one  of  abscess  of  the  ovary,  the  trouble  originating  probably 
five  years  before,  although  she  had  been  having  an  acute 
inflammatory  attack  for  eleven  weeks.  The  ovary  was  not  in 
the  cul-de-sac  of  Douglas,  but  on  the  posterior  surface  of  the 
broad  ligament.  The  temperature  indicated  pus,  and  I  do  not 
see  why  the  doctor  would  wish  to  drain  per  vaginam  when  there 
was  practically  no  danger  in  operating  radically  from  above 
and  curing  the  patient  immediately.  The  patient  got  well  with- 
out any  trouble,  except  a  little  rise  in  temperature  when  the 
vaginal  opening  was  allowed  to  close. 

I  did  not  refer  to  cases  with  laceration  of  the  cervix,  absorption 
of  septic  material,  and  extension  in  the  broad  ligament.  I 
mentioned  only  eases  of  pus  in  the  ovary,  which  I  said  very 
seldom  came  from  infection  through  the  uterine  walls.  The 
ovary  is  very  resistant  To  infection,  and  in  nearly  all  cases  there 
is  some  evidence  of  infection  in  the  tube,  and  even  in  cases  of 
old  abscess  of  the  ovary  the  tube  is  apt  to  acquire  a  normal 
appearance. 

Dr.  Thomas  J.  Watkins  read  a  paper  entitled 

AN    OPERATION    FOR    STRICTURE    OF    THE    RECTUM    IN    WOMEN.1 

Dr.  Jacob  Frank. — I  wish  to  verify  the  statement  that  the 
rectum  can  easily  be  shelled  out  by  making  a  posterior  vaginal 
incision.  I  have  performed  some  of  these  operations,  and  I 
cannot  understand  why  the  doctor  cut  entirely  through  the 
perineum,  except  that  the  entire  perineum  was  involved  and 
the  sphincter  as  well.  If  the  rectum  was  not  diseased  I  do 
not  think  it  was  necessary  to  cut  through  the  perineal  body. 
I  have  shelled  out  a  cancer  of  the  lower  part  of  the 
rectum  in  almost  the  same  way.  dissecting  it  entirely,  leaving 
it  attached  to  the  anus,  however,  and  after  getting  out  the 
entire  mass  I  cut  out  the  diseased  portion,  pulling  the  upper 
end  of  the  bowel  down  to  the  anus,  and  sutured  it  there.  In  the 
female  it  is  a  simple  operation.  The  bleeding  is  slight,  the  bowel 
can  be  enucleated  en  >nass<:.  and  the  sphincter  can  be  saved. 

Dr.  Emil  Ries. — The  operation  described  is  unique  as  far  as 
I  know.  AYhere  the  entire  rectum  down  to  the  anus  is  diseased 
it  is  probably  as  good  as  anything  that  could  be  devised.  I 
operated  six  years  ago  on  a  case,  which  I  afterward  presented 
here,  of  extensive  stricture  of  the  rectum,  where  only  the  mucous 
membrane  of  the  anus  was  left  intact.  The  stricture  extended 
as  high  up  as  could  be  felt  through  the  vagina,  and  a  second 
aSee  original  article,  p.   474. 
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stricture  was  found  in  the  sigmoid,  so  that  I  had  to  bring  down 
the  sigmoid  above  the  second  stricture,  so  that  fecal  matter 
did  not  pass  through  the  diseased  rectum,  but  through  the 
healthy  bowel,  which  I  pulled  down  into  the  anus.  I  saw  the 
patient  again  about  a  month  ago,  and  I  am  glad  to  avail  myself 
of  this  opportunity  to  report  the  case,  because  cases  are  rare 
where  the  results  have  been  observed  for  more  than  weeks  or 
months  after  operation.  The  woman,  when  operated  upon,  was 
extremely  emaciated  and  weighed  about  eighty  pounds.  She  now 
weighs  one  hundred  and  eighty.  She  has  daily  bowel  movements 
without  any  medicine,  and  the  switched-off  portion  of  the  rectum 
and  sigmoid  now  shows  none  of  the  discharge  which  was  present 
during  the  first  year  after  operation.  That  operation  has  one 
advantage  over  the  one  described  by  Dr.  Watkins,  inasmuch  as  it 
can  be  done  in  one  sitting.  If  we  follow  Dr.  Watkins'  plan  we 
have  to  leave  the  rectum  open  for  an  indefinite  length  of  time 
until  the  mucous  membrane  has  healed,  if  it  ever  does.  During 
that  time  the  woman  has  a  fecal  fistula,  or  practically  the  same 
thing,  as  she  has  no  control  of  her  bowels.  Of  course,  where 
the  entire  mucous  membrane  is  diseased  and  where  there  is 
no  possibility  of  getting  healthy  mucous  membrane,  the  operation 
I  described  would  be  more  difficult,  and  that  of  Dr.  Watkins 
would  have  to  be  considered. 

Dr.  J.  Rawson  Pennington. — Dr.  Frank  and  Dr.  Ries  both 
claim  to  have  pulled  the  colon  down  and  fixed  it  at  the  anus. 
This,  in  view  of  its  attachments,  seems  to  me  to  be  impossible,  as 
the  colon  is  quite  firmly  fixed  at  the  splenic  flexure  and  at  the 
external  border  of  the  psoas  muscle,  where  it  terminates.  Of 
course  it  is  possible  to  shell  out  the  internal  tunics  of  the  bowel 
from  the  external,  which,  doubtless,  is  what  these  gentlemen  did. 

Dr.  Jacob  Frank. — This  same  question  was  debated  when 
Dr.  Ries  presented  his  case  a  few  years  ago.  I  do  not  know 
whether  Dr.  Pennington  has  ever  tried  it,  but  I  think  he  can 
get  out  the  entire  bowel  through  that  incision  by  tying  and 
cutting.  I  had  my  doubts  about  it  at  one  time,  but  they  were 
soon  dispelled  by  a  personal  trial  myself.  Once  the  bowel  com- 
mences to  run,  it  is  one  of  the  easiest  things  you  can  imagine  to 
do.  The  rectum  is  the  most  difficult  part,  and  after  it  is  loosened 
the  sigmoid  and  colon  readily  follow. 

Dr.  Emil  Ries. — It  is  certain  that  the  descending  colon  may 
have  a  mesentery,  and  it  is  not  at  all  rare  to  find  this  mesentery 
of  some  size  and  extending  high  up.  Rotter,  of  Berlin,  says  that 
it  is  possible  to  bring  down  not  only  the  sigmoid  but  also  the 
descending  colon,  and  where  a  chronic  dilatation  exists,  due  to 
stricture,  the  colon  pulls  out  peritoneum  and  makes  a  mesentery 
of  it.  There  is  no  doubt  that  the  colon  may  have  a  mesentery, 
but  even  where  it  is  not  present  it  is  very  easy  to  pull  down 
the  bowel,  if  one  is  careful  and  pulls  slowly.     It  has  been  done. 

Dr.  Watkins  (closing  the  discussion). — In  reply  to  Dr. 
Frank's  remarks,  the  first  part  of  my  paper  distinctly  says  that 
34 
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I  attempted  to  resect  the  rectum,  but  had  to  abandon  it  because 
of  the  absence  of  normal  mucosa  below  the  stricture. 
Dr.  Joseph  B.  De  Lee  exhibited  a  specimen  of 

PLACENTA  MEMBRANACEA. 

The  woman  from  whom  I  procured  this  specimen  had  a  difficult 
confinement  lasting  three  days,  nine  years  ago,  which  resulted 
in  spontaneous  delivery  of  a  dead  child.  Eight  years  ago  she 
had  a  prolapsed  cord,  with  anterior  parietal  bone  presentation, 
and  while  we  were  getting  permission  to  operate  the  child  died. 
It  was  necessary  to  perform  a  craniotomy.  She  has  a  contracted 
pelvis  of  the  rachitic  variety,  with  a  conjugata  vera  of  between 
seven  and  eight  centimetres.  Subsequently  she  had  an  operation 
performed,  version  and  extraction,  for  shoulder  presentation, 
which  resulted  in  a  stillbirth.  She  tried  another  obstetrician 
in  the  fourth  confinement.  I  understand  that  she  was  placed 
in  the  Walcher  position  over  night,  and  in  the  morning  the 
forceps  was  applied,  resulting  likewise  in  a  dead  baby.  Finally 
she  came  under  my  care  again  a  few  weeks  ago  and  was  very 
anxious  to  have  a  living  child.  I  immediately  proposed  a 
Cesarean  section,  having  in  mind  my  previous  experience  and 
that  of  the  other  obstetricians,  but  she  refused  this  or  any  other 
operation  which  would  endanger  her  life.  She  finally  consented 
to  a  premature  delivery.  This  noon,  at  12  o'clock,  I  put  a 
colpeurynter  into  the  uterus,  with  twelve  ounces  of  water,  and 
the  pains  came  on  in  twenty  minutes.  I  removed  the  colpeuryn- 
ter in  two  hours  and  the  pains  continued  strong.  At  8  :40  the 
bag  of  waters  ruptured,  and  on  examination  I  found  that  the 
position  had  changed  from  the  cephalic  to  the  breech.  The  cord 
had  prolapsed  and  it  was  almost  pulseless.  The  feet  and  one  arm 
had  come  down  with  the  cord.  I  immediately  put  the  woman 
on  the  table  and  made  an  extraction;  the  indication  for  rapid 
extraction  being  the  almost  absent  pulsation  of  the  cord.  The 
child  was  deeply  asphyxiated,  but  was  resuscitated  by  means 
of  a  tracheal  catheter.  It  cried  vigorously.  Hot  baths  were 
also  given,  and  it  was  soon  breathing  pretty  well  and  had  a  fair 
color.  Immediately  after  delivery  the  woman  began  to  bleed, 
so  that  it  was  necessary  to  remove  the  placenta.  It  was  a  large, 
membranaceous  placenta,  covering  almost  the  whole  extent  of 
the  membranes.  In  putting  my  hand  into  the  uterus  for  the 
purpose  of  removing  the  placenta  on  account  of  hemorrhage, 
the  hand  went  into  the  uterine  wall  and,  as  I  first  thought, 
through  it  into  the  peritoneal  cavity.  I  found  that  the  placenta 
fitted  into  the  uterine  wall  in  folds — dovetailed,  as  it  were — 
and  in  trying  to  get  i't  out  my  finger  passed  into  these  folds 
and,  as  I  thought,  into  the  wall  of  the  uterus.  That  is  the 
condition  which  I  have  found  in  several  other  cases,  but  never  as 
prominently  developed  as  in  this.  It  illustrates  very  forcibly 
the  danger  of  manual  removal  of  even  the  normal  placenta  and 
the  possibility  of  perforation  of  the  uterus. 
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I  do  not  know  much  about  this  condition  pathologically.  That 
endometritis  will  cause  adhesion  of  the  placenta  is  well  known. 
If  I  had  tried  to  remove  the  placenta  in  the  ordinary  way,  I 
would  certainly  have  gone  through  the  uterus.  I  contented 
myself  with  merely  scraping  the  surface  with  the  finger,  remov- 
ing small  shreds  of  the  placenta  at  a  time.  The  placenta  was 
in  the  left  upper  corner  of  the  uterus  and  tightly  adherent.  I 
have  met  this  condition  in  placenta  previa,  where  the  placenta 
was  grown  fast  into  the  uterus,  and  where  it  was  impossible  to 
distinguish  between  placental  and  uterine  tissue.  The  child 
weighed  four  pounds  and  seven  ounces,  and  it  was  very  difficult 
to  extract  even  so  small  a  baby.  It  required  the  extreme  Walcher 
position,  strong  pressure  from  the  outside,  and  Smellie-Veit  ex- 
traction. 

Dr.  Frank  A.  Stahl.- — An  important  feature  of  this  interest- 
ing case  might  be  mentioned  here.  About  a  year  ago  I  was  sent 
for  from  a  neighboring  town  to  attend  this  patient.  She  was 
down  with  a  serious  general,  systemic  toxemia  from  a  septic 
sapremia  following  an  incomplete  abortion  in  the  third  month. 
How  it  was  produced  I  do  not  know.  Perfect  restoration 
followed  a  simple  digital  removal  of  the  foul-smelling  adherent 
particles,  removed  under  chloroform.  Dr.  De  Lee 's  report  shows 
that  conception  must  have  followed  shortly  after  this  curettage. 
That  this  placenta  membranaeea  should  have  produced  such 
grave  changes  in  the  walls  of  the  uterus  as  suggested  by  his 
report  is  unusual.  In  fact,  as  I  heard  him  speak  of  his  curettage, 
I  thought  it  was  due  to  the  fact  that  many  particles  of  this 
placenta  remained  adherent  to  the  walls.  The  appearance  of 
the  placenta  would  suggest  such  a  condition.  Though  late,  it  is 
still  refreshing  to  hear  Dr.  De  Lee  laud  the  versionist  over  the 
craniotomist.  In  this  particular  case,  after  his  craniotomy  she 
was  some  weeks  in  convalescing;  after  my  version  she  walked 
into  my  office  on  the  tenth  day,  reporting  herself  able  to  resume 
her  household  duties.  That  this  placenta  should  take  on  such  an 
abnormal  development  is  quite  natural  after  the  septic  endo- 
metritis following  the  sepsis  of  the  abortion. 
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Stated  Meeting,  May  13,  1902. 

The  President,  Malcolm  McLean,  M.D.,  in  the  Chair. 

Dr.  Herman  J.  Boldt  presented  the  following: 

myomectomy  for  interstitlvl  fibroid. 

The  patient,  S.  O.,  aet.  38  years,  had  been  troubled  with  men- 
orrhagia  since  last  July.    In  addition   there  was  a  constant  bear- 
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ing  down  in  the  pelvis,  so  that  she  could  not  attend  to  her 
duties  of  a  maid  without  much  discomfort.  Examination 
showed  an  interstitial  fibroid  in  the  posterior  wall.  The  ab- 
dominal route  was  chosen,  because  in  such  instances  conservative 
surgery  can  be  carried  out  easier  and  more  successfully  than  by 
the  vaginal  route.  Submucous  neoplasms  and  the  growths  on  the 
lower  segment  of  the  uterus,  especially  when  not  very  large, 
may  be  removed  per  vagiham  equally  well,  thus  avoiding  an 
abdominal  scar.  Convalescence  in  this  instance  is  progressing 
normally. 

PUERPERAL    OVARIAN    ABSCESS ;    ABDOMINAL    SECTION  ;    RECOVERY. 

.Mrs.  R.,  ast.  32,  had  been  delivered  of  her  third  child  four 
weeks  ago.  Beginning  on  the  third  day  after  delivery  she  began 
to  complain  of  pain  in  the  right  iliac  fossa.  The  pain  in- 
creased in  severity  for  about  one  week  and  then  remained  steady 
without  further  exacerbations  or  remissions.  The  temperature 
remained  between  101°  and  102.5°  F.,  pulse  varied  from  100 
to  110.  There  was  no  other  sensitiveness  of  the  abdomen  ex- 
cept in  the  right  hypogastrium.  Bimanual  examination  showed 
the  uterus  to  be  somewhat  enlarged  and  relaxed  in  consistence. 
To  the  right  there  was  a  semi-fluctuating  tumor  about  the  size  of 
a  goose  egg.  It  was  seemingly  not  adherent  to  the  pelvic  floor. 
The  diagnosis  of  ovarian  abscess  was  made  and  confirmed 
on  the  following  day  by  operation.  While  the  adhesions  were 
not  very  firm,  they  were  extensive,  but  it  was  possible  to  remove 
the  pyovarium  without  rupture.     Convalescence  smooth. 

OVARIAN    HEMATOMA;    REMOVAL    BY    VAGINAL    SECTION. 

The  ovary  was  so  much  increased  in  size  (to  that  of  a  large 
hen's  egg)  that  it  was  thought  to  be  a  small  cystoma.  The  cause 
for  intervention  was  constant  pain  in  the  left  ovarian  region, 
which  increased  in  severity  at  every  menstrual  epoch  for  the  past 
four  months.  It  was  removed  by  posterior  vaginal  section,  that 
appearing  to  be  the  most  desirable  point  for  incision. 

CHRONIC    OVARITIS;    VAGINAL   OOPHORECTOMY. 

The  patient,  J.  G..  had  been  a  sufferer  from  severe  ovarian 
pain  for  a  number  of  years.  The  pain  was  intensified  so  much 
during  the  menstrual  flow  that  she  was  compelled  to  remain  in 
bed  for  a  week  to  ten  days  about  that  time.  All  remedies  which 
had  been  used  had  failed  to  give  any  appreciable  relief.  It  was 
decided  to  remove  the  ovaries.  The  glands  showed  the  char- 
acteristic changes  of  chronic  ovarian  inflammation.  Three 
months  have  elapsed  since  the  operation,  and  the  patient  has 
enjoyed  better  health  than  since  the  beginning  of  her  illness. 

PIBROMYOMATOUS    UTERUS;    ABDOMINAL    HYSTERECTOMY. 

The  fibromyomatous  uterus  was  removed  from  a  patient  who 
had  passed  the  menopause  and  about  three  months  ago  began 
to  bleed  irregularly.     With  the  bleeding  it  was  thought  that  the 
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abdominal  tumor  also  increased  in  size.  From  that  time  on  it 
began  to  give  discomfort  from  its  weight.  It  extended  a  little 
above  the  umbilicus.  As  an  additional  source  of  discomfort 
there  Avas  present  an  umbilical  hernia.  The  panhysterectomy 
proved  unusually  difficult  because  on  a  very  long  cervix  (supra- 
vaginal hypertrophy). 

SUPPURATING  PIBROMTOMA  WITH  LARGE  GAS  CYST  IN  THE  ANTERIOR 
WALL  OF  THE  UTERUS;  VAGINAL   HYSTERECTOMY  :  RECOVERY. 

The  opportunity  to  operate  upon  the  patient  was  tendered  me 
through  the  courtesy  of  Dr.  Abram  Brothers,  in  whose  service 
she  was  in  Beth  Israel  Hospital.  I  beg  to  express  my  apprecia- 
tion here  for  the  privilege.  The  woman  had  been  previously 
operated  upon  for  a  large  ovarian  abscess,  and  because  of  rup- 
ture during  operation  the  operator  had  placed  a  Mikulicz  drain 
in  the  pelvis.  Although  the  patient  did  nicely  for  a  couple  of 
weeks,  the  temperature  then  began  to  rise  again  and  the  ab- 
dominal fistula  resulting  from  the  previous  operation  persisted. 
Bimanual  examination  revealed  what  was  diagnosed  to  be  a  right 
pyosalpinx  and  a  fibromyomatous  uterus.  A  radical  vaginal 
operation  was  decided  upon.  Because  of  the  local  conditions 
present  a  paravaginal  section  was  made  to  enable  me  to  get  more 
room  to  work.  On  making  a  hemisection  of  the  anterior  uterine 
wall  into  the  fibroid  a  considerable  quantity  of  foul  pus  escaped 
from  the  tumor,  showing  that  the  suppurating  fibroid  was  prob- 
ably the  cause  of  the  fever.  After  washing  out  the  pus.  the  sec- 
tion was  carried  higher  up  on  the  anterior  Avail,  when  suddenly 
a  large  volume  of  gas  escaped  with  a  hissing  noise,  distinctly 
audible  to  those  near  by.  The  first  thought  was  that  I  had  cut 
into  a  distended  intestine.  Such  was  not  the  case;  it  turned  out 
to  be  a  gas  cavity,  undoubtedly  due  to  an  invasion  of  bacillus 
aerogenes  capsulatus.  The  clamp  method  was  used.  A  recto- 
vaginal fistula  developed  subsequently ;  it  was  of  small  size  and 
low  down.     It  healed  spontaneously. 

MULTILOCULAR  SEROUS  CYSTOMA  OF  THE  OVARY  OF  THE  PAPILLARY 
FORM,  PROBABLY  DUE  TO  REMNANTS  OF  THE  WOLFFUA.N  BODY. 

The  tumor  was  in  the  left  lower  abdomen,  extendingbut slightly 
beyond  the  median  line  toward  the  right,  so  that  it  was  thought 
to  be  a  tumor  of  the  ovary.  The  uterus  was  pushed  toward  the 
right  side  and  in  position  was  anterior.  The  operation  was  done 
by  my  house  surgeon,  Dr.  Vincent.  On  opening  the  abdomen  it 
was  found  that  the  tumor  was  intimately  adherent  to  the  intes- 
tines and  peritoneum  of  the  pelvis  on  the  left  side.  During 
enucleation,  however,  its  origin  was  shown  to  be  from  the  right 
side,  the  tumor  twisting  behind  the  uterus  over  to  the  left.  The 
adhesions  were  universal,  so  that  it  proved  a  very  tedious  enuclea- 
tion. Because  of  the  oozing  from  the  adhesions  the  doctor 
drained  the  pelvis  per  vaginam.  The  woman  did  not  rally  from 
the  shock  of  operation. 
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Accompanying  is  the  report  from  Dr.  Bandler,  who  kindly  ex- 
amined the  specimen : 

The  Pathologist's  Report.  —  The  cyst  sent  me  by  Dr.  Boldt  is 
of  the  size  of  a  large  cocoanut  and  is  composed  of  (1)  a  larger, 
thin- walled  portion  containing  fluid  and  (2)  a  smaller,  fairly 
hard  portion.  Over  the  outer  surface  of  the  cyst  is  the  abdominal 
or  fimbriated  end  of  the  tube,  while  the  abdominal  end  is  ap- 
parently enclosed  by  a  ligature. 

On  opening  the  cyst  the  large  portion  is  found  to  contain  a 
dark,  thin  fluid,  not  blood-stained.  The  inner  surface  shows 
several  papillary  excrescences  and  is  otherwise  smooth.  Scrap- 
ings did  not  show  positive  evidence  of  ciliated  epithelium. 

The  smaller,  hard  portion,  on  opening,  is  composed  of  two 
parts  :  (a)  a  smaller  cyst  like  the  larger  one,  and,  like  it,  contain- 
ing papillary  excrescences ;  and  (b )  a  thick- walled  cyst  contain- 
ing a  thick  pseudo-mucinous  secretion. 

Diagnosis:  Multilocular  serous  cystoma  of  the  ovary  of  the 
papillary  form. 

Etiology :     Probably  due  to  rests  of  the  Wolffian  body. 

Dr.  Egbert  H.  Grandin. — In  reference  to  the  specimen  of  sup- 
posed large  hydrosalpinx  presented  by  Dr.  Boldt,  I  would  say 
that  I  believe  it  is  quite  likely  that  it  is  such.  Only  six  weeks 
ago  I  operated  upon  a  woman  under  the  assumption  that  I  had  to 
deal  with  a  large  myoma  posterior  to  the  uterus,  and,  after  enu- 
cleation, it  proved  to  be  a  thick-walled  hydrosalpinx. 

large  fibroid  tumor  showing  in  one  part  sarcomatous  degen- 
eration.  AND   WITH   A   PECULIAR   APRON-LIKE   GROWTH 
OVER    ITS    ANTERIOR   SURFACE. 

Dr.  Hiram  N.  Vineberg.  — This  tumor  was  removed  from  A. 
L.,  a  spinster  50  years  of  age.  The  patient  could  not  give  a  very 
clear  history  of  herself.  All  the  information  I  could  obtain  was 
that  she  had  had  a  growth  in  the  abdomen  for  years,  but  that  it 
gave  her  no  trouble  until  about  a  year  ago,  since  when  it  has  been 
growing  rapidly.  During  the  same  period  she  has  suffered  with 
profuse  uterine  hemorrhages,  and  for  the  past  five  or  six  months 
she  has  practically  been  an  invalid.  Her  left  lower  extremity 
began  to  swell  about  a  year  ago ;  now  it  is  treble  the  size  of  the 
opposite  one. 

The  patient  is  extremely  emaciated,  being  nothing  but  skin  and 
bones,  and  all  the  visible  mucous  membranes  are  blanched.  The 
abdomen  is  uniformly  distended  by  a  semi-elastic  growth  which 
reaches  from  the  symphysis  to  near  the  umbilicus.  There  is  n<> 
evidence  of  fluid  in  the  flanks.  The  superficial  veins  of  the  ab- 
dominal wall  are  very  much  enlarged.  The  vagina  is  small  and 
atrophic,  and  on  vaginal  examination  the  pelvis  is  found  pretty 
well  filled  with  the  abdominal  tumor.  The  cervix  passes  into  the 
tumor. 

The  diagnosis  was  made  of  a  fibrocyst  of  the  uterus,  or  a  fibroid 
which  was  undergoing  malignant  degeneration.     The  patient  was 
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in  a  very  feeble  condition,  having  been  bed-ridden  for  the  past 
couple  of  weeks. 

She  entered  St.  Mark 's  Hospital  and  was  operated  upon  by  me 
March  31,  1902.  On  opening  the  abdomen  a  peculiar  bluish-red 
mass  presented  itself.  On  enlarging  the  incision  it  was  found 
that  the  mass  covered  the  greater  part  of  the  anterior  surface  of 
the  tumor.  It  was  very  vascular  and  was  extensively  adherent 
to  the  abdominal  parietes.  At  first  I  thought  it  might  be  the 
altered  omentum,  but  the  omentum  was  found  moved  upward 
and  normal  in  appearance  and  very  much  atrophied.  It  w;is 
then  thought  it  might  be  a  thin-walled  ovarian  cyst  which  had 
ruptured,  but  on  removal  of  the  tumor  the  two  atrophied  ovaries 
were  found  attached  to  the  tumor. 

It  was  a  question  whether  it  would  be  safer  to  make  the  at- 
tempt at  removal  of  the  tumor,  in  view  of  the  great  vascularity 
cf  the  outgrowth  and  its  extensive  adhesions  to  the  parietes,  but 
I  decided  in  its  favor.  I  separated  a  portion  of  the  outgrowth 
from  the  abdominal  wall  on  the  left  side ;  then,  by  ligating  in 
succession  the  left  ovarian,  the  left  uterine,  the  right  ovarian, 
the  right  uterine  arteries,  I  succeeded  in  ablating  the  tumor  to- 
gether with  the  cervix  and  adhesions,  thus  far  with  little  or  no 
loss  of  blood.  The  tumor  was  now  free,  excepting  its  attach- 
ments through  the  outgrowth  to  the  abdominal  parietes.  I  was 
now  enabled  to  separate  these  with  scarcely  any  loss  of  blood. 
It  was  remarkable  how  well  the  patient  withstood  the  operation. 
But  such  was  her  lowered  vitality  that,  in  spite  of  there  being  no 
complications  and  in  spite  of  everything  in  connection  with  the 
operation  having  progressed  satisfactorily,  she  died  on  the  ninth 
day,  simply  from  progressive  asthenia  and  emaciation. 

At  the  postmortem  inspection  of  the  interior  of  the  abdomen 
there  was  no  trace  of  any  pathologic  change.  The  main  tumor 
and  the  outgrowth  has  been  kindly  examined  for  me  by  Dr.  F.  S. 
Mandlebaum,  the  Pathologist  at  Mt.  Sinai  Hospital.  One  section 
of  the  tumor  showed  at  one  point  a  sarcomatous  degeneration; 
the  remainder  was  of  a  fibroid  character.  The  outgrowth  was 
found  to  be  of  an  inflammatory  nature. 

SPECIMEN  OF  FATTY  DEGENERATION  OF  AN  OVARIAN   CYST. 

Dr.  Brooks  H.  Wells.  — The  patient,  Mrs.  A.  D..  aged  65,  had 
borne  six  children.  She  had  had  no  miscarriages.  Menopause 
occurred  at  15.  She  had  complained  for  a  number  of  years  of 
dull  aching  pain  in  the  hips  and  thighs,  and  the  abdomen  had 
been  enlarged.  For  two  years  she  had  noticed  spotting  of  blood 
from  the  vagina.  For  several  months  there  had  been  severe  and 
increasing  pain  in  the  lower  abdomen,  rapidly  increasing  anemia 
and  loss  of  flesh  and  strength.  There  was  complete  anorexia, 
insomnia,  and  marked  constipation.  Her  physician,  Dr.  A.  I. 
Miller,  of  Brattleboro,  had  strongly  advised  operation  two  years 
ago.  The  physical  examination  showed  extreme  emaciation. 
Heart,  limes,  and  kidnevs  were  normal.     The  abdomen  was  dis- 
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tended  by  what  was  apparently  a  multiloeular  ovarian  cyst  reach- 
ing to  half-way  between  the  umbilicus  and  the  ensiform. 
Vaginal  exploration  revealed  a  firm,  smooth,  fibroid-like,  rounded 
mass  filling  the  true  pelvis  and  pushing  the  uterus  sharply  back- 
ward and  to  the  left.  A  diagnosis  was  made  of  multiloeular 
ovarian  cyst,  or  fibrocyst  of  the  uterus  with  probable  malignancy. 
The  patient  came  into  my  service  at  the  Polyclinic,  and  on  Feb- 
ruary 3  an  abdominal  section  was  made.  Very  dense  adhesions 
were  found  everywhere,  especially  between  the  cyst  and  the 
omentum  and  intestines.  With  much  difficulty  these  adhesions 
were  separated  on  the  left  side,  and  by  evacuating  the  larger 
portion  of  the  cyst  it  became  possible  to  reach  and  tie  off  the  at- 
tachments of  the  tumor  to  the  uterus.  The  mass  was  then  sepa- 
rated by  the  finger  from  its  inferior  attachments  and  moved  out 
on  to  the  abdomen,  when  it  became  possible  to  deal  with  the  ad- 
hesions to  the  intestines.  In  spite  of  care  and  leaving  portions 
of  the  outer  wall  of  the  cyst  in  places,  several  areas  of  intestine 
were  denuded  and  had  to  have  peritoneum  sewed  over  them  with 
fine  catgut.  The  abdomen  was  closed  and  the  patient  put  to  bed. 
She  received  a  high  enema  of  a  quart  of  hot  normal  salt  solution 
every  four  hours.  She  rallied  well  from  the  operation,  made 
an  uneventful  but  very  slow  convalescence,  and  has  now  gained 
greatly  in  color,  weight,  and  strength.  The  tumor  when  re- 
moved was  of  a  yellow-pink  color  and  its  cavity  was  filled  with 
yellowish-gray  masses  and  old  blood  clots.  A  microscopical  ex- 
amination by  Dr.  Jeffries,  of  the  Polyclinic  Laboratory,  showed 
the  tumor  walls  and  its  blood  vessels  to  be  in  a  condition  of  ex- 
treme fatty  degeneration.  The  grayish  masses  were  coagulated 
fibrin.  The  increasing  anemia  and  weakness  of  the  patient  were 
caused  by  repeated  hemorrhage  from  the  degenerated  blood  ves- 
sels into  the  cavity  of  the  cyst.  There  was  noAvhere  any  sign  of 
malignancy. 

EDEMATOUS    FIBROID. 

Dr.  Brooks  H.  Wells.— Mrs.  V.  D.,  a  widow  of  38.  came  to  me 
March  19  complaining  of  a  rapid  increase  in  the  size  of  the  ab- 
domen which  she  had  noticed  for  five  months.  Menstruation 
had  been  more  free  than  usual  during  the  same  time  and  she 
had  suffered  with  backache  and  pain  over  the  pelvic  region.  I 
had  examined  her  four  years  before  and  found  the  pelvic  organs 
normal.  She  now  had  a  uniform  ovoid  enlargement  of  the 
uterus  similar  in  shape  and  size  to  a  seven  and  a  half  months 
pregnancy.  This  enlargement  was  soft  and  semi-fluctuant,  but 
the  cervix  was  hard.  A  diagnosis  of  rapidly  growing  soft 
myoma  of  the  uterus  was' made,  and,  a  few  days  later,  the  tumor 
was  removed  by  abdominal  hysterectomy.  Convalescence  was 
rapid  and  uneventful.  The  main  interest  of  the  case  is  in  the 
tumor.  Microscopically  it  is  an  ordinary  fibroma.  When  re- 
moved from  the  patient  the  vessels  were  all  held  in  the  grip  of 
clamps,  and.  in  freeing  these,  so  large  an  amount  of  blood  escaped 
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that  the  tumor  shrank  visibly.  On  making  a  longitudinal  median 
section  it  is  seen  that  the  uterine  muscle  is  so  filled  with  venous 
sinuses  as  to  appear  like  an  angioma.  The  fibroid  itself  was  sof  i. 
and  spongy  and  several  ounces  of  clear  watery  fluid  drained  from 
it  in  a  short  time. 

GLANDULAR    POLYP. 

Dr.  Brooks  H.  "Wells.— I  have  also  to  show  a  glandular 
polyp,  the  size  of  a  hen's  egg.  removed  from  the  uterus  of  a 
single  woman  of  42  years.  Her  menstruation  was  normal  until 
two  years  ago.  Since  that  time  it  has  increased  in  quantity  and 
for  four  months  has  been  profuse.  She  has  also  had  a  watery 
discharge  from  the  vagina  for  four  months  and  is  very  anemic 
Examination  showed  the  polyp  protruding  from  the  uterus. 
The  bladder  having  been  separated  and  pushed  back,  the  anterior 
lip  of  the  cervix  was  divided  in  the  median  line  for  an  inch  and  a 
quarter,  so  that  the  attachments  of  the  polyp  to  the  uterine 
fundus  could  be  reached  and  severed.  The  cervix  was  then 
closed  by  interrupted  catgut  sutures  and  the  cavity  of  the  uterus 
packed  with  gauze.     Convalescence  has  been  uneventful. 

Dr.  Herman  J.  Boldt.  — The  specimen  of  myofibroma  I  saw  in 
its  fresh  state,  and  it  was  full  of  vessels  which  were  so  tor- 
tuous that  it  simulated  an  angiomatous  condition.  Such  a 
specimen  I  think  is  rare. 

ECTOPIC    GESTATION. 

Dr.  Egbert  H.  Grandest.— I  wish  to  present  a  specimen  of 
ectopic  gestation  with  the  right  tube  being  in  the  process  of 
aborting  and  the  left  tube  being  distended  with  a  large  clot.  I 
exsected  this  tube,  leaving  the  ovary.  As  is  customary  with 
many  cases  of  ectopic  gestation  which  I  have  seen  and  the  his- 
tories of  which  I  have  recorded,  there  were  no  symptoms  present 
which  suggested  the  condition  beyond  slight  irregularity  in 
menstruation  followed  by  irregular  spotting.  There  was  no  pain 
and  the  uterus  was  small  and  empty. 

A  second  specimen  which  I  expected  to  present  is  being  ex- 
amined by  the  pathologist.  It  consisted  of  the  left  ectopic  tube 
removed  from  a  patient  from  whom,  two  months  previous,  I  had 
removed  the  right  tube  for  the  same  affection.  In  this  case  as 
well,  the  diagnosis  had  been  in  great  doubt  until  a  posterior 
vaginal  section  established  it  by  giving  exit  to  the  blood  which 
had  been  extruded  into  the  peritoneal  cavity.  I  again  wish  to 
Lay  stress  on  the  value  of  the  posterior  section  in  diagnosis,  and  to 
call  attention  to  the  fact  that  nowadays  only  those  cases  of 
ectopic  are  fatal  where  the  surgeon  is  undecided  instead  of 
being  bold  enough  to  make  a  diagnosis  by  posterior  vaginal 
section. 

Dr.  Simon  Marx.  —  The  remarks  made  by  Dr.  Grandin  as  to 
the  value  of  the  vaginal  section  appeal  to  me  very  strongly, 
especially  in  view  of  the  fact  that  within  the  last  few  weeks  I 
have  had  three  eases  under  my  care  which  bring  out  the  value  of 
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his  suggestion.  I  do  not  believe  that  the  diagnosis  is  always  as 
difficult  as  Dr.  Grandin  states,  provided  we  have  such  complica- 
tion in  mind  and  are  looking  for  it.  If  we  think  of  such  a  con- 
dition existing  and  there  are  present  certain  symptoms  which 
warrant  it,  we  at  once  make  a  vaginal  seetion — i.e.,  hemorrhage 
and  pain,  especially  when  these  coexist  with  what  is  supposed  to 
be  a  normal  pregnancy.  If  bleeding  occurs  in  a  supposedly 
pregnant  woman  I  think  it  should  place  us  on  guard,  and  if  sus- 
picious we  should  make  a  vaginal  section  for  exploratory  pur- 
poses. I  do  think  that  there  is  some  risk  run  in  such  a  proced- 
ure ;  but  such  risks  seem  to  be  warrantable  in  the  face  of  the  good 
that  may  result  from  the  relief  of  worry  and  the  value  of  having 
a  correct  diagnosis  of  the  cause  of  bleeding. 

I  have  in  mind  three  cases,  one  of  whom  died  from  the  shilly- 
shallying and  procrastinating.  She  was  treated  by  a  neurologist 
for  splanchnic  paralysis;  if  this  be  the  new  name  given  for  a 
rupture  of  an  ectopic  sac.  it  was  correct,  for  upon  opening  the 
abdomen  it  was  found  to  be  filled  with  blood.     This  patient  died. 

In  another  case  there  was  no  tumor  and  very  few  symptoms 
were  present,  but  I  made  a  presumptive  diagnosis  from  the 
dripping  which  took  place  for  three  weeks.  Examination  under 
chloroform  anesthesia  revealed  nothing;  curetting  the  uterus  and 
examining  the  scrapings  revealed  nothing.  I  then  made  a 
vaginal  section  and  found  I  had  to  deal  with  an  unruptured 
tubal  gestation.  This  was  tied  off.  the  wound  sewn  up.  and  the 
patient  was  out  of  bed  on  the  tenth  day. 

The  third  case  was  a  young  woman  who  presented  the  typical 
history  of  an  extrauterine  pregnane}'.  She  had  a  tumor  to  one 
side  of  the  uterus  and  she  discharged  a  decidual  cast  which  was 
carefully  examined  by  myself  and  a  pathologist:  I  pronounced  it 
a  decidual  east,  and  the  pathologist  agreed  and  further  said  it 
contained  no  chorionic  villi,  which  tended  to  verify  my  diagnosis. 
A  brief  history  of  the  case  is  as  follows : 

She  was  a  young  woman  who  had  given  birth  to  two  children. 
"When  she  had  gone  six  days  over  time  she  began  to  bleed.  This 
kept  up  for  three  weeks  continuously.  She  had  seven-  par- 
oxysmal pain  which  her  family  physician  attributed  to  a  peculiar 
neurosis.  Upon  examination  a  tiuhor  was  found  to  the  right  of 
the  uterus,  the  size  of  a  small  bologna  sausage ;  the  uterus  wa.s 
not  much  congested.  "While  preparing  to  operate  she  passed  a 
complete  decidual  cast :  in  spite  of  this  I  was  advised  by  the  con- 
sultants to  wait — why.  I  did  not  know.  Within  one  week  severe 
pain  occurred,  rupture  took  place,  and  the  entire  abdomen  filled 
with  blood. 

I  simply  want  to  state  that  I  agree  with  what  Dr.  Grandin  has 
said,  and  wish  to  emphasize  the  fact  that  in  atypical  cases, 
with  hemorrhage,  we  should  think  of  ectopic  gestation.  If  we 
have  any  presumptive  evidence  of  its  existence.  I  think  we  are 
justified  in  assuring  ourselves  of  the  correctness  of  diagnosis  by 
making   a   vaginal   section.     I   have   seen   this   year   fifteen   or 
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eighteen  eases.  Why  .'  Because  I  look  for  them,  and  if  T  ha  Ye 
the  least  suspicion  that  an  ectopic  exists  I  make  a  vaginal  section. 
So  far  I  have  not  killed  a  woman  by  such  an  incision,  nor  have 
I  ever  been  sorry  that  I  made  it,  for  I  almost  always  have  found 
something  pathological  to  account  for  the  symptoms. 

Dr.  Dougal  Bissell  read  a  paper  on 

IMPLANTATION    OE    THE    URETER    INTO    THE    BLADDER.1 

Dr.  Florian  Krug.  — I  have  here  a  reprint  from  the  A  nu  rican 
Gynecological  and  Obstetrical  Journal  for  November,  1894,  being 
a  "Report  of  a  Successful  Case  of  Implantation  of  the  Severed 
Ureter  into  the  Bladder,"  done  by  me  in  the  spring  of  1894. 
The  patient.  30  years  of  age,  had  large  multiple  fibroids,  intra- 
ligamentous, and  had  been  treated  by  all  sorts  of  electricity. 
Her  condition  was  complicated  by  the  presence  of  many  ab- 
scesses all  over  the  peritoneal  cavity,  not  only  of  the  ovaries  and 
tubes,  but  also  between  the  intestines ;  in  other  words,  it  was  one 
of  the  worst  cases  one  could  possibly  meet  with  in  performing 
hysterectomy.  Dr.  Baldy  had  invited  me  to  operate  upon  this 
case  in  Philadelphia.  With  Dr.  Baldy 's  assistance  and  in  the 
presence  of  Dr.  Henrotin  and  Dr.  Etheridge,  of  Chicago,  hys- 
terectomy was  performed,  and  during  the  course  of  the  operation 
I  severed  the  left  ureter.  It  was  an  excusable  mistake,  for  the 
ureter  had  an  anomalous  course,  running  in  front  of  the  tumor 
near  the  parietes.  The  ureter  was  severed  at  a  point  where  one 
would  never  look  for  it.  After  completing  the  enucleation  of  the 
tumor  and  the  ablation  of  the  uterus,  the  stumps  were  turned 
into  the  vagina  and  the  peritoneal  flaps  closed.  One  of  the  gen- 
tlemen present  suggested  that  the  kidney  be  removed  on  that 
side.  However,  being  familiar  with  Dr.  Penrose's  case.  I  pro- 
ceeded to  engraft  the  ureter  into  the  bladder.  Dr.  Penrose's  case 
was  the  only  one  I  knew  of  in  America  in  which  the  severed 
ureter  had  been  implanted  into  the  bladder;  I  also  knew  of  a 
case  in  which  an  end-to-end  anastomosis  had  been  performed  by 
Kelly.     From  the  reprint  referred  to  I  read : 

"The  distal  end  of  the  cut  ureter  having  been  tied  off.  an  in- 
cision of  about  an  inch  and  a  half  was  made  into  the  bladder  near 
the  vertex.  A  fine  needle,  threaded  with  finest  catgut,  was  now 
passed  into  the  bladder  from  without  at  a  point  about  half  an 
inch  below  the  incision.  The  needle  was  then  passed  out  through 
the  incision,  then  through  the  ureter  from  without  within,  again 
through  the  incision  into  the  bladder,  coming  out  at  a  point  near 
the  original  insertion.  A  second  suture  was  passed  in  the  same 
way,  taking  hold  of  the  other  side  of  the  ureter.  The  proximal 
end  of  the  ureter  was  now  split  between  the  two  sutures,  and 
each  of  the  two  sutures  loosely  tied  so  as  to  suspend  the  ureter  in 
the  bladder.  The  incision  in  the  bladder  was  then  closed  up  by 
four  tiers  of  running  and  interrupted  sutures,  the  first  two  tiers 

•Will  appear  in  a  succeeding  number  of  the  Journal. 
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including  the  mucous  and  muscular  layer  of  the  bladder,  while 
the  next  two  brought  the  peritoneal  investment  together.  In 
applying  these  sutures  I  had  in  view  not  to  constrict  the  ureter 
by  too  much  pressure,  and  at  the  same  time  to  close  the  incision 
tightly  enough  to  prevent  leakage.  The  abdominal  wound  was 
now  closed  and  a  self- retaining  catheter  inserted  into  the  bladder. 
The  latter  was  removed  on  the  fourth  day  after  operation.  The 
patient  was  catheterized  regularly  during  the  next  few  days,  and 
attended  to  that  herself  for  another  week.  The  bowels  moved 
on  the  third  day."  Entire  convalescence  smooth.  Cystoscopical 
examination  proved  the  patency  of  the  implanted  ureter.  As 
far  as  I  know,  she  was  cystoscoped  by  Dr.  Kelly  some  years  after 
the  operation  and  the  ureter  was  found  still  patent. 

I  want,  to  say  that,  if  the  same  accident  should  occur  to  me 
again.  I  should  proceed  to  anchor  the  ureter  in  the  same  way  and 
not  depend  upon  pulling  the  ureter  down  by  means  of  forceps. 
In  order  to  prevent  leakage  we  should  introduce  several  tiers  of 
sutures  tightly  around  the  ureter,  and  be  careful  not  to  have 
them  too  tight,  producing  a  stenosis.  The  doctor  included  part  of 
the  ureter  in  his  sutures,  stitching  it  to  the  bladder  wall ;  I  think 
they  might  easily  tear  out.  I  believe  the  use  of  guy  ropes  in  sus- 
pending the  ureter  into  the  bladder  wall,  as  it  was  done  in  my 
case,  would  be  the  preferable  operation. 

Dr.  Bache  McE.  Ejimet.-Di1.  Bissell  is  to  be  given  much 
credit  for  his  method  of  implantation  of  the  ureter  into  the 
bladder.  By  his  technique  he  opens  up  the  peritoneum,  ob- 
tains a  clear  field  for  work,  provides  good  drainage  per  vag- 
inani,  and  has  no  fear  of  accidents  following.  Of  course  in 
inserting  his  stitches  he  must  guard  against  the  possibility  of 
leakage  in  the  peritoneum.  "When  he  places  his  patient  in  the 
Trendelenburg  position  and  works  underneath  the  peritoneum, 
this  is  certainly  a  step  in  the  right  direction  and  promises  the 
best  results.  The  same  principle,  working  outside  of  the  perito- 
neum, has  always  been  a  leading  feature  in  ureteral  work.  Dr. 
Bissell  will  doubtless  recall  the  case  of  Mr.  Arbuthnot  Lane,  who 
discovered  a  calculus  in  the  ureter  by  an  incision  through  the 
abdominal  wall.  He  closed  this  and  sought  the  stone  later  and 
removed  it  by  an  incision  in  the  lumbar  region,  working  outside 
of  the  peritoneum.  Similar  work  was  done  by  Mr.  Twynam.  re- 
moving a  stone  from  the  ureter  by  raising  the  peritoneum  in  the 
iliac  fossa.  To  my  mind  it  matters  little  what  particular  kind  of 
stitch  one  uses,  nor  how  it  is  placed,  provided  one  makes  a  tight 
job  and  does  not  constrict  the  ureter.  "Whatever  operation  is 
done  in  ureteral  anastomosis — in  the  lateral  position,  in  the 
oblique,  side-to-side,  end-to-end  or  end-in-end.  or  in  implantation 
— it  must  be  kept  in  mind  that  the  stitches  should  be  covered 
over  with  peritoneum,  in  order  that  rapid  healing  may  occur,  and 
in  many  of  these  cases  no  drainage  is  necessary.  But.  of  course, 
where  there  has  been  much  dissecting,  as  in  this  case,  with  the 
breaking  down  of  cellular  tissue  and  capillaries,  drainage  is  very 
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essential,  to  guard  against  a  pelvic  abscess  rather  than  leakage 
of  urine,  and  that  by  the  vagina  is  well  conceived. 

I  wish  to  congratulate  Dr.  Bissell  for  opening  up  a  new  field 
of  work  and  for  the  marked  advance  he  has  made  in  our  resources. 

Dr.  Herman  J.  Boldt.  — I  wish  to  congratulate  Dr.  Bissell 
upon  his  paper.  The  method  I  have  adopted  in  my  first  instance 
of  uretero- vesical  anastomosis  I  considered  at  that  time  appli- 
cable to  most  cases.  I  have  seen  two  instances  since  where  it  was 
absolutely  impossible  to  get  a  catheter  into  the  ureter  through 
the  vaginal  opening,  although  in  one  instance  I  was  able  to  find 
the  opening  but  unable  to  introduce  the  catheter.  Later,  on  ab- 
dominal section.  I  found  that  the  passage  was  false  and  the  cut 
end  of  the  ureter  high  up.  The  reason  why  I  adopted  such  a 
method  in  the  instance  quoted  by  Dr.  Bissell  was  because  it  was 
my  first  experience  and  it  seemed  most  feasible. 

I  beg  to  report  another  case  which  has  also  not  yet  been  placed 
on  record.  The  operation  was  a  resection  of  a  septic  uterus  with 
the  broad  ligaments;  there  were  multiple  abscesses  of  the  broad 
ligaments  and  uterus  which  necessitated  radical  operation.  The 
ureter  was  severed,  but  it  was  not  discovered  until  the  abdomen 
had  been  closed.  The  patient  recovered  from  the  primary  oper- 
ation and  two  months  afterward  she  was  operated  on  again.  Dr. 
Charles  Jewett,  of  Brooklyn,  was  present.  It  was  impossible  to 
insert  the  catheter  per  vaginam,  and  so  the  ureter  was  found  by 
tracing  it  down  from  the  pelvic  brim.  The  bladder  was  opened 
with  a  one-inch  incision  near  its  base  and  the  ureter  was  im- 
planted there,  the  peritoneum  closed,  and  so  the  work  was  done 
practically  extraperitoneally.  It  seems  to  me  it  is  immaterial 
how  a  ureter  is  implanted  into  the  bladder  so  long  as  the  bladder 
opening  surrounding  the  ureter  is  not  made  so  tight  as  to  cause  a 
constriction.  In  two  instances  I  have  had  it  made  no  difference. 
The  main  feature  is  not  to  make  the  sutures  in  the  bladder,  which 
surrounds  the  ureter,  too  tight.  Also,  they  should  be  applied 
extraperitoneally  and  so  close  the  incision  about  the  ureter  extra- 
peritoneally. 

The  work  of  Dr.  Krug  I  think  is  extremely  commendable,  and 
we  should  be  pleased  to  know  that  it  was  one  of  our  New  York 
men  who  performed  the  operation  in  that  way.  Dr.  Bissell 's 
operation  offers  a  certain  number  of  advantages,  especially  in  the 
way  of  finding  the  ureter  by  opening  the  broad  ligament. 

I  have  had  two  cases  of  implantation  of  the  ureter  into  the 
vagina ;  one  case  failed  entirely ;  the  second  case  died.  I  did  it 
just  prior  to  my  leaving  for  Europe  and  unfortunately  could  not 
leani  any  particulars  on  my  return. 

Dr.  Clement  Cleveland. — The  operation  described  by  Dr. 
Bissell  is  certainly  a  very  interesting  one.  and  I  was  impressed 
with  the  ingenious  way  he  performed  it  and  also  his  dexterity.  It 
was  particularly  interesting  to  see  with  what  ease  it  could  be 
done  with  the  patient  in  the  Trendelenburg  position.  The  point 
made  of  transplanting  the  ureters  into  the  bladder  extraperi- 
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toneally.  entirely  shutting  off  the  abdominal  cavity,  is  an  im- 
portant one. 

Dr.  Hiram  N.  Yixeberg.— The  deposit  of  phosphates  may  have 
been  due  to  the  presence  of  the  raw  surface  in  the  interior  of  the 
bladder.  I  have  now  a  case  under  observation  in  which  the  gen- 
tleman under  whose  care  she  was  sewed  the  cervix  into  the 
bladder  in  order  to  cure  a  vesico- vaginal  fistula.  She  menstruates 
through  the  bladder,  and  every  now  and  then  there  occurs  a 
thick  deposit  of  phosphates  upon  the  eroded  cervix.  From  time 
to  time  I  remove  the  deposit  of  phosphates  through  a  large-sized 
Kelly  cystoscope,  and  she  then  has  relief  until  the  next  men- 
struation. 

Dr.  Emmet.  — In  those  experimental  cases  in  which  end-to-end 
anastomosis  has  been  attempted,  done  upon  a  catheter,  there  be- 
ing no  raw  surface  except  at  the  edges,  yet  the  catheter  has 
been  found  so  encrusted  with  phosphates  that  its  removal  caused 
the  operation  to  fail  utterly,  which  shows  that  the  urine  itself  is 
at  fault. 

Dr.  Dougal  Bissell.  — The  method  of  finding  the  ureter  and 
the  point  of  selection  on  bladder  wall  for  anchoring  the  uretei 
are  the  features  of  my  paper  I  wish  to  lay  emphasis  upon.  As 
stated  by  Dr.  Emmet,  all  methods  of  anchoring  the  ureter  seem 
to  meet  with  success;  but  I  believe  that  the  orifice  can  best  be 
kept  open  by  the  procedure  adopted  by  Krug  and  Baldy  or  that 
snggested  in  the  paper. 
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Meeting  of  May  2,  1902. 
Tin    President,  G.  Wythe  Cook,  aI.D..  in   the   Chair. 
Dr.  J.  Wesley  Bovee  presented  a  specimen  of 

FIBROMATA   OP   BOTH    ("VARIES 

he  had  removed  that  morning,  and.  as  it  was  the  first  of  the  kind 
he  had  seen  in  the  peritoneal  cavity,  he  was  willing  to  accept  the 
statements  of  other  surgeons  that  it  was  an  extremely  rare  con- 
dition. 

The  patient  was  40  years  of  age  and  first  married  at  the  age 
of  16  years.  About  one  year  after  marriage  she  noticed  a  severe 
sore  on  the  vulva  and  in  the  groin.  Concluding  this  was  a 
venereal  disease  contracted  from  her  husband,  she  refused  to  live 
with  him  longer.  A  few7  years  ago  she  was  again  married,  living 
with  this  husband  until  her  admission  into  Columbia  Hospital, 
when  her  husband  left  for  Porto  Rico  with  another  woman.  She 
had  never  been  pregnant.     She  had  suffered  considerable  pain 
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during  the  past  few  years,  and  believing,  from  her  own  sensa- 
tions and  the  opinion  of  the  physician,  thai  she  was  near  the  end 
of  a  pregnancy,  she  had  made  elaborate  preparations  for  her 
accouchement.  This  coming  to  naught,  she  had  called  another 
physician,  who  diagnosed  a  uterine  fibroid  and  sent  her  to  the 
hospital  for  operation.  She  had  a  very  large  abdomen,  which 
was  in  part  due  to  the  very  thick  abdominal  wall  and  to  gaseoi  s 
distension,  as  well  as  to  the  presence  of  the  new  growth.  Not- 
withstanding this  statement  of  hers  regarding  the  sore  and  the 
presence  of  a  scar  on  the  vulva,  such  as  is  usually  seen  after  the 
healing  of  a  chancre,  he  was  led  to  think  the  lesion  was  not 
syphilitic.  Upon  examination  the  cervix  was  found  to  be  hard 
and  the  body  of  about  normal  size.  The  appendages  were  not 
easily  distinguishable  because  of  exquisite  tenderness  and  the 
physical  conditions  above  mentioned.  But  at  about  the  brim  of 
the  pelvis  on  the  left  side  could  be  felt  a  fixed,  hard,  solid  tumor 
that  was  flattened  anteriorly  and  seemed  disconnected  with  the 
uterus  and  appendages.  Believing  this  to  be  retroperitoneal,  it 
was  thought  to  be  a  migratory  uterine  fibroid  dissecting  upward. 

The  operation,  made  through  the  abdominal  wall,  nearly  six 
inches  in  thickness,  revealed  the  growth  to  be  an  ovary  that  had 
undergone  fibroid  degeneration.  It  was  flattened  on  the  anterior 
and  posterior  surfaces,  having  a  thickness  in  this  direction  aver- 
aging two  inches,  and  its  marginal  circumference  was  nearly 
circular  and  about  sixteen  inches.  It  was  nodular,  had  an  un- 
usually well-developed  ligament,  and  was  intimately  adherent 
to  the  posterior  peritoneum  and  omentum.  The  opposite  ovary, 
considerably  enlarged  and  adherent,  was  also  undergoing  the 
same  change  apparently.  The  tubes  were  both  adherent  to  the 
ovaries  and  contained  a  muco-sanguinolent  fluid.  They  had 
several  nodules  from  previous  inflammation — probably  gonor- 
rhea—early in  married  life.  These  fibroids  evidently  developed 
as  a  result  of  inflammatory  disease  of  the  appendages,  the  same 
as  is  occasionally  noticed  in  the  uterus  under  similar  conditions. 

Dr.  Bovee  also  presented  a  specimen  of  ruptured 

TUBAL  PREGNANCY 

removed  from  a  woman,  37  years  of  age,  who  gave  absolutely 
no  history  of  pregnancy.  Her  menses  occurred  at  intervals 
varying  from  twenty-one  to  forty  days,  but  she  had  not  missed 
any  period  during  the  past  year.  A  mass  bulging  the  thin  ab- 
dominal wall  in  the  hypogastric  region,  that  was  sensitive  and 
painful,  together  with  her  pulse  of  high  rate  and  small  volume, 
led  him  to  operate  under  the  impression  that  she  was  suffering 
with  tubercular  disease  of  the  appendages.  Upon  opening  the 
abdomen,  April  30,  he  came  in  contact  with  a  ruptured  tubal 
pregnancy  in  which  the  living  fetus  was  developed  to  about  three 
and  a  half  or  four  months  and  the  placenta  was  attached  to  the 
right  broad  ligament  and  the  intestines.  In  the  sac  was  much 
fluid  and  coagulated  blood.     The  clots  were  also  found  in  the 
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peritoneal  cavity  above  the  .sac  wall,  and  there  were  four  distinct 
crops  of  them.  The  tube  was  found  ruptured  for  an  inch  and  a 
half  at  the  outer  end.  This  was  the  second  living  fetus  he  had 
delivered,  although  he  had  operated  in  periods  of  from  two  weeks 
to  nine  years.  May  2  tubercle  bacilli  were  secured  from  her 
sputum,  and  during  the  third  night  after  operation,  while  cough- 
ing, she  expelled  from  the  vagina  a  typical  decidua.  The  clots 
of  blood  above  mentioned  were  picked  away  with  the  fingers  as 
well  as  could  hurriedly  be  done,  the  condition  of  the  patient 
before  and  during  the  operation  being  extremely  desperate.  No 
washing  was  resorted  to.  as  he  preferred  to  tax  her  absorbents 
later  than  her  recuperative  power  at  the  time. 
Dr.  Bovee  also  presented  a  specimen  of 

SOFT  FIBROMA. 

weighing  about  four  pounds,  removed  sixteen  days  before  from 
a  spinster  of  37  years  who  had  become  blanched  from  continuous 
uterine  hemorrhage  during  several  weeks,  and  which  had  failed 
to  yield  to  his  treatment  persisted  in  during  ten  days.  This 
patient  was  in  a  desperate  condition,  but  under  extreme  stimu- 
lation he  was  enabled  to  remove  this  tumor.  Upon  section  the 
entire  endometrium  presented  no  microscopical  appearances  of 
disease.  During  the  operation  the  blood  was  noticed  to  be  ex- 
ceedingly dilute  and  the  tissues  to  ooze  very  freely.  She  is  still 
pale  and  anemic,  but  sits  up,  eats  well,  and  is  rapidly  improving. 
Dr.  Fry  presented  a 

RUPTURED  TUBAL  PREGNANCY. 

He  said  clot  left  in  the  abdomen  after  ectopic  pregnancy  does 
harm.  He  had  such  a  case  develop  a  septic  condition  and  die 
of  embolism.  He  opened  one  through  the  vagina  and  was  able 
to  get  out  all  the  clots,  but  because  of  fresh  hemorrhage  he  had  to 
open  the  abdomen.  He  thought  it  was  best  to  open  through  the 
vagina  first  in  all  cases. 

Dr.  Bovee  said  nothing  was  to  be  gained  by  opening  the 
abdomen  in  his  case.  He  never  lost  a  case  from  blood  clot;  all 
of  his  fatalities  were  from  hemorrhage.  The  clots  are  adherent 
and  have  to  be  removed  with  the  fingers.  He  would  rather  trust 
the  small  clots  to  Nature.  If  there  is  a  limiting  membrane  over 
the  fetus  it  is  proper  to  go  through  the  vagina.  If  drainage  is 
necessary  from  the  pelvis  he  drains  through  the  vagina. 

Meeting  of  May  16,  1902. 
The  President,  G.  Wythe  Cook,  M.D.,  in  the  Chair. 
Dr.  I.  S.  Stone  read  a  paper  on 

SOME    RECENT    SURGERY    FOR    BILIARY    OBSTRUCTION.1 

Dr.  W.  P.  Carr  said  we  are  just  beginning  to  realize  the  fre- 
'See  original  article,  p.  484. 
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quency  of  gall  stones  and  the  importance  of  this  new  field  of 
surgery.  The  diagnosis  is  doubtful  unless  some  of  the  prominent 
symptoms  are  present.  In  many  cases  where  pain  is  great  there 
is  no  tenderness  and  jaundice  is  frequently  absent.  He  has 
operated  on  six  cases— three  during  the  year— and  in  only  one 
was  there  visible  jaundice.  All  had  bile  in  the  urine.  He  does 
not  operate  unless  there  is  pain  present,  except  when  malignant 
disease  is  suspected.  Catarrhal  jaundice  may  be  due  to 
duodenitis,  which  may  last  two  or  three  weeks  or  months  and 
subside.  In  those  severely  jaundiced  hemorrhage''  is  difficult  to 
deal  with. 

A  case  of  typhoid  fever  developed,  after  four  months,  pain  and 
tenderness  in  the  region  of  the  gall  bladder.  A  quart  of  dark 
fluid  was  let  out,  but  no  stone  was  found.  Drainage  was  em- 
ployed, and  the  next  day  bile  appeared  in  the  stool.  There  is 
very  little  chance  of  hernia  after  these  operations.  He  does  not 
stitch  the  gall  bladder  to  the  peritoneum,  but  uses  a  stiff  tube 
with  catgut. 

Dr.  Miller  said  he  saw  Dr.  Stone's  operation  and  was  filled 
with  consternation  when  he  saw  the  hemorrhage.  In  thinking 
over  the  operation  afterward  he  thought  a  phlebolith  might  be 
taken  for  a  stone,  as  it  has  been  when  lying  along  the  ureter. 

Dr.  J.  T.  Kelley  said  in  a  case  which  he  had  operated  there 
was  no  jaundice.  The  gall  bladder  was  filled  with  a  clear, 
starch-like  fluid,  and  the  stones,  thirty-five  in  number,  were  of  a 
pearly  white.     The  obstruction  was  in  the  cystic  duct. 
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Meeting  of  July  2,  1902. 
The  President,  Peter  Horrocks,  M.D..  in  the  Chair. 
Dr.  R.  H.  Bell  read  a  short  communication  on 

A    CASE    OF    PUERPERAL    ECLAMPSIA,    WITH    AUTOPSY    AND    REMARKS. 

The  clinical  phenomena  were  those  usually  associated  with 
•cases  of  eclampsia,  viz..  headache,  vomiting,  edema,  albuminuria, 
and  finally  fits  and  coma.  It  was  noted,  however,  that  the  urine 
was  little,  if  at  all,  diminished  in  amount,  and  that  albumin, 
though  always  present,  was  never  in  larger  proportions  than  one- 
sixth. 

The  presence  of  jaundice  in  the  later  stages  of  the  illness  was 
also  mentioned,  and  reference  made  to  other  cases  in  which  this 
symptom  was  present. 

A  short  account  followed  of  the  autopsy  and  microscopical  ap- 
pearances of  the  liver  and  kidneys,  both  of  which,  but  especially 
the  former,  showed  marked  degenerative  changes  such  as  have 
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been  described  by  Pelliet  and  others  as  associated  with  cases  of 
eclampsia.  Their  close  resemblance  to  those  seen  in  the  early 
stages  of  acute  yellow  atrophy  was  dwelt  upon,  but  the  fact  was 
mentioned  that  during  life  no  diminution  of  the  size  of  the  liver 
was  made  out  and  that  post  mortem  the  organ  weighed  fifty-five 
ounces.  The  author  suggested  that  the  case  was  interesting  as 
showing  the  close  affinity  of  eclampsia  to  acute  yellow  atrophy 
occurring  in  a  pregnant  woman,  the  postmortem  appearances  be- 
ing  those  associated  with  an  acute  toxemia. 

Some  experiments  with  regard  to  the  toxicity  of  the  blood, 
conducted  by  Dr.  Seligmann,  were  then  recorded.  The  method 
employed  was  the  subcutaneous  injection  of  serum  into  guinea- 
pigs.  Control  experiments  were  made  with  the  blood  from  cases 
of  chronic  uremia  in  the  stage  of  coma,  and  it  was  shown  that  in 
these  cases  the  serum  had  by  no  means  the  same  high  degree  of 
toxicity  as  existed  in  the  case  of  eclampsia. 

Dr.  Cullingwortii  thought  that  there  was  much  that  was  still 
to  be  elucidated  both  about  the  pathology  of  puerperal  eclampsia 
and  that  of  acute  yellow  atrophy  of  the  liver,  and  it  was  quite 
possible  that  some  day  both  might  be  found  to  be  capable  of  be- 
ing classed  under  one  general  heading.  The  difficulties  of  such 
a  case  as  this  would  then  be  cleared  up,  and,  indeed,  this  case 
might  prove  valuable  as  a  sort  of  connecting  link,  all  the  more 
valuable  from  its  having  been  recorded  without  any  attempt  to 
fit  the  facts  on  to  some  favorite  theory.  There  was  just  one  point 
on  which  he  should  like  to  ask  Dr.  Bell  a  question.  The  hemor- 
rhages found  in  the  liver  were  extensive  and  remarkable.  He 
was  not  sure  that  their  extent  had  been  actually  measured  and  re- 
corded in  figures,  but,  from  his  recollection,  he  should  say  the 
larger  one  had  a  sectional  area  of  at  least  three  inches  by  two 
and  one-half  inches.  He  feared  he  was  not  a  sufficiently  expert 
pathologist  to  be  able  to  say  whether  such  a  condition  was  ever 
met  with  in  puerperal  eclampsia  with  kidney  lesions  only. 

Dr.  Eden  said  he  thought  the  case,  which  had  been  so  admir- 
ably reported  by  Dr.  Bell,  was  a  very  important  one.  It  served 
to  support  the  view,  now  gaining  much  favor  abroad,  that  it  was 
possible  to  divide  cases  of  eclampsia  into  two  principal  groups- 
hepatic  and  renal. 

The  morbid  anatomy  of  eclampsia  had  not,  perhaps,  received  as 
much  attention  of  late  as  had  been  paid  to  experimental  work  in 
connection  with  the  toxemic  theory  of  this  disorder.  But  the  oc- 
currence of  well-defined  changes  in  the  liver,  consisting  chiefly 
of  hemorrhages  and  degeneration  of  hepatic  cells,  was  now  well 
established,  and  it  had  of  course  been  long  recognized  that 
marked  changes  might  also  be  found  in  the  kidneys.  Dr.  BelTs 
case  appeared  to  belong  to  the  hepatic  class,  and  the  relation  of 
this  class  to  cases  of  acute  yellow  atrophy  was  one  of  the  most 
interesting  problems  connected  with  the  subject. 

Dr.  Bell  appeared  to  sympathize  with  the  view  that  eclampsia 
was  produced  by  a  toxic  condition  of  the  blood.     This  might  be 
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so:  but  toxemia,  after  all.  was  only  ;i  symptom  like  eclampsia, 
and  we  were  therefore  no  nearer  a  satisfactory  explanation  of 
the  pathology  of  the  condition.  The  real  problem  that  had  to 
be  faced  Avas.  how  did  the  toxemia  arise?  Unfortunately,  no 
answer  could  at  present  be  given  to  this  question.  When  phy- 
siological chemists  had  succeeded  in  separating  from  the  blood 
of  eclamptic  women  definite  toxic  bodies  whose  properties  could 
be  accurately  studied,  some  progress  might  be  made  in  settling 
this  very  difficult  question. 

Dr.  Amand  Routh  rather  doubted  the  diagnosis  of  acute  yel- 
low atrophy  in  this  case,  owing  to  the  absence  of  atrophy.  He 
saw  a  lady,  six  months  pregnant,  who  was  seized  with  severe 
vomiting,  slight  albuminuria,  jaundice,  and  passage  of  blood  per 
rectum.  A  diagnosis  of  acute  yellow  atrophy  was  made  and  the 
uterus  emptied.  The  following  day  puerperal  eclampsia  ensued 
and  she  died,  but  no  postmortem  examination  was  allowed. 

The  President  did  not  think  this  was  an  ordinary  case  of 
puerperal  eclampsia.  On  the  contrary,  it  was  a  very  unusual 
one,  for.  on  the  one  hand,  the  urine  was  never  loaded  with  al- 
bumin, and,  on  the  other,  albumin  was  not  quite  absent.  Again, 
there  was  marked  jaundice,  which  was  uncommon  in  puerperal 
eclampsia.  Hence,  although  the  pathological  changes  in  the 
liver  and  other  viscera  were  of  great  interest,  it  did  not  follow 
that  they  would  be  found  in  ordinary  cases.  He  deprecated  the 
use  of  the  term  puerperal  toxemia,  for  it  was  founded  upon  a 
still  unproved  theory  and  gave  no  picture  of  the  ease  like  the 
term  puerperal  eclampsia  did. 

Dr.  Dkummond  Robinson  referred  to  a  ease  in  which  he  bad 
made  some  experiments  with  the  blood  serum  of  a  patient  who 
during  her  first  pregnancy  had  developed  jaundice  and  albumin- 
uria. Considerable  quantities  of  the  blood  serum  from  this  case 
were  injected  into  guinea-pigs  without  producing  any  effect. 
This  patient  had  no  fits  and  made  a  good  recovery  after  the 
induction  of  premature  labor. 

Dr.  Williamson  considered  that  under  the  term  "eclampsia" 
we  group  together,  at  the  present  time,  conditions  which  have 
very  little  in  common  with  one  another.  On  the  one  hand  there 
is  a  well-marked  group  of  cases  in  which  the  patients  are  the 
subject  of  chronic  nephritis:  in  these  patients  what  we  term 
eclampsia  is  really  a  uremic  condition,  and,  though  modified  by 
pregnancy,  still  differs  in  no  essential  from  uremia  occurring  in 
a  non-pregnant  woman.  But  there  is  another  and  an  entirely 
different  class  of  cases  in  which  the  convulsions  appear  to  de- 
pend upon  an  acute  toxic  poisoning,  the  stress  of  which  falls 
more  especially  upon  the  liver,  and  the  kidneys  may  almost  en- 
tirely escape  damage. 

In  support  of  this  contention  he  quoted  a  case  recently  seen 
in  which  forty  eclamptic  fits  occurred  within  twenty-four  hours 
of  delivery.  The  urine  was  not  reduced  in  amount,  the  per- 
eentage  of  urea  never  fell  below  l.o'  per  cent,  only  a  slight  cloud 
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of  albumin  was  present,  and  no  tube  casts  were  found.  After 
the  cessation  of  the  fits,  however,  the  patient  became  deeply 
jaundiced  and  bile  was  found  in  the  urine.  The  patient  re- 
covered. 

Mr.  Alban  Doran  exhibited  a 

RETROPERITONEAL    LIPOMA    WEIGHING    THIRTEEN    POUNDS    TWELVE 

OUNCES 

removed  from  a  woman  aged  47.  The  omentum  was  not  in- 
volved. The  right  kidney  lay  on  the  pelvic  brim,  in  a  lobe  of 
the  tumor,  which  was  supplied  with  blood  by  large  vessels  aris- 
ing close  below  the  pancreas.  The  patient  rallied  from  the 
operation,  but  died  thirty-eight  hours  later  from  suppression  of 
urine.  Mr.  Doran  noted  that  surgically  this  kind  of  tumor  must 
be  distinguished  from  the  purely  omental  type  (Meredith  and 
perhaps  Lannander)  and  from  lipoma  of  the  broad  ligament 
(Treves),  varieties  which  allow  of  easy  and  safe  removal.  The 
results  of  extirpation  of  these  absolutely  retroperitoneal  li- 
pomata  were  very  unsatisfactory.  Ferrier  and  Guillemain  ques- 
tion, on  good  grounds,  whether  it  be  justifiable  to  attempt  their 
removal  when  their  nature  is  recognized  at  an  exploratory  oper- 
ation. 

OVARIAN  TUMOR  OBSTRUCTING  DELIVERY   AT  FULL  TERM. 

Mr,  J.  W.  Taylor  read  the  notes  of  a  case  in  which  delivery 
at  full  term  had  been  obstructed  by  the  presence  of  an  ovarian 
tumor  in  the  pelvis.  After  considering  the  relative  advantages 
of  abdominal  and  vaginal  ovariotomy,  it  had  been  decided  to 
make  a  posterior  vaginal  section  and  perform  ovariotomy  dur- 
ing the  progress  of  labor.  This  was  successfully  accomplished 
and  then  delivery  had  been  completed  by  the  aid  of  forceps  with- 
out delay.  The  patient  had  made  an  easy  and  very  satisfactory 
recovery. 

The  President  congratulated  Mr.  Taylor  on  the  happy  ter- 
mination of  his  case.  But  he  could  not  help  feeling  that  he  had 
been  lucky  in  finding  this  ovarian  cyst  so  simple  and  so  fre„' 
from  adhesions.  Had  it  been  a  multilocular  cyst  with  myriads 
of  small  cysts,  had  there  been  a  lot  of  adhesions  extending  to  the 
bowel,  or  had  the  pedicle  been  difficult  to  reach,  he  might  have 
been  obliged  to  open  the  abdomen  after  all. 

He  related  details  of  a  case  in  Guy's  Hospital  where  a  tumor 
occupied  the  pelvis  and  obstructed  labor.  It  was  under  such 
great  pressure  that  it  was  thought  to  be  a  solid  tumor.  Then- 
was  no  fluctuation  and  it  felt  as  hard  as  any  fibroid.  A  needle 
was  pushed  in  and  pus  withdrawn.  Then  an  incision  was  made 
and  a  loculus  emptied',  a  septum  was  punctured  and  another 
loculus  emptied ;  and  then  a  third  one,  after  which  it  was  found 
possible  to  deliver.  Subsequently  another  loculus  of  this  multi- 
locular suppurating  ovarian  tumor  opened  and  discharged  near 
the  navel,  and  the  patient  left  the  hospital  and  was  lost  sight  of. 
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After  trying  operations  per  vaginam,  he  must  say  he  preferred 
to  tackle  these  tumors  through  the  abdominal  wall.  One  great 
danger  was  the  pedicle,  which  sometimes  tore  when  being  pulled 
down  in  order  to  reach  it  from  the  vagina. 

Dr.  Herbert  Spencer  thought  that  abdominal  ovariotomy  was 
preferable  to  vaginal  ovariotomy  in  the  treatment  of  these  cases. 
Mr.  Taylor  seemed  to  have  chosen  vaginal  ovariotomy  partly  be- 
cause he  would  "probably  have  to  evacuate  the  pregnant  uterus 
or  do  a  Cesarean  section  before  he  could  get  at  the  imprisoned 
tumor. ' '  It  could  not  be  too  strongly  insisted  upon  that  Cesar- 
ean section  was  quite  unnecessary.  In  Mr.  Taylor's  case  the 
tumor,  which  he  understood  contained  two  or  three  pints,  would 
certainly  have  reached  above  the  brim  of  the  pelvis  and  might 
have  been  opened  there  possibly  without  much  difficulty.  But 
in  any  case,  by  enlarging  the  incision  (and  it  was  surprising 
through  how  small  an  incision  the  pregnant  uterus  would  pass, 
if  taken  out  one  cornu  first),  the  tumor  could  have  been  easily 
dealt  with,  and  then  forceps  could  have  been  applied  and  the 
uterus  returned.  The  vaginal  operation  appeared  to  him  (while 
having  some  slight  advantages  alluded  to  by  Mr.  Taylor)  to  be 
on  the  whole  inferior,  in  that  it  made  a  wound  in  the  vagina, 
but  did  not  permit  inspection  of  the  other  ovary  nor  allow  of 
such  careful  treatment  of  adhesions  or  of  the  pedicle.  Mr.  Tay- 
lor had  himself  found  difficulty  in  dealing  with  the  pedicle,  in 
that  he  had  tied  it  by  encircling  it  with  a  ligature,  applied  be- 
yond a  pair  of  forceps,  and  had  to  cut  the  ligature  short  by  the 
sense  of  touch.  This  appeared  to  him  to  be  not  free  from  dan- 
ger of  slipping  of  the  ligature. 

Cases  had  been  recorded  of  slipping  of  the  ligature,  and  such 
cases  showed  the  necessity  of  careful  separate  ligation  of  the 
ovarian  vessels  in  the  pedicle  in  cases  of  ovariotomy  during  preg- 
nancy, which  could  only  be  satisfactorily  performed  by  the  ab- 
dominal operation. 

Dr.  Heywood  Smith  said  that  about  seventeen  or  eighteen 
years  ago  he  had  a  similar  case  under  his  care;  he  tapped  the 
ovarian  cyst  per  vaginam  and  delivered  the  woman.  It  was  not 
till  she  Avas  between  three  and  four  months  pregnant  again  that 
she  presented  herself.  He  then  did  ovariotomy  during  the  preg- 
nancy ;  the  patient  did  well,  went  her  full  term,  and  subsequently 
bad  other  children. 

Dr.  Handpield-Jones  recorded  two  cases  of  suppurating 
dermoid  tumor  which  had  obstructed  delivery  at  full  term.  In 
both  eases  he  had  thought  it  best  to  open  the  abdomen  and  re- 
move the  tumors  by  the  abdominal  route.  While  performing 
these  operations  he  had  been  struck  by  the  difficulty  which  would 
have  been  encountered  if  he  had  endeavored  to  effect  the  removal 
by  the  vaginal  route,  for  in  both  these  instances  the  upper  wall 
of  the  tumor  had  been  densely  adherent  to  coils  of  small  in- 
testine, and  great  risk  of  tearing  the  bowel  would  have  arisen 
if  an  attempt  had  been  made  to  withdraw  the  growth  through  an 
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opening  in  the  vagina.  The  plan  of  removing  the  tumor  by  the 
abdominal  route,  and  then  replacing  the  pregnant  uterus  and 
effecting  delivery  by  the  natural  passages,  commended  itself  to 
him  as  by  far  the  safest  and  most  scientific  procedure.  He 
thought  that  Mr.  Taylor  was  to  be  congratulated  equally  on  the 
success  of  his  operation  and  the  good  luck  which  had  attended  it. 
Mr.  Taylor,  in  reply,  said  that,  while  acknowledging  the  good 
fortune  for  which  every  surgeon  should  be  grateful,  he  wished 
the  Fellows  to  understand  that  the  operation  was  deliberately 
chosen  and  that  this  choice  was  made  in  consequence  of  an  ex- 
perience of  vaginal  celiotomy,  extending  now  over  some  nine 
or  ten  years,  during  which  he  had  repeatedly  removed  small 
ovarian  cysts,  diseased  tubes,  small  dermoid  tumors,  and  extra- 
uterine pregnancies  by  the  vaginal  method. 

As  experience  widened,  one  could  generally  judge  what  cases 
were  suitable  for  vaginal  section,  and  it  was  only  in  the  minority 
of  cases  (possibly  some  five  per  cent)  that  an  operation  begun 
by  the  vaginal  had  to  be  finished  by  The  abdominal  route.  Even 
when  this  was  necessary  he  had  found  that  the  additional  vag- 
inal opening  was  no  disadvantage,  being  often  exceedingly  use- 
ful for  drainage.  The  chief  difficulty  of  the  vaginal  operation 
was  undoubtedly  the  comfortable  securing  of  the  pedicle,  but 
(as  a  previous  speaker  had  already  stated)  the  surgeon  could 
leave  a  pair  of  forceps  on  the  stump,  if  necessary,  with  perfect 
safety.  In  addition  the  open  method  of  treating  the  vaginal 
wound  (with  an  iodoform-gauze  drain)  precluded  the  possi- 
bility of  any  serious  hemorrhage  occurring  without  the  imme- 
diate knowledge  of  those  in  attendance. 

As  Dr.  Spencer  was  describing  his  case— requiring  a  large 
abdominal  incision,  eventration  of  the  pregnant  uterus,  and  de- 
livery of  the  child  while  the  uterus  was  still  outside  of  the  ab- 
domen— he  could  not  help  unfavorably  contrasting  the  operation 
as  described  with  the  simple,  direct,  and  comparatively  easy 
method  employed  in  his  own  case.  Moreover,  in  his  own  case  the 
patient  recovered  with  no  abdominal  wound  or  cicatrix.  In  the 
other  operation  a  large  wound  was  made,  and  if  this  was  closed 
hurriedly  'a  proceeding  almost  unavoidable  under  bad  sur- 
roundings) a  hernia  of  the  cicatrix  was  extremely  likely  to  de- 
velop later  on. 

Mr.  Taylor  said  he  would  in  no  case  use  simple  puncture  or 
aspiration  by  the  vagina.  The  danger  of  fouling  the  peritoneum 
by  oozing  from  a  pus  sac  or  dermoid  cyst  eontraindicated  this 
practice,  and  in  every  case  that  recovered  an  operation  had  to  be 
done  later. 

The  method  described  to-night,  Mr.  Taylor  believed,  formed  a 
legitimate  and  very  useful  extension  of  operative  practice,  which 
in  suitable  cases  satisfied  the  requirements  of  good  surgery  much 
better  than  the  more  usual  method  of  operation  by  abdominal 
incision. 
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The  Principles  and  Practice  op  Gynecology.  For  Students 
and  Practitioners.  By  E.  C.  Dudley,  A.M.,  M.D.,  Professor 
of  Gynecology,  Northwestern  University  Medical  School ; 
Gynecologist  to  St.  Luke's  and  Wesley  Hospitals,  Chicago; 
Fellow  of  the  American  Gynecological  Society,  etc.  Third 
edition.  Pp.  760.  With  474  illustrations  and  22  full-page 
plates.  Philadelphia  and  New  York:  Lea  Brothers  &  Co., 
1902. 

The  more  prominent  factors  leading  to  the  success  of  the  first 
edition  of  Dr.  Dudley's  book  were  its  straightforward,  practical 
style  and  the  feeling,  that  grew  on  one  as  he  read  through  its 
pages,  that  it  was  the  product  of  experience  and  a  ripe  judgment 
that  could  safely  be  depended  upon.  These  characteristics  have 
grown  more  pronounced  in  each  succeeding  edition.  In  the 
present  volume  the  general  arrangement  on  pathological  lines 
has  been  retained.  The  subjects  everywhere  have  been  recast 
and  condensed.  Many  of  the  most  important  chapters  have 
been  to  a  great  extent  rewritten.  Everywhere  throughout  the 
work  etiology,  pathology,  symptomatology,  physical  signs,  diag- 
nosis, and  differential  diagnosis,  have  been  taken  out  of  the  para- 
graph form,  rewritten  and  arranged  in  tables  and  parallel  col- 
umns. Many  illustrations  have  been  replaced  by  new  ones,  and 
a  large  number  of  manipulations  have  been  illustrated  by  new 
drawings  showing  the  procedure  step  by  step.  All  of  these 
changes  greatly  increase  the  value  of  the  work  both  for  study  and 
for  reference. 

The  Surgery  of  the  Rectum.  By  Charles  B.  Kelsey,  A.M., 
M.D.,  late  Professor  of  Pelvic  and  Abdominal  Surgery  at  the 
New  York  Post-Graduate  Hospital:  Professor  of  Rectal  Sur- 
gery at  the  University  of  Vermont,  etc.  Sixth  edition.  Pp. 
402.  With  215  illustrations.  New  York:  William  Wood  & 
Co.,  1902. 

Twenty-five  years  of  experience  and  the  desire  that  the  work 
shall  embody  all  recent  scientific  advances  have  led  the  author 
to  entirely  rewrite  this  the  sixth  edition  of  his  book.  He  has 
produced  a  concise,  practical  manual,  and,  while  retaining  those 
qualities  which  have  led  to  success  in  former  editions,  has  elimi- 
nated much  matter  now  out  of  date.  In  the  years  since  the 
first  edition  appeared  the  surgery  of  the  rectum  has  grown  and 
widened,  until  now  it  reaches  out  to  take  in  much  that  was  ex- 
clusively in  the  province  of  the  skilled  gynecologist,  and  it 
becomes  evident  that  the  line  of  division  between  the  rectal 
specialist    and   the   abdominal    and    pelvic   surgeon    has   become 
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broad  and  vague  almost  to  the  point  of  vanishing.     Therefore 
we  commend  the  study  of  the  subject  to  the  gynecologist  as  well 
him  who  would  call  himself  a  rectal  specialist. 

The  Medical  Student's  Manual  of  Chemistry.  By  R.  A. 
Witthaus,  A.M..  M.D.,  Professor  of  Chemistry,  Physics,  and 
Toxicology  in  Cornell  University  Medical  College  in  New 
York.  etc.  Fifth  edition.  Pp.  675.  New  York:  AYilliam 
Wood  &  Co.,  1902. 

This  edition  hears  the  marks  of  a  very  thorough  revision. 
The  introductory  section  on  chemical  physics  has  been  somewhat 
extended,  while  the  section  on  mineral  chemistry  has  been  con- 
densed to  a  minimum  and  the  philosophy  and  broad  principles 
of  the  science  have  been  considered  rather  than  the  details  of 
isolated  facts.  The  section  on  organic  chemistry  has  been  in 
great  part  rewritten  and  somewhat  extended.  Physiological 
chemistry  has  been  given  a  section  by  itself,  as  its  importance  in 
the  medical  curriculum  undoubtedly  demands.  The  section  on 
laboratory  technique,  contained  in  former  editions,  has  wisely 
been  omitted. 

Kikkk's  Handbook  of  Physiology.  Seventeenth  American 
edition.  Revised  by  Wm.  H.  Rockwell,  Jr..  M.D..  and 
Charles  L.  Dana.  A.M..  M.D..  Professor  of  Diseases  of  the 
Nervous  System.  Cornell  University  Medical  College,  New 
York:  Physician  to  Bellevue  Hospital:  Neurologist  to  the 
Montefiore  Home.  Pp.  854.  With  516  illustrations  in  black 
and  color.     New  York :  AYilliam  Wood  &  Co.,  1902. 

Old  wine  needs  no  bush  and  a  seventeenth  edition  no  introduc- 
tion. The  revision  leading  to  this  edition  was  necessary  mainly 
because  of  recent  progress  in  physiological  chemistry.  The 
greatest  changes  are  noticed  in  the  chapters  on  the  chemical 
composition  of  the  body,  on  food  and  digestion,  on  metabolism 
and  diet,  and  on  the  blood. 

The  Diseases  of  Infancy  and  Childhood.  Designed  for  the 
use  of  Students  and  Practitioners  of  Medicine.  By  Henry 
Koplik.  M.D..  Attending  Physician  to  the  Mt.  Sinai  Hospital. 
etc.  Pp.  650.  With  169  illustrations  in  text  and  30  plates 
in  color.  New  York  and  Philadelphia:  Lea  Brothers  &  Co., 
1902. 

While  based  primarily  upon  the  author's  own  large  experience, 
this  book  has  been  produced  in  an  endeavor  to  unify  and  present 
in  convenient  form  the  world 's  best  in  pediatric  science.  Ameri- 
can. English.  French.  German,  and  Italian  practice  is  fully 
represented.  Careful  judgment  has  been  shoAvn  throughout  in 
deciding  between  divergent  views,  and  the  ultimate  result  has 
been  the  production  of  a  well-digested,  practical,  and  safe  text 
book,  encyclopedic  in  scope.  The  illustrations  are  well  chosen 
and  instructive,  the  type  and  presswork  excellent. 
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The  Theory  and  Practice  of  Infant  Feeding:  With  Notes  on 
Development.     By  Henry  Dwight  Chapin,  A.M.,  M.D,  Pro- 
fessor of  Diseases  of  Children  at  the  New  York  Post-Graduate 
Medical  School  and  Hospital,  etc.     Pp.  326.     With  97  illus- 
trations.    New  York:  William  Wood  &  Co..  1902. 
Dr.  Chapin  has  produced  a  most  acceptable  book  and  one  that 
will  appeal  not  alone  to  the  physician,  but  to  sanitarians,  dairy- 
men,  and  intelligent   mothers.     It   is  essentially   an   exposition 
of  the  most  advanced   theory   and  practice   of  producing   and 
using  milk.     The  style  is  so  simple  and  clear  that  any  mind  of 
ordinary  intelligence  should  grasp  the  author's  meaning. 

The  book  is  divided  into  four  parts.  Part  I.  includes  a  state- 
ment of  the  object  and  processes  of  digestion,  of  its  chemical 
changes,  of  the  processes  by  which  the  digested  food  is  built  into 
living  tissue,  of  the  excretion  of  waste  and  dead  material,  and 
of  how  and  why  the  milk  of  various  animals  differs  in  its  chem- 
ical and  physiological  properties.  Part  II.  is  devoted  to  the 
consideration  of  cow's  milk,  including  its  chemistry,  bacteriology, 
preservation,  marketing,  and  testing.  There  are  also  valuable 
chapters  on  cereal  and  vegetable  foods  and  on  meat  and  egss. 
Part  III.,  on  the  feeding  of  infants,  contains  most  excellent 
and  practical  chapters  on  the  selection  and  preparation  of  foods, 
and  is  the  logical  secpience  of  all  the  preceding  sections.  Part 
IV.  is  on  the  proper  growth  and  development  of  infants. 

We  can  safely  say  that  the  book  should  be  in  the  hands  of 
every  one  interested  in  the  production  and  selling  of  milk  and  in 
the  feeding  of  infants.  Personally  we  have  long  used  the  meth- 
ods of  feeding  recommended  by  the  author,  and  we  find  them  the 
simplest,  most  practical,  and  most  successful. 

Progressive  Medicine.  A  Quarterly  Digest  of  Advances,  Dis- 
coveries, and  Improvements  in  the  Medical  and  Surgical 
Sciences.  Edited  by  Hobart  Amory  Hare.  M.D.,  Professor  of 
Therapeutics  in  the  Jefferson  Medical  College  of  Philadelphia, 
etc.,  assisted  by  H.  E.  M.  Landis,  M.D.,  Assistant  Physician  to 
the  Out-Patient  Department  of  the  Jefferson  Medical  College 
Hospital.  Vol.  III..  September.  1902.  Philadelphia  and  New 
York:  Lea  Brothers  &  Co,  1902. 
This  volume  includes  the  periscope  on  diseases  of  the  thorax 

and  its  viscera,  by  William  Ewart:  on  dermatology  and  syphilis. 

by  William  S.  Gottheil ;  on  diseases  of  the  nervous  system,  by 

William  G.  Spiller:  and  on  obstetrics,  by  Richard  C.  Norris. 

A   Physician's   Practical   Gynecology.     By   W.    0.    Henry,. 
M.D,  Professor  of  Gynecology  in  the  Creighton  Medical  Col- 
lege, Omaha.  Neb.     Pp.  226.     With  5  plates  and  61  illustra- 
tions in  the  text.     Lincoln,  Neb. :  The  Review  Press,  1902. 
This  is  a  brief  of  the  essentials  in  gynecology,  intended  to  aid 

the  general  practitioner  in  treating  simple  cases  and  in  quickly 

recognizing  those   conditions   that  demand   the   early   attention 

of  the  specialist. 
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Transactions  of  the  American  Association  of  Obstetricians 
and  Gynecologists.  Vol.  XIV.  Pp.  368.  Philadelphia: 
Win.  J.  Dornan,  Printer.  1902. 

This  volume  contains  the  papers  and  discussions  brought  be- 
fore this  distinguished  society  at  its  fourteenth  annual  meeting. 
held  at  Cleveland,  Ohio,  in  September,  1901.  An  abstract  of  the 
discussion  and  nearly  all  of  the  papers  have  appeared  in  this 
Journal. 

A  Brief  of  Necroscopy  and  Its  .Medico-Legal  Relation.  Ar- 
ranged by  Gustav  Schmitt.  Milwaukee.  Pp.  186. 
This  vest-pocket  volume  supplies  in  brief  form  the  practical 
facts  connected  with  the  study,  diagnosis,  technique,  and  medico- 
legal aspects  of  a  postmortem  examination,  and  will  be  found 
a  useful  companion  when  one  is  suddenly  called  upon  and  has 
no  time  to  consult  the  larger  works  on  this  important  subject. 
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OBSTETRICS. 

Repeated  Extrauterine  Pregnancy. — Philipowicz  <  Wien.  klin. 
Woch.,  No.  13  I  puts  on  record  another  instance  of  a  second  extra- 
uterine pregnancy  in  the  same  patient.  At  the  first  operation, 
only  the  fetus  and  placenta  were  removed,  the  sac  being  very 
adherent.  At  the  time  of  the  second  operation,  by  which  the 
other  gravid  tube  was  excised,  these  adhesions  had  entirely  dis- 
appeared. 

Typhoid  Fever  at  Term  of  Pregnancy. — E.  Leleux  (Jour,  des 
Sciences  >i,<'<l.  <h  Lille,  Aug.  9  gives  the  history  of  a  ease  of 
typhoid  fever  the  prodromal  symptoms  of  which  came  on  about 
two  weeks  before  labor  After  labor  the  temperature  rose  from 
37.6°  C.  to  39.6°  C.  The  course  of  the  disease  was  very  mild 
and  the  puerperium  absolutely  normal.  The  diagnosis  was  con- 
firmed by  the  Widal  reaction.  The  patient  insisted  upon  leaving 
the  hospital  when  the  symptoms  diminished,  and  was  out  of  her 
house  on  the  seventeenth  day  after  labor  and  the  time  of  invasion 
of  the  typhoid  fever. 

Placenta  Previa. — Franklin  A.  Dorinan  (Med.  Record,  Aug. 
30)  bases  a  paper  on  placenta  previa  upon  the  statistics  of  over 
11.000  cases  at  the  Sloane  Maternity  Hospital.  These  included 
84  cases  of  placenta  previa,  or  one  in  133^  deliveries.  As 
factors  in  the  causation  of  the  condition  he  includes  any  condi- 
tion which  would  interfere  with  the  fixation  of  the  ovum  in  the 
uterus,  such  as  relaxation  and  subinvolution  of  the  uterus  and 
endometritis.  The  causes  mentioned  as  predisposing  to  such 
pathological  stiites  of  the  uterus  are  a<ze.  multiparity.  chronic 
congestion  from  cardiac  or  renal  disease,  traumatism  during;  de- 
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lively,  and  new  growths.  In  the  eases  reviewed  the  ratio  of 
multipara-  to  primiparae  is  four  to  one,  and  one-half  were  over 
30  years  of  age;  five  had  albuminuria:  one,  fibroids.  The  first 
symptom  may  be  sudden  severe  hemorrhage  independent  of 
exertion,  but  is  usually  slight  at  first,  recurring,  and  rarely 
appears  before  the  sixth  month.  In  three  eases,  however,  bleed- 
ing occurred  during  the  second  month,  and  in  five  as  early  as  the 
fifth.  Hemorrhage  may  be  continuous  and  slight.  In  50  per 
cent  of  the  cases  reported  the  bleeding  was  moderate  at  first  and 
gradually  increased;  in  10  per  cent  it  began  moderately  after 
the  onset  of  labor;  in  40  per  cent  sudden  flooding,  though  one- 
third  of  these  had  had  slight  premonitory  bleeding.  A  history 
of  over-exertion  could  rarely  be  obtained.  In  two  it  began  while 
straining  at  stool:  in  one.  on  rising  in  the  morning;  twice,  after 
vaginal  examination.  Diagnosis  depends  upon  the  history  and 
vaginal  examination.  The  placenta  is  rarely  felt  by  abdominal 
palpation.  In  vaginal  examination  the  intervening  placenta 
may  make  palpation  of  the  presenting  part  difficult.  A  high- 
riding  head  or  malposition  is  suggestive.  A  patent  cervix  will 
allow  detection  of  a  stringy  or  boggy  tissue  over  the  os.  The 
cervix  is  often  thick  and  soft.  Little  importance  is  attached  to 
pulsation  in  the  cervix  or  a  bruit  over  the  lower  uterine  segment. 
The  cases  reported  show  a  mortality  of  12  per  cent.  Of  the  10 
deaths,  1  were  moribund  on  admission ;  in  3  death  resulted  from 
rupture  of  the  uterus ;  2  died  of  sepsis,  one  after  rupture  of  the 
uterus ;  in  one  there  was  eclampsia.  Of  the  children,  45  per 
cent  were  stillborn,  2  per  cent  of  these  being  dead  in  utero  on 
admission:  12  per  cent  died  within  two  weeks.  The  frequency 
of  malpresentations  and  malpositions  is  shown  by  the  occurrence 
in  the  84  cases  of  10  breech.  18  transverse,  and  1  face.  Prolapse 
of  the  cord  took  place  in  26  per  cent.  In  13  per  cent  the  placenta 
was  adherent.  Postpartum  hemorrhage  is  common,  from  uterine 
atony  due  to  severe  anemia,  from  cervical  lacerations  or  tears 
of  the  lower  uterine  segment.  Diminished  resistance  on  account 
of  anemia  often  favors  sepsis.  Expectant  treatment  is  permis- 
sible only  before  the  seventh  month,  the  period  of  viability  of  the 
fetus.  Cases  are  almost  never  fatal  before  that  time.  Labor 
may  be  induced  by  a  tight  vaginal  tampon ;  by  a  bougie  if  the 
placenta  does  not  entirely  cover  the  os;  but  best  by  the  Cham- 
petier  de  Ribes  balloon,  which  is  a  perfect  tampon  and  good 
uterine  stimulant.  The  patient  must  never  be  left  until  deliv- 
ered, as  a  fatal  hemorrhage  might  occur.  If  the  cervix  is  partly 
dilated  a  foot  may  be  brought  down  and  the  half-breech  used  to 
tampon  the  cervix  by  a  podalic  or  pelvic  version  by  the  exter- 
nal or  bipolar  method.  After  performing  the  version  the  mem- 
branes are  ruptured  or  the  placenta  quickly  bored  through  and 
a  foot  brought  down.  If  the  cervix  is  sufficiently  dilated  or 
dilatable,  a  podalic  version  should  be  done  by  a  hand  in  utero, 
labor  terminating  naturally  or  by  breech  extraction  or  inter- 
mittent  traction   on    the   leg.     Treatment    for   hemorrhage    and 
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shock  must  be  energetic,  including  intra  venous  infusion.  Post" 
part um  hemorrhage  should  be  prevented  by  a  hot  intrauterine 
douche  and  controlled ;  if  this  fails,  by  prompt  tamponade  of  the 
uterus.  Shock  demands  free  stimulation,  heat  externally,  eleva- 
tion of  the  foot  of  the  bed.  hot  saline  enemata,  hypodermoclysis 
or  saline  intravenous  infusion.  For  anemia  a  saline  enema  of 
one  pint  is  given  every  two  hours  until  the  bulk  of  the  blood  is 
restored.  Fluid  diet  is  given  as  soon  as  the  stomach  permits, 
and  this  is  increased  to  a  liberal  diet  as  soon  as  possible.  Iron 
is  given  early.  From  the  statistics  the  following  conclusions  are' 
formed :  that  uterine  relaxation  and  endometritis  as  important 
etiological  factors  are  well  shown ;  that  the  immense  variation 
in  the  types  of  bleeding  should  warn  us  to  look  upon  every 
bleeding  at  any  time  in  pregnancy  with  suspicion ;  that  the  very 
great  possibility  of  sepsis  should  cause  us  to  employ  every  pre- 
caution in  asepsis.  The  necessity  for  exceptional  care  during 
the  breech  extraction,  where  the  cervix  is  not  completely  dilated, 
is  apparent.  The  cervix  in  this  condition  is  unusually  vascular 
and  soft,  and  tears  with  fatal  readiness.  The  4  cases  of  uterine 
rupture  occurred  in  attempts  to  save  the  child.  Moderation  in 
the  use  of  saline  infusions  is  necessary,  as  too  great  dilution  of 
the  blood  decreases  its  clotting  power.  Repeated  small  infusions 
are  preferable.  The  low  mortality  for  Cesarean  section  suggests 
its  applicability  to  placenta  previa  cases. 

Massage  and  Exercise  in  the  Puerperium. — C.  S.  Bacon 
(Jour.  Am.  Med.  Assoc,  Aug.  16)  advocates  the  more  general 
use  of  massage  and  exercise  during  the  puerperium.  Massage 
of  the  whole  body  by  friction  is  an  excellent  stimulant  to  the 
general  circulation  and  a  valuable  sedative.  General  massage 
with  deep  manipulations  is  a  powerful  circulatory  stimulant  ami 
keeps  up  the  vascular  tonicity.  Massage  of  the  abdomen  aids 
uterine  contractions  and  stimulates  intestinal  peristalsis.     Exer- 

3i  should  begin  on  the  third  day  after  labor,  at  first  the  ex- 
tremities, and  by  the  ninth  day  he  has  the  patient  flex  the  thighs 
upon  the  abdomen.  He  next  has  the  patient  flex  the  whole  body 
upon  the  thighs.  Many  patients  are  unable  to  do  this  movement 
at  first :  it  should  not  be  attempted  before  the  twelfth  day. 
Bacon  allows  the  patients  to  walk  before  he  allows  them  to  sit. 
They  walk  for  two  or  three  minutes,  three  or  four  times  a  day. 
He  has  his  patients  walking  several  days  before  they  sit.  As 
a  rule  a  patient  begins  to  walk  on  the  tenth  to  the  twelfth  day. 

Deciduoma  Malignum. — Herbert  Snow  (Brit.  G\jn.  Jour.,. 
Aug.)  believes  that  the  term  "deciduoma  malignum"  is  mislead- 
ing and  unscientific:  that,  so  far.  no  valid  evidence  of  the  gen- 
eration of  malignant  growths  from  the  placental  structures, 
whether  decidual  or  chorionic,  has  yet  been  adduced;  that  tho 
lesions  described  under  the  above  title  do  not  differ,  microscopi- 
cally or  clinically,  from  the  ordinary  malignant  diseases  of  the 
uterus. 

Accidental  Hemorrhage. — W.  Frank  Colclough  (Jour.  Ohst. 
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and  Gyn.  Br.  Emp.,  Aug.)  states  that  rupture  of  the  membranes 
is  only  safe  when  the  uterus  is  contracting  vigorously  and  is 
capable  of  keeping  up  the  necessary  rhythmical  contractions  to 
prevent  hemorrhage.  In  all  severe  cases  the  danger  is  due  to 
the  fact  that  the  uterus  is  incapable  of  contracting  down  upon 
its  contents.  The  objection  that  plugging  the  vagina  converts 
an  external  hemorrhage  into  a  concealed  is  only  valid  if  the 
uterine  walls  are  incapable,  directly  or  indirectly,  of  withstand- 
ing a  pressure  within  them  equal  to  the  arterial  pressure  If 
the  uterine  walls  are  so  diseased  that  they  distend  as  the  result 
of  intrauterine  pressure,  then  it  is  claimed  that  the  plug  and 
binder,  applied  in  the  proper  manner,  render  the  uterus  capable 
of  withstanding  the  pressure  of  the  escaping  blood.  The  plug 
and  binder  control  hemorrhage,  and  opportunity  is  given  to  the 
patient  to  rally,  if  possible.  They  delay  the  rupture  of  the  mem- 
branes by  supporting  the  cervix  and  the  dilating  os  when  dila- 
tation commences.  Delivery  will  be  natural,  for  it  will  not  take 
place  until  the  uterus  contracts  with  sufficient  vigor  to  expel  its 
contents.  The  risk  of  postpartum  hemorrhage  is  done  away 
with. 

When  Labor  Begins. — (ieorge  P.  Shears  (Med.  Bee,  Aug.  23 
believes  the  statement  made  in  many  text  books  that  the  cervix 
maintains  its  entire  length  during  pregnancy  is  incorrect.  The 
canal  of  the  cervix  does  not  remain  closed  until  the  beginning  of 
Labor.  Usually  in  multiparas,  and  occasionally  in  primiparse,  the 
canal,  including  the  internal  os.  is  dilated,  to  the  extent  of  admit- 
ting one  or  two  fingers,  two  or  three  weeks  before  labor  begins. 
Dilatation  of  the  external  or  internal  os  or  of  the  cervical  canal  is 
not.  perse,  an  indication  of  the  beginning  of  labor.  Dilatation  of 
the  clinical  internal  os,  or  ring  of  Mtiller,  in  such  a  manner  that  it 
begins  to  form  a  part  of  the  uterine  cavity,  is  at  once  the  ana- 
tomical commencement  and  the  diagnostic  sign  of  true  labor. 
Dilatation  at  this  point  is  the  final  result  of  uterine  distension 
and  consequent  cervical  eversion.  Dilatation  at  this  point,  owing 
to  the  greater  resistance  offered,  by  its  effect  upon  the  cervical 
ganglion  and  the  consequent  reflex  awakening  of  effectual  uterine 
contractions,  is  the  physiological  cause  of  labor. 

Pregnancy  after  the  Menopause. — Reginald  <■.  Bann  {Jour. 
Obst.  and  Gyn.  Br.  Em  p..  Sept.)  cites  a  case  of  pregnancy  oc- 
curring in  a  woman  4!)  years  old.  The  woman  at  46  stopped 
menstruating  and  had  the  usual  symptoms  of  the  menopause 
and  all  sexual  feeling  was  lost.  Shortly  after  the  last  child  was 
born  the  menstrual  periods  appeared  and  the  sexual  desire  came 
back. 

Labor  in  Tabes  Dorsalis. — R.  P.  Ranken  Lyle  (Jour.  Obst. 
and  Gyn.  Br.  Emp.,  Sept.)  reports  a  case  of  pregnancy  and  labor 
in  a  patient  with  tabes  dorsalis.  The  first  intimation  the  patient 
had  of  her  approaching  confinement  was  the  rupture  of  the 
membranes.     Labor  came  on  and  was  perfectly  painless.     The 
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placenta  was  easily  expressed,  and  the  uterus  contracted  nor- 
mally, but  with  pain.  Puerperium  was  normal.  The  patient 
gave  a  history  of  having'  been  pregnant  nine  times  before,  and 
tin-  previous  labor  was  similar  in  every  respect  to  the  one  cited 
above. 

Pelvic  Obstruction  by  Fibromyomata. — T.  Arthur  Helme 
(Jour.  Obst.  and  Gyn.  Br.  Emp.,  Sept.)  reports  two  cases  upon 
which  he  operated  for  fibroid  obstructing  the  pelvis.  In  one 
ease  the  woman  was  four  months  pregnant,  and  the  fibroid  was 
low  down  in  the  pelvis  and  obstructed  the  vagina  and  caused 
marked  urinary  troubles,  Total  hysterectomy  was  performed 
with  good  results.  In  the  other  case  the  fibroids  caused  less 
trouble,  but  on  account  of  their  size  and  position  it  was  thought 
advisable  to  remove  the  entire  uterus,  which  was  three  months 
pregnant.  He  also  reports  another  case  of  fibroids  complicating 
pregnancy.  In  this  ease  he  induced  abortion,  which  was  fol- 
lowed by  an  intestino-uterine  fistula.  Subsequently  an  abscess 
formed  in  the  left  iliac  region  and  the  uterine  fistula  closed. 
The  patient  died  some  months  later  from  the  effects  of  this 
fistula.  Helme  believes  this  case  would  have  been  saved  if  he 
had  removed  the  uterus  instead  of  inducing  abortion. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Treatment  of  Vaginismus. — For  obstinate  cases  of  vaginismus 
Tavel  (Rev.  di  Chir.,  No.  2)  resects  the  internal  pudic  nerve. 
This  is  reached  on  each  side  by  an  antero-posterior  incision  in 
the  corresponding  ischio-rectal  fossa  midway  between  the  tuber- 
osity of  the  ischium  and  the  outer  margin  of  the  anus.  The 
nerve  is  located  by  the  pulsation  of  the  accompanying  artery, 
and  is  traced  backward,  freed  from  the  artery,  and  divided.  The 
peripheral  portion  is  then  twisted  out. 

Spontaneous  Healing  of  Wound  of  Ureter. — In  puncturing 
through  the  vagina  a  collection  of  pus  in  the  pelvis,  or  in  en- 
larging this  opening  to  facilitate  drainage.  C.  Jacobs  (Bull,  de  la 
Soc.  Belgi  di  Gyn.  et  d'Obst.,  t.  xiii.,  No.  1)  injured  the  ureter, 
as  was  made  evident  on  the  fourth  day  by  a  discharge  of  urine 
through  the  wound.  This  lasted  for  nearly  three  weeks.  Within 
two  months  the  vaginal  wound  had  closed  completely. 

Results  of  Crede's  Prophylaxis  for  Gonorrheal  Ophthalmia. 
— The  unfavorable  report  of  Hirsch  concerning  the  results  ob- 
tained in  a  number  of  the  public  maternity  hospitals  of  Berlin  in- 
duced Ernst  Runge  (Bt  rl.  klin.  Woch.,  No.  20)  to  publish  those  of 
the  Gottingen  Clinic,  which  show  a  total  of  1.917  cases  in  which 
prophylactic  instillations  of  silver  nitrate  solution  were  em- 
ployed. No  early,  and  only  three  late,  infections  were  observed. 
In  these  late  cases  it  was  not  at  all  impossible  that  infection 
might  have  occurred  after  birth.  In  the  first  1.000  a  two  per 
cent  solution  was  employed  and  only  one  late  infection  was 
recorded.     In  order  to  avoid  the  inflammatory  reaction  following 
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the  use  of  this  solution,  one  of  one  per  cent  was  employed  in  the 
Later  917  cases,  and  this  yielded  equally  satisfactory  results  as 
far  as  early  infection  is  concerned. 

Post-operative  Temperatures  in  Anemic  Cases. — ).  Henro- 
tay  (Bull.  <h  hi  Soc.  Belgt  <\<  Gyn.  et  d'Obst.,  t.  xiii..  No.  1)  calls 
attention  to  the  occurrence  of  irregular  febrile  temperatures  in 
three  anemic  cases.  The  firsl  was  a  vaginal  hysterectomy  for 
chronic  uterine  inversion  following  labor,  the  patient  being  pro- 
foundly anemic.  During  the  entire  convalescence  the  tempera- 
ture ranged  from  38°  C.  to  39.3,c  C,  and  the  pulse  from  112  to 
128,  but  with  no  other  symptoms — no  signs  of  local  or  peritoneal 
sepsis  or  of  tuberculosis,  lochia  odorless.  The  second  was  a 
vaginal  hysterectomy  for  uterine  fibroids  causing  severe  hemor- 
rhage. The  post-operative  temperature  lasted  eleven  days.  An- 
tistreptococcic serum  was  given  twice,  the  second  time  just  before 
the  fever  began  to  diminish.  The  third  was  a  case  of  removal 
of  a.  portion  of  retained  placenta  which  had  caused  serious 
bleeding  for  three  weeks  after  delivery.  The  elevations  of  tem- 
perature occurred  only  during  a  few  days  after  this  operation. 
In  no  case  could  the  existence  of  infection  be  proved,  but  the 
writer  believes  that  in  all  operative  cases  a  certain  amount  of 
absorption  must  occur,  and  while  probably  under  normal  condi- 
tions the  natural  constituents  of  the  blood  would  overcome  the 
tendency  of  such  absorbed  substances  to  affect  the  body  tem- 
perature, in  anemic  cases  the  resisting  power  would  be  dimin- 
ished. 

Visual  Examination  of  Abdominal  Cavity  with  Illumination 
Through  Vaginal  Incision. — D.  v.  Ott  (Cent.  f.  Gyn.,  No.  31) 
places  the  patient  in  the  Trendelenburg  position  after  having 
made  the  colpotomy  incision.  Anterior  and  posterior  vaginal 
specula  retract  the  vaginal  walls,  and  an  electric  light,  with 
handle  curved  to  fit  within  the  curved  surface  of  the  anterior 
instrument,  is  introduced  and  illuminates  the  abdominal  cavity, 
the  intestines  having  gravitated  to  the  upper  portion.  By  pull- 
ing up  the  anterior  abdominal  wall  by  means  of  forceps,  even 
the  transverse  colon,  cecum,  appendix,  spleen,  and  lower  surface 
of  liver  and  gall  bladder  may  be  seen  in  some  cases.  The  paper 
is  clearly  illustrated. 

Primary  Carcinoma  of  the  Urethra  in  Women. — Hiram  N-. 
Vineberg  (Ann.  of  Surg..  July  i  reports  a  case  of  primary  flat- 
celled  carcinoma  of  the  urethra  upon  which  he  operated.  Up 
to  the  time  the  case  was  reported  there  had  been  no  recurrence, 
but  the  patient  suffered  from  incontinence  of  urine  due  to  the 
necessity  of  removing  a  portion  of  the  vesical  sphincter.  A 
secondary  operation  was  performed  to  relieve  the  incontinence, 
but  it  was  only  temporarily  successful.  When  feasible,  total 
extirpation  is  the  only  treatment  worth  considering.  If  the  dis- 
ease involves  the  nests  of  the  bladder  it  is  better  to  close  the 
bladder  below  and  create  a  suprapubic  fistula. 

Hemorrhage  into  the  Spinal  Cord. — Alexander  Bruce  (Scot. 
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Med.  and  Surg.  Jour.,  Aug.)  cites  a  case  of  hemorrhage  into  the 
spinal  cord  during  pregnancy.  The  onset  of  the  symptoms  oc- 
curred at  the  fifth  month  of  pregnancy  with  sudden  pain  in  the 
back  and  trunk,  with  paralysis  of  the  lower  limbs  and  trunk 
muscles;  paralytic  retention  of  urine;  constipation  and  great 
dyspnea;  sensation  lost  below  the  xiptic  sternum;  disappear- 
ance of  deep  reflexes  after  six  days  and  slight  reappearance  of 
them  ten  days  later ;  rapid  formation  of  bed-sores ;  painless  and 
unconscious  birth  of  twins  at  the  seventh  month;  death  from 
bronchitis  and  exhaustion.  Postmortem  revealed  a  high  degree 
of  thrombosis  and  dilatation  of  the  vessels  in  the  pia  mater  on 
the  posterior  aspect  of  the  cord.  Dorsal  region  of  the  cord  was 
soft  in  consistence.  A  tubular  hemorrhage  extended  throughout 
the  cord  from  the  sixth  cervical  to  the  first  lumbar.  Angioglio- 
mata  appeared  throughout  the  cord  and  one  appeared  in  the  cere- 
bellum. The  hemorrhage  was  due  to  the  angiogliomata.  which 
had  existed  without  giving  rise  to  any  marked  symptoms. 

The  Pessary  in  the  Treatment  of  Displacements  of  the 
Uterus. — F.  H.  Davenport  (Bost.  Med.  and  Surg.  Jour..  Aug.  7  > 
advises  operation  in  uncomplicated  cases  in  young  women  who 
have  not  had  treatment.  In  other  cases,  especially  where  the 
uterus  is  small,  where  symptoms  have  been  present  but  a  short 
time,  and  particularly  if  they  are  associated  with  neurasthenia, 
treatment  by  pessary  will  often  result  in  a  cure.  In  such  selected 
cases  cure  may  be  expected  in  about  one-half.  Even  in  cases 
where  cure  is  not  expected  the  pessary  will  relieve  the  symptoms 
and  aid  in  restoring  the  general  health.  A  patient  wearing  a 
pessary  should  be  kept  under  observation  and  seen  at  regular 
intervals,  preferably  after  each  menstrual  period. 

Stricture  of  the  Ureter. — Howard  A.  Kelly  (Jour.  Am.  Med. 
Assoc,  Aug.  16),  recapitulating  the  methods  of  treatment  for 
this  condition,  gives  the  following :  1.  Dilatation  of  the  stricture 
by  flexible  or  metal  catheters  in  a  graduated  series,  up  to  four 
or  five  millimetres  in  diameter :  this  is  the  ideal  method.  2.  Free- 
ing the  ureter  from  a  bed  of  inflammatory  tissue  by  dissecting 
it  out ;  this  is  occasionally  sufficient.  3.  Resection  of  the  ureter ; 
this  is  rarely  possible.  -i.  Extirpation  of  the  entire  affected  side 
by  a  nephro-ureterectomy  or  a  uretero-nephreetomy.  or,  as  Kelly 
has  done  in  one  case,  a  nephro-uretero-cystectomy ;  this  is  the  only 
reliable  method  in  cases  of  tuberculosis,  as  well  as  of  pyoureter 
and  pyelonephrosis  of  long  standing.  5.  Amputation  and  im- 
plantation of  the  bladder:  this  is  applicable  when  the  stricture  is 
low  down,  the  opposite  side  diseased,  and  the  diseased  side  still 
capable  of  doing  work.  6.  Complete  division  of  the  stricture: 
this  plan  may  be  of  service  when  the  stricture  is  unusually  tight. 

Fibroma  of  the  Ovary. — John  S.  Fairbairn  (Jour.  Obst.  and 
Gun.  Br.  Km  p..  Aug.).  from  a  study  of  recorded  cases  of  seven 
specimens  of  fibroma  of  the  ovary  which  have  come  under  his 
observation,  finds  it  is  possible  to  recognize  three  ways  in  which 
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the  growth  may  involve  the  ovary:  1.  The  -whole  ovary  may  be 
converted  into  a  hard  tumor,  maintaining  to  some  degree  its 
original  shape,  but  leaving  no  recognizable  portion  of  its  original 
structure.  This  may  take  place  in  small  as  well  as  large  growths. 
It  is  difficult  to  understand  why  the  pathological  change  should 
affect  the  whole  stroma  from  the  first,  as  this  is  more  like  an 
inflammatory  fibrotic  change  than  a  new  growth.  2.  The  growth 
may  form  a  hard  tumor  within  the  ovary,  which  spreads  over 
its  outer  surface,  so  that  it  remains  more  or  less  encapsulated 
within  the  organ.  The  amount  of  ovarian  tissue  remaining  ap- 
pears to  depend  rather  on  the  position  of  the  growth  in  the  ovary 
than  on  the  size  to  which  the  growth  has  attained.  This  variety 
appears  to  be  more  common  than  the  preceding.  3.  The  new 
growth  may  form  a  pedunculated  tumor  attached  by  a  pedicle 
to  the  ovary.  Some  of  these  may  be  growths  from  the  ovarian 
ligament.  The  age  limit  for  hbroma  of  the  ovary  is  very  wide. 
In  none  was  the  general  health  affected.  Of  four  cases  in  which 
the  tumor  was  large  enough  to  form  an  abdominal  swelling,  in 
only  one  had  it  been  noticed  for  any  length  of  time.  Pain  was 
present  in  five  of  the  seven  cases,  and  in  three  small  pelvic 
tumors  were  the  symptoms  which  led  to  examination  and  detec- 
tion of  the  disease.  In  none  of  the  cases  was  any  affection  of  the 
other  ovary  noticed. 

Sarcomatous  Enchondroma  of  the  Pelvis. — Robert  Jardine 
(Jour.  Oost.  and  Gyn.  Br.  Emp.,  Aug.)  cites  a  case  of  this  variety 
occurring  in  a  Ipara  aged  29.  For  two  years  previous  to  the 
time  the  growth  was  first  noticed  she  had  had  intermittent  pain 
in  the  back  and  thighs.  During  the  third  month  of  pregnancy 
the  pains  became  worse,  and  about  one  month  later  became 
edematous  and  the  edema  steadily  increased.  The  patient  went 
to  the  hospital  at  the  seventh  month,  when  the  uterus  was  found 
free  from  the  growth  and  the  fetus  alive.  The  vagina  was  com- 
pletely closed  by  a  hard,  globular  mass.  Cesarean  section  was 
performed  on  the  ninth  day  after  admission,  but  the  child  was 
delivered  stillborn.  Patient  died  twenty-four  hours  after  the 
operation.  At  the  autopsy  the  growth  was  found  extending  up 
to  the  eleventh  rib.  Posteriorly  and  externally  it  was  continu- 
ous with  the  pelvic  wall.  Inferiorly  it  has  incorporated  practical- 
ly all  the  ischium,  pubis,  and  the  ilium  near  the  acetabulum.  No 
metastatic  growths  were  found. 

Pelvic  Deformity  in  New  York. — James  Clifton  Edgar  (Med. 
Rec,  Aug.  16)  draws  his  conclusions  from  measurements  upon 
1.200  cases.  Of  these  cases,  41.5  per  cent  were  American-born 
women,  17.9  per  cent  were  Irish,  10.8  per  cent  Russian,  S.7  per 
cent  OJerman,  2.5  per  cent  black,  etc.  Contracted  pelves  oc- 
curred in  41  cases;  generally  contracted  pelves  in  30  cases,  once 
in  40;  flattened  pelves  once  in  85.71  cases.  Twenty  of  the  cases 
of  pelvic  contraction  were  American-born.  Three  of  the  con- 
tracted pelves  occurred  in  black  women.  Special  or  irregular 
36 
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forms  of  pelvic  contraction,  as  osteomalacia,  obliquely  contracted, 
coxalgic,  double  eoxalgic,  spondylolisthetic,  and  kyphotic,  frac- 
tured pelvis,  are  infrequent  in  this  country.  The  generally  con- 
tracted pelvis  is  the  most  frequent  deformity  met  with  in  New 
York.  Edgar  found  twice  as  many  generally  contracted  as  flat- 
tened pelves  in  his  material.  Private  cases  in  New  York  over 
a  period  of  ten  years  show  a  somewhat  higher  percentage  than 
the  results  obtained  from  the  1.200  hospital  cases,  namely,  about 
5  per  cent  for  all  deformities. 

Cancer  of  the  Clitoris. — Charles  E.  Congdon  (Buff'.  Med. 
Jour.,  Sept.)  reports  a  case  of  primary  cancer  of  the  clitoris' 
occurring  in  a  woman  aged  60.  The  growth  was  freely  removed 
and  there  has  been  no  recurrence  at  the  end  of  eleven  months. 

X-Ray  in  Cancer  of  the  Uterus. — E.  Stirrer  (Cin.  Lancet- 
Clinic,  Aug.  16)  has  obtained  amelioration  of  symptoms  in  an 
advanced  case  of  cancer  of  the  uterus.  There  was  arrest  of  the 
sloughing  of  the  growth.  The  pain  was  greatly  relieved  and  the 
patient  gained  weight.     The  treatment  was  applied  daily. 

Actinomycosis  of  the  Ovary. — D.  Berry  Hart  (Jour.  Obst. 
and  Gyn.  Br.  Emp.,  Sept.)  reports  a  case  of  actinomycosis  of  the 
ovary  and  pelvic  connective  tissue.  The  diagnosis  was  not  made 
until  after  death,  but  it  was  thought  probable  that  it  was  tuber- 
cular in  character.  At  autopsy  there  were  found  chronic  ad- 
hesions of  the  pelvic  viscera,  erosion  and  perforation  of  the  rec- 
tum, septic  thrombosis  of  the  pelvic  veins,  and  a  pint  of  recent 
blood  clot  in  the  bladder.  The  left  ovary  was  soft  and  appar- 
ently suppurative.  The  actinomycosis  bovis  was  found  in  the 
ovary. 

Retroperitoneal  Lipoma. — Alban  Doran  (Jour.  Obst.  and 
Gyn.  Br.  Emp.,  Sept.)  removed  a  retroperitoneal  lipoma  weigh- 
ing thirteen  pounds  twelve  ounces  from  a  woman  47  years  old. 
Complete  suppression  of  urine  occurred  and  the  patient  died 
thirty-eight  hours  after  the  operation. 

DISEASES   OP   CHILDREN. 

The  Artificial  Feeding  of  Infants. — A.  D.  Blackader  (Mont- 
real Med.  Jour.,  July,  1902)  emphasizes  the  following  practical 
points :  An  infant  fed  at  the  breast,  who  suffers  persistent  indi- 
gestion and  at  the  same  time  fails  to  gain  in  weight,  should  be 
taken  from  that  breast.  If,  however,  the  infant  gains  in  weight, 
it  is  better  to  try  and  correct  the  indigestion  by  treatment  di- 
rected to  both  mother  and  child.  To  attempt  artificial  feeding 
in  such  a  case  often  only  adds  to  our  troubles.  In  commencing 
artificial  feeding,  begin  with  a  weak  mixture  and  work  up  by  fre- 
quent but  slight  changes  to  a  point  of  tolerance.  By  still  con- 
tinuing a  gradual  but  steady  increase,  never  beyond  the  point  of 
easy  digestibility,  we  can  in  a  few  weeks  attain  to  a  food  suffi- 
ciently nutritious  in  all  its  ingredients  and  yet  fully  digestible 
and  assimilable.     It  is  a  serious  mistake  to  begin  on  a  mixture 
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too  strong,  and  work  down,  after  weeks  of  indigestion,  to  the 
point  of  tolerance.  The  question  how  long  an  infant  should  be 
kept  on  a  modified-milk  diet  is  an  important  one.  It  is  generally 
conceded  that  by  the  tenth  or  twelfth  month  a  child  should  be 
able  to  digest  almost  pure  milk.  By  this  time,  however,  the 
author  prefers  a  mixed  dietary.  Milk  is  very  deficient  in  iron. 
An  infant  comes  into  the  world  with  a  high  percentage  of  hemo- 
globin ;  this  gradually  diminishes  so  long  as  he  is  fed  on  milk 
alone.  Only  when  a  mixed  diet  is  substituted  for  a  pure  milk 
diet  does  the  percentage  begin  to  rise  again.  Cereals  and  meat 
juice  and  broths  are  rich  in  iron.  Oatmeal  is  among  the  richest 
in  iron  of  the  cereals,  and,  properly  cooked,  forms  a  useful  addi- 
tion to  the  infant's  dietary.  Shortly  after  the  first  twelve 
months,  eggs,  lightly  cooked,  may  be  permitted  at  one  of  the 
meals  in  the  day.  The  great  richness  of  the  yolk  in  fat.  lime 
salts,  and  in  the  organic  compounds  of  phosphorus  and  iron, 
makes  it  a  valuable  food  for  the  rapidly  developing  ehild.  At 
this  period,  also,  food  involving  somewhat  long  mastication,  such 
as  biscuits  and  crusts  of  bread,  becomes  necessary.  The  process 
of  mastication  develops  the  maxillary  bones  and  the  associated 
muscles,  while  disuse  of  the  jaws  starves  the  area  supplied  by 
the  maxillary  arteries,  leading  to  their  imperfect  development. 
The  bone  remains  small,  the  teeth  are  crowded  and  imperfectly 
nourished,  and  dental  caries,  so  disastrous  to  the  growing  child, 
becomes  inevitable. 

Chronic  Hypertrophy  of  the  Faucial  and  Pharyngeal 
Lymphoid  or  Adenoid  Tissues. — F.  Marsh  (Birmingham  Med. 
Rev.,  July,  1902)  reports  1,000  cases  operated  on  in  three  years; 
556  of  the  patients  were  females,  444  were  males ;  816  were  under 
and  184  were  over  16  years  of  age.  The  youngest  patient  was 
14  weeks  old  and  the  oldest  36  years.  One-third  of  the  816 
cases  occurred  in  the  fourth,  fifth,  sixth,  and  seventh  years,  the 
greatest  number  being  in  the  fifth.  Enlarged  tonsils  may  be 
arranged  in  three  groups:  (1)  where  the  hypertrophy  is  chiefly 
in  the  horizontal  diameter— the  projecting  tonsil;  (2)  where  it 
is  chiefly  in  the  vertical  diameter — the  elongated  tonsil;  and  (3) 
where  it  is  chiefly  in  the  antero-posterior  diameter — the  broad 
sessile  or  flat  tonsil.  These  types  often  approach  each  other 
and  are  found  in  combination.  The  symptoms  caused  by  en- 
larged tonsils  are  (1)  obstructive,  (2)  catarrhal,  (3)  reflex. 
Obstructive  symptoms  may  be  due  to  mechanical  interference, 
the  child  being  able  to  swallow  only  fluids,  and  those  with  diffi- 
culty in  severe  cases.  Buccal  respiration  is  often  impeded  and 
the  voice  is  thick  and  indistinct.  In  some  cases  the  palate  is 
pressed  upward  to  such  an  extent  that  the  action  of  the  palato- 
tubal  muscles  is  impeded  and  deafness  results  from  imperfect 
middle-ear  aeration.  Catarrhal  symptoms— The  crypts  and  re- 
cesses are  suitable  places  for  the  lodgment  of  the  catarrh  mi- 
crobe. The  catarrh  may  either  keep  localized,  causing  tonsillitis, 
or  extend  to  adenoids,  causing  adenoiditis,  and   from  there  to 
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the  middle  ear  or  the  nasal  cavities,  or  downward  to  the  organs 
of  respiration  and  digestion.  Owing  to  absorption  of  toxin  gen- 
erated by  the  catarrh  microbe,  or  the  passage  of  the  microbe  itself 
through  the  lymphatics,  the  lymphatic  glands  corresponding  to 
the  tonsils  often  become  inflamed  and  enlarged.  Tonsillotomy 
prevents  these  attacks,  and,  if  promptly  done  at  the  outset,  may 
arrest  the  progress  toward  suppuration.  They  are  often  termed 
tuberculous — that  they  are  not  so  is  usually  due  to  treatment 
directed  to  the  tonsils,  not  to  the  glands  themselves.  Reflex 
symptoms — The  only  reflex  symptom  to  be  attributed  to  enlarged 
tonsils  is  a  short,  dry,  hacking  cough,  which  may  be  almost  con- 
stant or  else  spasmodic. 

Operative  treatment  is  necessary  when  the  tonsils  are  so  large 
that  they  mechanically  cause  some  obstructive  symptom,  even 
if  otherwise  healthy;  when  they  are  the  centres  for  frequent  or 
prolonged  catarrhal  attacks  or  acute  inflammatory  attacks ;  when 
they  are  the  cause  of  lymphadenitis ;  when  the  crypts  and  recesses 
are  filled  with  caseating  secretion  which  does  not  yield  to  treat- 
ment ;  when  they  are  the  probable  cause  of  a  troublesome  reflex 
cough.  The  author  uses  Mackenzie 's  spade  guillotine.  The  first 
step  in  its  use  is  the  proper  engagement  of  the  tonsil,  and  here 
care  must  be  taken  to  first  encircle  the  lower  edge ;  the  second 
step  is  to  press  firmly  the  guillotine  outward;  and  the  third  to 
press  sharply  home  the  blade  with  the  thumb.  The  causes  of 
inefficient  removal  or  failure  are  due  generally  to  a  non-recog- 
nition of  the  first,  two  movements  and  to  the  use  of  too  large  a 
guillotine,  or,  more  rarely,  to  adhesions  between  the  tonsils  and 
the  pillars  of  the  fauces  preventing  proper  engagement  with  the 
guillotine.  The  treatment  after  operation  is  simple,  its  essen- 
tials being:  (1)  avoidance  of  exertion  immediately  afterward  (a 
fertile  cause  of  recurrent  hemorrhage)  ;  (2)  an  equable  temper- 
ature during  the  healing  process,  to  prevent  catarrhal  attacks; 
(3)  suitable  diet;  (4)  the  use  of  a  cleansing  wash. 

Congenital  Dislocation  of  Hips. — Edward  H.  Ochsner  (Ann. 
of  Surgery,  August,  1902)  describes  the  "bloodless  functional 
weight  method"  of  Lorenz.  Reduction  is  accomplished  by  trac- 
tion on  the  affected  limb.  In  small  children  manual  traction  may 
suffice.  The  first  important  condition  required  is  general  anes- 
thesia pushed  to  complete  relaxation  of  the  muscles.  This  ac- 
complished, the  pelvis  is  held  firmly  while  even,  continuous, 
steady  traction  is  applied  to  the  limb,  grasping  it  either  a  little 
above  the  ankle  or  a  little  above  the  knee.  The  pulling  must 
continue  until  the  upper  border  of  the  great  trochanter  is  well 
down  to  the  level  of  Nelaton's  line.  In  older  children  a  tackle 
and  windlass  arrangement  becomes  necessary,  unless  one  has  sev- 
eral well-trained  assistants,  and  even  then  it  is  to  be  preferred, 
as  the  amount  of  force  applied  can  be  more  accurately  gauged. 
The  perineum  is  placed  against  a  firm,  well-padded  support,  for 
which  purpose  an  inflated  Barnes'  bag  is  most  satisfactory.  A 
piece  of  cotton  is  now  placed  about  the  limb  just  above  the  ankle, 
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and  a  skein  of  wool  is  tied  about  this  with  a  surgical  knot,  so  as 
to  avoid  constriction  and  impairment  of  circulation.  The  skein 
of  wool  is  then  fastened  to  one  of  the  pulleys  of  the  pulley  and 
tackle  arrangement,  while  the  other  pulley  is  fastened  to  spring 
scales  and  the  scales  to  a  fixed  point  in  the  room.  The  rope  is 
fastened  to  the  windlass,  and  this  is  now  slowly  set  in  motion. 
The  scales  are  read  every  half-minute  by  one  assistant,  while 
another  announces  the  frequency  and  character  of  the  pulse 
every  two  minutes,  and  oftener  if  there  is  a  sudden  change.  If 
the  reduction  is  very  difficult  it  is  necessary  to  interrupt  the 
traction  at  intervals  not  to  exceed  ten  minutes.  As  soon  as  the 
upper  border  of  the  great  trochanter  is  well  down  to  Nelaton's 
line  we  may  proceed  to  the  next  step,  that  of  placing  the  head  into 
the  acetabulum.  This  is  often  the  most  difficult  part  of  the  pro- 
cedure, and  upon  its  accomplishment  depends  the  future  of  the 
case.  The  chief  causes  of  failure  seem  to  be:  (1)  the  shortening 
of  the  adductor  muscles;  (2)  hourglass  constriction  of  the  cap- 
sule; (3)  adhesions  of  the  anterior  portion  of  the  capsule  to  the 
rim  of  the  acetabulum.  The  first  naturally  interferes  with  ab- 
duction, which  is  so  necessary  in  making  the  head  slip  over  the 
posterior  rim  of  the  acetabulum.  This  difficulty  is  usually  over- 
come by  steady  moulding  manipulations.  Sudden  jerks  must  be 
avoided.  As  soon  as  the  right  degree  of  abduction  has  once 
been  accomplished  the  pelvis  is  steadied  by  an  assistant,  the  thigh 
is  flexed  to  a  right  angle  and  rotated  inwardly  slightly.  While 
one  hand  of  the  operator  presses  on  the  trochanter,  the  other 
hand  makes  strong,  steady  traction  forward,  and  at  the  same 
time  attempts  slow  abduction.  The  head  slowly  creeps  up  over 
the  posterior  border  of  the  acetabulum,  and  suddenly  slips  over 
the  rim,  bounds  into  the  acetabulum  with  a  distinct  thud  which 
sometimes  can  be  heard  at  a  considerable  distance,  and  a  vibra- 
tion of  the  patient's  body  which  is  always  transmitted  to  ths 
operator,  and  sometimes  even  to  the  table  and  to  those  who  may 
be  in  contact  with  it.  The  other  symptoms  of  an  accomplished 
reposition  are :  distinct  lengthening  of  the  thigh ;  the  development 
of  a  fulness  in  the  groin,  and  the  disappearance  of  the  head  on 
the  posterior  surface  of  the  ilium,  and  the  sudden  tenseness  of 
the  hamstring  tendons  characterized  by  inability  to  extend  the 
knee.  The  object  of  the  inward  rotation  is  to  overcome  the 
second  and  third  great  difficulties— namely,  to  loosen  the  capsule 
from  the  rim  of  the  acetabulum  and  to  utilize  the  head  of  tin- 
femur  as  a  wedge  to  open  up  the  hourglass  constriction  in  the 
capsule.  Reposition  having  been  accomplished,  every  effort  must 
be  made  to  render  it  stable.  This  is  secured,  first,  by  a  boring 
motion — the  thigh  is  rotated  outward,  and  with  a  boring  motion 
the  anterior  capsule  is  stretched  and  the  acetabulum  deepened.; 
second,  the  tense  pelvifemoral  and  pelvicrural  muscles  will  help 
to  deepen  and  enlarge  the  acetabulum;  and  finally,  third,  the 
weight  of  the  body  in  walking  will  greatly  aid  the  formation  of 
a  satisfactory  joint  in  removing  the  deposits  in  the  acetabulum 
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and  securing  the  development  of  a  broad  cotyloid  ligament.  In 
order  to  fully  utilize  this  important  principle,  a  cast  must  be 
very  carefully  applied,  over  a  pair  of  tightly-fitting  wool  trousers, 
including  the  whole  thigh  and  the  trunk  to  the  level  of  the  navel. 
In  order  to  avoid  backward  dislocation  until  the  acetabulum  has 
had  a  chance  to  develop,  the  cast  is  applied  with  the  thigh  slightly 
over-extended  and  a  degree  of  abduction  sufficiently  great  to 
secure  against  the  possibility  of  the  head  slipping  out  of  the 
rudimentary  acetabulum.  Usually  about  ninety  degrees  of  ab- 
duction are  required.  The  first  cast  is  left  in  place  for  from  four 
to  five  months,  when  it  is  removed  and  the  extremity  is  brought 
down  to  about  forty-five  degrees  of  abduction  with  slight  flexion. 
This  cast  is  left  in  place  for  about  six  to  seven  months,  when  the 
child  can  usually  be  allowed  to  go  about  without  any  appliances. 
During  most  of  this  time  the  child  has  been  up  and  about.  This 
form  of  ambulating  treatment  fulfils  a  threefold  purpose:  it 
develops  a  stable  joint,  secures  normal  motion  in  this  joint,  and 
during  the  entire  course  of  treatment  the  patient  will  secure 
enough  exercise  to  keep  in  a  healthy  condition. 

Milk  Idiosyncrasies  in  Children. — Louis  Fischer  (Jour.  Am. 
Med.  Assoc,  Aug.  2.  1902)  says  that  physicians  frequently  report 
an  intolerance  of  milk  or  its  dilutions  in  children.  It  has  been 
the  milk  itself  or  the  component  parts  of  the  same  that  have  dis- 
agreed in  certain  children  under  the  treatment  of  the  writer. 
Breast  milk  and  several  changes  of  wet-nurses  gave  the  same  dis- 
tressing symptoms.  Cow's  milk  was  not  tolerated  and  was  dis- 
continued  after  various  dilutions.  What  is  known  as  Keller's 
malt  soup  has  done  good  service  as  a  substitute,  and  is  prepared 
as  follows :  Take  of  wheat  flour  2  ounces  and  add  to  it  11  ounces 
of  milk.  Soak  the  flour  thoroughly  and  rub  it  through  a  sieve 
or  strainer.  Put  into  a  second  dish  20  ounces  of  water,  to  which 
add  3  ounces  of  malt  extract ;  dissolve  the  above  at  a  tempera- 
ture of  about  120°  F.,  and  then  add  2y2  drachms  of  11  per  cent 
potassium  carbonate  solution.  Finally  mix  all  of  the  above  in- 
gredients and  boil.  This  gives  a  food  containing:  albuminoids, 
2.0  per  cent;  fat,  1.2  per  cent;  carbohydrates,  12.1  per  cent. 
There  are  in  this  mixture  0.9  per  cent  of  vegetable  proteids.  The 
wheat  flour  is  necessary,  as  otherwise  the  malt  soup  would  have  a 
diarrheal  tendency.  The  alkali  is  added  to  neutralize  the  large 
amount  of  acid  generated  in  sick  children.  Biedert  emphasizes 
the  importance  of  giving  fat.  rather  than  reducing  its  quantity, 
in  poorly-nourished  children,  and  cites  the  assimilability  of  his 
cream  mixture  or  of  breast  milk  in  underfed  children  as  proof 
of  his  assertions.  The  author  has  used  this  malt  soup  most  suc- 
cessfully in  the  treatment  of  athrepsia  (marasmus)  cases  in  which 
the  children  were  simply  starved. 

Empyema  in  Children. — F.  J.  Cotton  (Boston  Med.  and  Surg. 
Jour..  July  17.  1902)  draws  the  following  conclusions  from  a 
study  of  180  cases:  1.  Empyema  in  children  usually  follows 
lobar   pneumonia  — after   a   varying   interval.     2.  The   infection 
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is  usually  with  the  pneumococcus.  3.  Spontaneous  cure,  even 
when  aided  by  tapping,  is  rare.  4.  Operation  should  not  be  de- 
layed, as  time  lost  is  strength  lost,  and  the  issue  is  largely  one  of 
nutrition.  5.  The  best  form  of  operation  is  in  general  the  sub- 
periosteal resection  of  an  inch  of  the  eighth  or  ninth  rib  in  the 
posterior  axillary  line,  the  evacuation  of  pus  and  fibrin  masses, 
and  tube  drainage.  6.  Irrigation  at  or  after  operation  is  not 
usually  advisable.  7.  The  routine  after-treatment  in  fresh  cases 
should  be  tube  drainage,  the  tube  being  progressively  shortened, 
and  removed  when  the  cavity  is  nearly  healed.  8.  Where  failure 
to  heal  seems  to  depend  on  failure  of  the  lung  to  re-expand, 
treatment  by  valve  or  suction  apparatus  is  indicated.  This  is 
especially  of  value  in  the  more  chronic  cases.  9.  The  mortality 
is  about  one  in  seven ;  in  small  children  it  is  much  greater  than  in 
those  over  5  years.  The  causes  of  mortality  are,  in  the  main, 
beyond  our  control.  10.  The  great  majority  of  cases  heal  even 
when  the  healing  is  delayed  for  many  months.  Chronic  empy- 
ema, in  the  strict  sense,  is  rare  in  children.  11.  The  closure  of 
the  cavity  depends  mainly  on  nutrition  and  on  adequate  drain- 
age. 12.  Recurrences  may  occur  from  faulty  drainage  at  any 
time,  and  they  may  occur  years  after  apparently  sound 
healing,  without  obvious  cause.  13.  Deformity  of  the  chest  is 
usually  temporary  and  yields  to  treatment.  14.  Long-continued 
discharge  from  the  cavity  is  not  infrequently  followed  by  chest 
deformity  and  scoliosis  of  a  severer  type,  permanent  and  some- 
times extremely  severe. 

Fallacies  Concerning  Adenoids. — Richmond  McKinney  (Mem- 
phis Med.  Month..  Aug.,  1902)  believes  in  the  prevalence  of  ade- 
noids and  in  the  benefit  of  operation  for  their  treatment,  but  he 
holds  that  these  have  been  overstated  and  overrated.  Moreover, 
certain  fallacies  concerning  these  growths  exist  and  are  continu- 
ally being  asserted.  For  instance,  we  are  taught  that  the  symp- 
toms to  be  found  are  mouth-breathing,  noisy  respiration,  a  vacu- 
ous expression,  distorted  facies,  etc.  Yet  many  of  these  cases 
present  practically  no  facial  indications  of  the  existence  of  such 
a  condition.  Frequently  cases  are  overlooked  merely  because 
there  are  no  objective  indications  of  the  existence  of  such  a  condi- 
tion. The  author  states  an  adenoid  is  not  always  to  be  found 
where  there  is  a  purulent  rhinitis.  The  gravest  of  all  affections 
induced  by  adenoids  are  the  disorders  of  the  ears.  Deafness, 
which  is  a  predominant  symptom  among  those  which  we  are 
called  upon  to  relieve,  in  a  young  child  produces  inattention, 
stupidity,  and  a  general  listless  state  called  by  Guye  aprosexia. 
This  condition  in  young  children  is  one  in  which  the  most  bril- 
liant results  follow  the  removal  of  adenoids.  Another  condition 
in  which  the  operation  is  satisfactory  is  that  of  the  correction  of 
mouth-breathing.  But  here  the  author  states  his  conviction  that 
hypertrophied  faucial  tonsils  are  also  a  factor  in  producing 
mouth-breathing.  Taking  out  of  consideration  the  relief  of  ear 
conditions  and  mouth-breathing  by  the  removal  of  adenoids,  and 
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ihe  improvement  in  chest  capacity  and  general  physical  develop- 
ment following  the  operation,  MeKinney  holds  that  there  is  prac- 
tically no  other  functional  disorder  or  pathological  state  that 
is  commonly  benefited  by  this  operation.  In  this  statement  he  is 
aware  that  he  is  controverting  the  opinion  of  some  prominent  men 
of  the  profession.  The  best  results  in  all  cases  are  obtained  in 
patients  from  2  to  5  years  of  age.  AVe  are  told  that  there  is  a 
tendency  for  adenoid  growths,  as  well  as  hypertrophied  faucial 
tonsils,  to  atrophy  with  the  approach  of  puberty.  The  author 
holds  that  if  Ave  wait  for  an  adenoid  atrophy,  which  is  by  no 
means  sure  to  occur,  we  are  rendering  the  child  liable  to  ear 
diseases,  arch  of  the  vault  of  the  palate  produced  by  insufficient 
respiration,  poorly  developed  chest,  etc  Another  fallacy  is  to 
state  that  where  there  are  hypertrophied  faucial  tonsils  concur- 
rently with  a  similar  condition  of  the  pharyngeal  tonsil,  removal 
of  the  latter  will  be  followed  by  shrinkage  of  the  former.  This 
has  not  been  the  author's  experience.  To  secure  good  results 
from  operation,  thoroughness  of  removal  of  the  growth  is  abso- 
lutely necessary.  Unstinted  condemnation  should  be  expressed 
toward  the  use  of  the  finger  nail  alone,  as  it  is  not  thorough  nor 
aseptic.  Nothing  is  so  satisfactory  as  the  Gottstein  curette  or 
one  of  its  modifications. 

Intussusception. — Francis  Huber  (Arch,  of  Ped.,  July.  1902) 
says  that  injections  and  operative  measures  are  rival  methods  of 
treatment.  Progressive  surgeons,  particularly  in  hospital  prac- 
tice, favor  early  abdominal  section.  Injections,  including  infla- 
tion of  the  bowels  with  air  or  distension  by  hydrostatic  pressure, 
have  been  advised,  first,  for  the  purpose  of  reducing  the  invagina- 
tion; second,  with  the  object,  of  lessening  the  size  of  the  tumor, 
and  thereby  limiting  the  field  and  simplifying  the  subsequent 
operation.  Finally,  in  occasional  cases,  the  sufferings  of  the 
patient  are  lessened  by  the  use  of  an  enema  prior  to  operation. 
At  present  the  tendency  is  to  limit  the  employment  of  injections 
to  the  early  stages— that  is,  not  later  than  twelve  to  twenty-four 
hours  from  the  onset  of  the  symptoms.  It  is  recognized  that  the 
longer  the  condition  has  existed  the  greater  the  dangers  of  pres- 
sure from  within.  If  not  successful  immediately,  further  at- 
tempts ought  to  be  given  up  and  abdominal  section  resorted  to 
without  delay.  Edmond  Owen  emphatically  writes:  "I  deem  it 
nothing  less  than  a  calamity  that  physicians  now  and  then  man- 
age to  chase  back  an  intussuscepted  piece  of  bowel  by  using  an 
enema."  AVhether  inflation  by  air  or  hydrostatic  pressure  be 
preferred,  the  following  objections  or  disadvantages  are  ap- 
parent :  1.  It  is  impossible  to  gauge  the  amount  of  pressure. 
2.  Except  in  the  earliest  cases,  it  is  not  possible  to  exclude  be- 
ginning gangrene,  which,  as  shown  by  the  results  of  operation, 
may  take  place  very  early.  3.  The  reduction  is  not  always  com- 
plete. The  tumor  may  disappear,  the  symptoms  abate,  to  recur 
again  in  a  few  hours.  There  is  always  an  element  of  doubt,  con- 
sequently the  procedure  has  been  termed  uncertain  and  danger- 
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ous,  haphazard  and  therefore  unscientific.  When  disinvagina- 
tion  has  been  successful  the  relief  is  immediate.  The  anxious, 
pallid  look  disappears  and  with  it  the  evidences  of  collapse. 
The  abdomen  assumes  a  normal  contour.  Sometimes  fecal  move- 
ments and  the  escape  of  gas  closely  follow  upon  reduction.  Re- 
lapses are  not  uncommon.  As  to  subsequent  treatment,  the 
patient  should  be  kept  absolutely  quiet  with  opium,  and  an 
abdominal  bandage,  just  tight  enough  to  steady  the  1  towels,  must 
be  applied. 

John  F.  Erdmann  (ibid.)  is  positive  that  surgical  interference 
is  the  only  treatment  when  a  case  has  passed  the  twelve-hour 
period  of  duration.  In  several  cases  upon  which  he  has  operated 
in  which  lacerations  or  ruptures  of  the  serous  coat  have  been 
found,  it  has  seemed  to  him  that  this  condition  was  due  to  hyper- 
distension  of  the  bowel  by  water  or  air  rather  than  to  the  disten- 
sion of  the  gut  by  the  intussusception.  The  shock  present  in 
many  of  these  cases  is  not  a  contraindication  to  operation,  but 
calls  for  more  rapid  work  in  reduction  by  surgical  means.  After 
the  operation  the  child  recovers  rapidly  from  the  shock.  The 
operation  is  a  simple  one,  requiring  asepsis  and  expedition  more 
than  anything  else  during  the  first  twenty-four  hours,  and  rarely, 
except  in  the  long-standing  cases,  is  excision  of  the  gut  required. 
The  position  of  the  incision  depends  to  a  degree  upon  the  pres- 
ence of  the  tumor,  although  the  author  rarely  finds  it  necessary 
to  open  except  through  the  right  rectus,  and  usually  selects  this 
region  for  the  reason  that  the  final  portion  of  gut  to  be  reduced  is 
usually  in  the  ileo-cecal  region.  Furthermore,  all  ordinary  man- 
ipulations in  any  part  of  the  abdomen  can  take  place  through 
an  enlargement  of  this  incision.  In  reducing  the  condition  two 
things  for  success  must  be  remembered:  First,  never  pull  the 
proximal  end  with  the  idea  that  reduction  will  be  accomplished. 
This  type  of  manipulation  is  more  productive  of  tears  of  the  coats 
of  the  intestines  than  it  is  of  producing  the  end  desired.  Second, 
and  the  most  important  point  to  remember,  is  that  reduction  is 
only  produced  by  pressure  upon  the  apex  of  the  mass  through 
the  gut  at  the  distal  extremity,  gently  guiding  the  proximal 
end.  Should  adhesions  between  the  entering  and  the  receiving 
gut  prevent  the  reduction,  then  the  passing  of  a  blunt  instru- 
ment between  these  portions  is  usually  attended  by  success. 
Recovery  can  be  assured  in  most  cases  of  less  than  one  day's 
standing:  in  cases  of  two  days  and  more  than  one  the  majority 
recover;  in  cases  of  over  two  and  up  to  three  days  a  fair  per- 
centage recover,  while  in  cases  of  over  three  days  the  prognosis 
is  bad.  From  the  literature  to  date,  no  case  of  excision  of  intes- 
tines in  children  under  one  year  has  been  successful.  The  mor- 
tality in  all  cases  is  from  20  to  50  per  cent. 

Lobar  Pneumonia  in  Infants. — In  relation  to  the  treatment  of 
this  affection,  William  Fitch  Cheney  (American  Med.,  July  20, 
1902)  says  that  it  is  simple,  for  the  disease  is  a  self-limited  one. 
The  main  object  is  to  maintain  the  strength  until  the  affection 
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runs  its  course.  The  food  must  be  carefully  and  regularly  ad- 
ministered. If  the  infant  is  nursed  at  the  breast,  let  the  breast 
continue  to  be  used;  if  on  the  bottle,  let  the  same  food  as  pre- 
viously given  be  continued  at  regular  intervals,  but  diluted  or 
peptonized  if,  on  account  of  the  high  temperature,  it  is  not  well 
digested.  For  the  fever  no  antipyretic  drugs  should  be  used; 
cold  sponging  or  bathing  of  the  body  is  far  more  efficacious  and 
less  depressing.  For  cough,  if  it  is  troublesome,  or  for  restless- 
ness and  insomnia,  Dover's  powder  is  the  most  useful  medicine. 
For  symptoms  of  prostration,  such  as  a  pulse  above  150  and  ten- 
dency to  stupor,  brandy  should  be  given  regularly,  in  dose  of  10 
to  30  drops  every  two  hours,  well  diluted ;  strychnine  in  dose  of 
one-four-hundredth  to  one-two-hundredth  grain,  according  to 
age,  every  six  or  four  hours,  and  atropine  in  dose  of  one-two- 
thousandth  to  one-seven-hundredth  grain  at  the  same  intervals. 
For  the  collapse  that  is  apt  to  occur  at  crisis  the  best  treatment 
is  the  hot  mustard  bath,  followed  by  vigorous  rubbing  of  the 
surface  of  the  body.  In  general  it  is  important  to  remember  the 
motto  of  Jacobi :  Nil  nocere — do  no  harm ;  for  occasionally  infants 
suffer  more  from  their  vigorous  medication  than  they  do  from 
the  disease  that  called  it  forth. 

Local  Variations  in  the  Mortality  from  Summer  Diarrhea. — 
Henry  Dwight  Chapin  (Arch,  of  Fed.,  July,  1902)  says  that  it 
is  certain  that  the  great  increase  in  the  number  of  deaths  in  New 
York  City  in  the  summer  of  1901  cannot  be  attributed  entirely 
to  the  milk  supply  or  to  the  heat,  for  the  heavy  mortality  was 
in  August,  September,  and  part  of  October,  and  not  during  the 
excessively  hot  weather  in  the  latter  part  of  June  and  early  July. 
In  and  around  New  York  City  there  was  in  the  summer  of  1901 
the  greatest  number  of  deaths  for  ten  years,  and  during  the  same 
period  the  least  number  of  deaths  in  the  country.  During  the 
previous  summer  there  was  next  to  the  lowest  number  of  deaths 
for  ten  years  in  the  city  district,  and  the  greatest  number  for  ten 
years  in  the  country.  If  the  primary  source  of  infection  was  the 
milk  supply,  the  deaths  in  the  city  districts  should  have  shown 
at  least  a  proportionate  increase  in  the  summer  of  1900,  and  the 
country  districts  should  have  had  a  large  number  of  deaths  in 
1901.  It  is  conceded  by  all  that  the  intense  poisoning  cases  of 
summer  diarrheas  are  the  result  of  putrefactive  changes  in  the 
intestinal  conterts,  excessively  foul  stools  accompanying  high 
fever  as  a  rule.  Th«j  great  source  of  putrefactive  bacteria  is 
the  soil,  which  consists  of  a  mixture  of  decomposing  organic  mat- 
ter and  earth.  Dust  contains  great  numbers  of  putrefactive 
bacteria  and  spores,  and  it  is  from  such  dust  and  dirt  that  milk 
becomes  infected  with  putrefactive  bacteria.  Theoretically  we 
should  expect  to  find  a  great  deal  of  summer  diarrhea  in  locali- 
ties where  soil  rich  in  decomposing  matter  is  being  turned  over 
and  dried  so  that  it  can  be  carried  by  the  wind  as  dust  or  pos- 
sibly by  flies.  This  may  account  for  the  occasional  infection  of 
breast-fed  infants.     With  the  removal  of  horse  cars  and  with 
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cleaner  streets  in  Greater  New  York,  the  number  of  deaths  from 
diarrheal  diseases  had,  on  the  whole,  been  steadily  declining  for 
the  past  ten  years,  and  at  the  same  time  the  population  had  been 
increasing.  In  1901  the  Borough  of  Manhattan  was  torn  up 
from  one  end  to  the  other  for  the  purpose  of  building  the  subway ; 
water  pipes  and  sewers  were  opened  and  changed,  and  the  streets 
were  very  dusty.  It  is  certainly  a  remarkable  coincidence  that 
with  an  unusually  small  number  of  deaths  from  diarrheal  diseases 
in  the  remaining  portion  of  the  State,  the  steadily  declining 
number  of  deaths  from  the  same  cause  in  the  city  district  should 
suddenly  increase  58  per  cent  when  the  streets  were  torn  up. 
There  can  be  no  doubt  that  in  preventing  diarrheal  diseases  in 
summer  attention  must  be  paid  to  local  conditions  as  well  as  to 
improving  the  milk  supplies. 

Purpura  Fulminans  following  Scarlet  Fever. — Hubert  E.  J. 
Biss  (The  Lancet,  Aug.  2,  1902)  says  that  hemorrhagic  scarlet 
fever,  as  described  in  some  works,  is  of  very  great  rarity  in 
England  at  the  present  time;  it  is  doubtful,  indeed,  if  extensive 
cutaneous  and  subcutaneous  hemorrhages  ever  occur  in  the  early 
stages  of  the  disease;  whether  the  cases  related  in  those  works, 
in  fact,  were  not  actually  cases  of  hemorrhagic  diphtheria. 
Hemorrhages  into  the  skin  and  subcutaneous  tissue  are  met  with 
not  very  infrequently  in  association  with  obstinate  suppurative 
lesions  after  scarlet  fever,  such  as  chronic  suppurative  lymph- 
adenitis, suppurations  in  joints,  and  suppurations  in  and  about 
the  temporal  bone.  In  the  case  reported  by  the  author  no  such 
lesion  obtained.  The  child  had  a  very  severe  attack  of  scarlet 
fever,  which  did  not  present  any  unusual  features,  and  convales- 
cence appeared  to  be  established.  He  still  had  some  ulceration 
of  the  soft  palate,  but  the  other  symptoms  had  either  passed  off 
or  were  much  abated,  the  temperature  was  settling  down,  and  he 
was  bright  and  comfortable.  At  this  point  cutaneous  hemor- 
rhages in  enormous  abundance  took  place,  accompanied  by  hema- 
temesis,  bloody  stools,  and  oozing  from  the  gums.  In  thirty-six 
hours  from  the  appearance  of  the  first  hemorrhages  he  was  dead. 
The  chief  feature  of  the  postmortem  examination  was  the  state 
of  the  kidneys,  which  were  transformed  almost  entirely  into  fat, 
a  little  blood  clot  being  found  in  the  calices.  The  change  would 
appear  to  have  been  more  in  the  nature  of  an  acute  degeneration 
than  of  an  inflammation.  The  sudden  occurrence  of  these  wide- 
spread hemorrhages  suggests  a  very  acute  toxemia,  a  blood  in- 
fection due  to  the  elaboration  of  some  toxic  substance  or  the 
supervention  of  some  fresh  organism;  but  what  the  nature  of 
such  body  may  have  been,  and  what  determined  its  appearance 
at  this  period  of  the  disease,  are  speculations  beyond  the  range 
of  legitimate  theorization. 

Rheumatism  in  Children. — A.  M.  Gossage  (The  Clin.  Jour., 
July  23,  1902)  says  that  in  the  treatment  of  rheumatism  in  the 
child  we  have  rather  different  problems  to  face  than  in  the  adult. 
Only  rarely  have  we  urgent  pain  and  high  fever  to  relieve. 
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What  is  required  of  us  is  to  prevent,  if  possible,  cardiac  inflam- 
mation, to  prevent  the  valves  being  permanently  damaged  should 
the  heart  unfortunately  be  involved,  and  to  prevent  a  recurrence 
of  rheumatism.  In  this  connection  we  must  remember:  (1)  that 
rheumatism  in  children  is  specially  prone  to  recur;  (2)  that  it 
is  specially  prone  to  involve  the  heart,  and  that  this  liability  is 
increased  with  each  successive  attack:  (3)  that  a  complete  re- 
covery after  an  attack  of  cardiac  inflammation  is.  perhaps,  more 
frequent  in  the  child  than  in  the  adult:  (-4)  that  we  are  better 
able  to  prevent  a  patient  from  being  attacked  by  rheumatism 
than  we  are  able  to  prevent  the  heart  being  affected  after  a  rheu- 
matic attack  has  commenced.  In  the  prevention  of  a  recrudes- 
cence of  rheumatism  personal  hygiene  plays  a  very  important 
part.  Patients  should  avoid  living  in  low-lying  damp  places, 
and  be  careful  not  to  get  their  clothes  wet  and  not  to  remain 
in  wet  clothes.  Salicylates  should  be  given  frequently,  every 
three  to  four  hours,  in  full  doses  (three-quarters  of  a  grain  for 
every  year  of  the  child's  age),  until  the  active  signs  of  rheuma- 
tism disappear,  and  then  similar  doses  three  times  a  day  for  one 
or  two  weeks.  AVhere  the  heart  has  already  been  involved  tin- 
main  hope  in  promoting  recovery  from  cardiac  inflammation 
must  lie  in  giving  the  heart  as  little  work  as  possible.  The  pa- 
tient should  lie  supine  in  bed  and  remain  so  for  a  lengthy  period 
after  the  subsidence  of  the  rheumatic  attack,  e.  g.,  at  least  a 
month.  This  enforced  rest  may  be  conjoined  with  Dr.  Oaton's 
treatment,  which  consists  in  giving  sodium  iodide  in  appropriate 
doses  and  applying  small  blisters  repeatedly  in  the  lines  between 
the  middle  of  the  clavicles  and  the  nipples  on  each  side. 

Skin  Diseases  in  Children. — M.  E.  Fitch  (The  Med.  Times, 
Aug.,  1902)  emphasizes  the  importance  of  a  correct  diagnosis 
in  the  case  of  skin  trouble  in  children.  He  describes  syphilitic 
eruptions  and  advises  a  mercurial  ointment.  In  the  treatment 
of  eczema,  he  says,  look  for  rheumatic  family  histories,  especially 
in  children  who  look  very  healthy.  Gout,  too,  is  usually  mani- 
fested as  eczema  in  children.  Heat,  cold  dry  air.  or  the  use  of 
hard  water  or  certain  soaps  may  be  the  cause.  The  treatment 
depends  entirely  on  the  diagnosis.  If  there  is  deficient  elimina- 
tion from  bowel  or  kidney,  or  digestive  disturbances,  find  it  out. 
Often  the  excessive  use  of  farinaceous  foods  may  be  the  cause 
of  a  heavy  percentage  of  fat  in  the  breast  milk.  Erythema 
multiforme  frequently  occurs  and  is  a  puzzling  condition.  The 
eruption  consists  of  macula?  which  vary  in  size  and  change  from 
day  to  day,  being  irregular  in  distribution  and  pinkish  in  color. 
The  child  is  anemic,  irritable,  and  constipated.  The  existence 
of  irritation  in  the  eruption  and  the  changeable  character  of 
the  spots  show  that  it  is  not  syphilitic,  while  the  distribution 
and  appearance  of  the  efflorescence  show  that  it  is  not  eczema. 
Belladonna  will  produce  erythema,  and  so  may  strawberries, 
crabs,  etc.  A  very  common  cause  of  this  disturbance  in  chil- 
dren is  tea.  The  use  of  iron  is  excellent  in  these  eases,  and  the 
child  should  stop  taking  tea,  pastry,  candy,  etc.,  and  confine  itself 
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to  milk,  soups,  and  stale  bread,  combined  with  fresh  air,  exercise, 
good  hours,  and  bathing.     Prickly  heat,  or  miliaria    papulosa, 

should  be  avoided  by  the  use  of  light  clothing  and  plenty  of 
bathing,  and  a  good  toilet  powder  such  as  boracic  acid  and  starch. 
The  bowels  must  be  kept  open  and  the  kidneys  stimulated.  Pow- 
ders are  preferable  to  washes.  Holt  recommends  the  stearate  or 
oxide  of  zinc.  12  parts;  bismuth,  3  parts;  powdered  camphor,  1 
part,  or  simple  rice  flour.  The  diet  should  be  fluid  and  easily 
digested.  Seborrhea  should  be  treated  by  washing  the  crusts 
with  oil  and  removing  them  by  the  use  of  warm  water  and  soap, 
after  which  a  soothing  ointment  should  be  applied,  such  as 
resorcin  or  sulphur.  Furuncles  or  boils  require  general  tunics. 
thorough  cleanliness  of  the  skin,  and  incision  of  the  furuncles 
which  have  pointed,  emptying  them  by  compression.  The  spots 
are  then  washed  out.  with  a  solution  of  bichloride  1  :2,000,  ab- 
sorbent cotton  applied  until  bleeding  stops,  and  then  covered 
with  a  collodion  dressing.  Urticaria  is  almost  always  caused 
by  some  trouble  in  the  digestive  tract.  The  children  should  be 
put  on  a  milk  diet  and  the  condition  of  bowels  and  kidneys  at- 
tended to.  Local  causes  of  irritation  should  be  sought  for,  such 
as  rough  underclothing,  too  tight  bandages,  etc.  Local  irrita- 
tion can  be  relieved  by  subacetate  of  lead,  carbolic  acid  solutions, 
or  a  weak  dilution  of  vinegar.  For  the  cure  of  scabies  tin-  child 
should  be  given  a  hot  bath  and  scrubbed  with  soap  and  water  for 
at  least  a  half-hour.  Then  the  body  may  be  anointed  with  the 
ointment  selected,  which  should  be  left  on  over  night.  This 
treatment  should  be  repeated  several  nights  in  succession.  A 
good  ointment  is :  Precipitated  sulphur,  1  part ;  balsam  of  Peru. 
1  part;  vaseline,  8  parts — or,  naphthol,  15  parts;  prepared 
chalk.  10  parts;  vaseline.  100  parts.  Afterward  it  is  well  to  put 
on  some  soothing  application. 

Subcutaneous  Division  of  the  Tendo  Achillis  for  the  Relief 
of  Equinus  following  Infantile  Paralysis. — Kussell  A.  Hibbs 
(N.  Y.  Med.  Jour.,  July  19,  1902)  submits  a  report  of  seventeen 
cases  studied  with  the  distinct  object  in  view  of  determining 
whether  or  not  the  increased  length  of  the  tendo  Achillis  conse- 
quent upon  its  subcutaneous  division  for  the  relief  of  equinus 
had  any  effect  in  modifying  the  action  of  the  calf  muscles.  The 
cases  are  those  in  which  the  deformity  was  caused  by  infantile 
paralysis.  The  operation  in  each  instance  was  that  of  subcu- 
taneous division  of  the  tendo  Achillis,  with,  in  some  instances,  di- 
vision of  the  plantar  fascia  also  and  immediate  correction  of  the 
overdeformity.  The  foot  was  placed  in  a  fixed  dressing  at  an  an- 
gle of  90°  to  the  leg,  and,  with  the  patient  confined  in  bed,  was 
kept  so  from  four  to  six  weeks.  Subsequently  they  have  been 
under  constant  supervision  and  have  worn  some  form  of  protec- 
tive apparatus.  In  eleven  cases  the  length  of  the  tendon  was  exag- 
gerated, it  was  smaller  than  normal,  and  its  shape  was  flattened ; 
in  the  next  four  cases  the  tendon  was  not  normal  in  size,  though 
it  was  larger  than  in  those  just  mentioned,  and  its  length  less 
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exaggerated ;  while  in  the  remaining  three  cases  it  more  closely 
resembled  the  normal  tendon.  In  the  eleven  cases  in  which  the 
function  of  the  calf  was  so  seriously  modified,  there  was  marked 
retraction  of  the  muscle.  The  gait  was  entirely  without  elas- 
ticity, suggesting  that  of  a  wooden  or  "Hail"  foot,  with  the 
limp  made  more  conspicuous  by  the  loss  of  the  ability  to  elevate 
the  heel  and  thus  compensate  for  the  shortening  of  the  limb. 
The  fact  that  such  serious  modification  of  the  calf  as  appears 
in  these  cases  does  not  always  occur  after  division  of  the  tendo 
Achillis  does  not  weaken  the  argument,  because  it  is  perfectly 
reasonable  to  suppose  that  in  some  cases  the  sheath  is  more  com- 
pletely divided  and  more  seriously  impaired  than  in  others,  and 
also  that  the  amount  of  strain  to  which  the  new  structure  is  sub- 
jected will  be  greater  in  some  cases  than  in  others,  depending 
upon  the  condition  of  the  calf  muscle,  which,  when  not  seriously 
impaired,  would  exert  a  greater  force  upon  it  than  when  it  was 
so,  and  thus  be  more  likely  to  cause  its  elongation.  In  some  eases 
there  was  no  impairment  of  the  calf  from  the  paralysis,  yet  its 
function  is  now  completely  lost,  and  the  tendon  is  much  smaller 
and  exaggerated  in  length.  Thus  it  would  appear  that  the 
modification  of  the  function  of  the  calf  in  these  patients  was  the 
result  of,  first,  the  shortening  of  the  muscle  in  the  production 
of  the  deformity ;  second,  the  further  shortening  of  the  muscle  as 
a  result  of  the  lengthening  of  the  tendo  Achillis  by  tenotomy  in 
the  correction  of  the  deformity;  and,  third,  the  still  further 
shortening  of  the  muscle  as  a  result  of  the  lengthening  of  the 
tendon  caused  by  the  elongation  of  the  structure  forming  the 
bond  of  union  between  its  divided  ends.  With  what  frequency 
such  serious  modification  of  the  function  of  the  calf  will  be  seen 
as  a  result  of  the  division  of  the  tendo  Achillis  and  the  correc- 
tion of  equinus  in  this  class  of  cases,  cannot  be  determined  from 
the  study  of  so  small  a  number,  but  that  it  does  occur,  and 
probably  with  greater  frequency  than  is  generally  supposed,  is 
evident. 

Treatment  of  Summer  Diarrheas. — An  editorial  (Arch,  of 
Fed.,  July,  1902)  says  that  principiis  obsta— "stop  the  begin- 
nings"—is  the  golden  rule  for  summer  diarrheas.  There  is  no 
such  thing  as  a  negligible  diarrhea  in  hot  weather.  No  excuse 
like  teething,  or  delicacy  of  health,  or  supposed  hereditary  ten- 
dency to  gastro-intestinal  derangement  must  be  allowed  to  make 
a  distinct  frequency  of  passages  appear  trivial  to  the  mother,  and 
especially  to  the  physician.  The  slightest  looseness  of  stools  must 
be  the  signal  for  prophylactic  measures.  The  child's  food  must 
at  once  be  reduced  in  amount.  If  mere  reduction  in  the  diet  does 
not  modify  the  diarrhea  favorably  in  twelve  hours,  then  milk 
must  be  eliminated  entirely  from  the  dietary  for  a  time.  This 
seems  a  hard  method  of  treatment  to  many,  and  especially  to 
young  mothers.  Hence  it  is  often  delayed  in  the  hope  that  im- 
provement of  symptoms  will  take  place  without  such  an  appar- 
ently radical  proceeding.     Milk  is.  however,  a  most  favorable 
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culture  medium  for  the  pathogenic  bacteria  of  the  intestinal 
tract.  To  continue  its  use  is  to  feed  these  bacteria  and  not  the 
child.  This  idea,  if  put  forcibly  before  the  mother,  will  do  more 
to  convert  her  to  the  necessity  for  the  complete  elimination  of 
milk  from  the  child's  food  than  almost  any  amount  of  direct 
advice  or  persuasion. 

As  to  what  shall  replace  milk  in  the  child's  food  there  is  some 
difference  in  opinion.  Egg'  water  was  popular  until  it  was 
recognized  that  most  micro-organisms  causative  of  diarrhea  will 
grow  on  it.  Cereals  have  long  been  recognized  as  of  value  in 
preventing  the  growth  of  bacteria;  they  set  up  an  acid  fermenta- 
tion, and  acidity  of  the  intestinal  contents  makes  them  an  espe- 
cially unfavorable  culture  medium  for  pathogenic  bacteria. 
Barley  gruel  then,  or  some  similar  preparation,  makes  the  best 
substitute  for  milk.  The  medicinal  treatment  of  the  infantile 
diarrheas  of  hot  weather  has  become  of  less  importance  than  for- 
merly. At  the  beginning  calomel  and  castor  oil  remove  irritant 
material  that  is  furnishing  a  soil  for  the  growth  of  bacteria. 
Astringent  drugs  must  be  used  with  great  caution.  Only  the 
insoluble  bismuth  compounds  which  act  mechanically  to  prevent 
irritation  can  be  recommended  with  confidence,  and  should  be 
given  in  large  doses — half  a  drachm  to  a  drachm  five  or  six  times 
a  day.  Except  for  movements  at  short  intervals  accompanied 
by  tenesmus,  opium  must  not  be  employed.  Irrigation  of  the 
colon  is  indicated  only  when  the  lower  bowel  is  evidently  the 
main  site  of  the  inflammatory  process.  The  indications  are  foul- 
smelling  stools  containing  considerable  mucus.  There  is  no 
specific  treatment  for  summer  diarrhea.  The  secret  of  decreased 
mortality  from  the  disease  is  prophylaxis  and  early  treatment  by 
limitation  of  the  diet. 

Treatment  of  Results  of  Infantile  Spinal  Paralysis. — Clar- 
ence L.  Starr  (Canada  Lancet,  July,  1902)  says  that  while  the 
prevention  of  deformities  by  early  application  of  apparatus  has 
been  advocated  and  practised  for  a  long  time,  it  is  only  within 
recent  years  that  any  attempt  has  been  made  to  rearrange  the 
attachment  of  active  muscles  so  as  to  permit  them  to  be  used  to 
the  greatest  mechanical  advantage.  The  treatment  of  such  de- 
formities and  disabilities  is  treated  under  four  heads:  I.  Cases 
which  may  be  treated  by  mechanical  support.  When,  in  the 
lower  extremity,  there  is  paralysis  of  all  the  muscles,  sometimes 
including  the  adductors  and  glutei,  producing  a  flail-like  or 
uncontrollable  limb,  surgical  procedures  are  not  feasible.  This 
class  of  cases  is  best  treated  with  a  mechanical  support  which 
takes  somewhat  the  form  of  an  artificial  limb  with  a  core  of 
bone  throughout.  The  support  is  preferably  fastened  to  the 
boot  and  extends  as  a  side  box  up  each  side  of  the  leg.  a  leather 
lacing  enveloping  calf  and  thigh.  The  joint  at  the  ankle  may 
be  a  free  joint  or  a  stop  joint,  set  to  prevent  toe  dropping  below 
the  right  angle.  The  knee  joint  should  be  an  automatic  lock 
joint,   that  locks   itself   when   the   patient    stands   and   can   be 
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loosened  by  pressure  on  a  spring  through  the  clothing,  so  the 
leg  can  be  flexed  when  the  patient  sits  down.  This  form  of 
support  will  usually  enable  one  who  has  hitherto  been  obliged 
to  use  a  pair  of  crutches  to  get  about  with  the  assistance  of  a 
cane.  II.  Cases  where  mechanical  support  may  be  employed 
advantageously  only  after  tenotomy.  The  tibialis  anticus  and 
posticus  muscles  are  frequently  found  permanently  paralyzed, 
and  the  contraction  of  the  unopposed  peronei,  together  with  the 
body  weight,  produces  a  valgus  deformity  of  the  foot.  The 
continuous  rolling  over  of  the  foot  tends  to  bring  the  origin 
and  insertion  of  the  gastrocnemius  and  soleus  closer  together, 
and  the  tendo  Achillis  becomes  shorter  to  adapt  itself  to  the 
new  condition.  The  treatment  suggested  is  division  of  the  tendo 
Achillis,  and  possibly  the  peroneal  tendons,  and  application  of 
a  fixation  dressing  such  as  plaster  of  Paris  after  reposition  of 
the  foot.  III.  Cases  where  the  attachment  of  active  muscles 
may  be  transposed  so  as  to  allotv  them  to  act  to  better  >n<  chanical 
advantage.  The  operation  for  transplanting  active  tendons  into 
paralyzed  ones  has  now  become  established  as  a  satisfactory 
plan  of  treatment  in  certain  cases  which  would  otherwise  remain 
disabled,  but  where  by  this  means  function  has  been  almost  com- 
pletely restored.  It  is  applicable  in  any  part  of  the  body,  but, 
on  account  of  the  less  intricate  arrangement  of  tendons,  is 
much  more  useful  in  the  lower  extremities.  As  an  example, 
in  the  thigh,  where  the  extensor  group  is  so  frequently  paralyzed, 
the  sartorius  remaining  active,  the  sartorius  can  be  divided  at 
or  near  its  insertion,  and  the  cut  end  fastened  into  the  fascial 
attachment  of  the  quadriceps  to  the  paletta.  The  development 
which  takes  place  from  the  use  of  this  muscle  is  often  sufficient 
to  maintain  extension  of  the  leg  in  walking.  IV.  Cases  where  so 
little  muscular  tissue  is  left  as  to  be  useless  for  support  and 
where  supports  are  not  advisable.  In  cases  where  there  is  no 
control  of  extension  at  the  knee,  and  continuous  treatment  with 
appliances  is  not  feasible,  the  knee  joint  can  be  excised  and  a 
stiff  joint  secured  which  will  allow  the  patient  to  get  about 
without  apparatus.  In  some  cases  of  uncontrolled  ankle  move- 
ment, arthrodesis  at  the  ankle  may  be  employed,  thus  producing 
ankylosis  and  a  stable  foot  producing  a  firm  basis  of  support. 
"Whitman,  in  such  cases,  does  what  he  calls  an  astragalectomy, 
arthrodesis,  tendon-shortening,  and  backward  displacement  of 
the  foot.  The  astragalus  is  removed  after  division  of  external 
lateral  ligaments,  and  this  allows  sufficient  freedom  of  movement 
of  the  foot  to  slip  it  bodily  backward,  thus  carrying  the  centre 
of  gravity  of  the  leg  further  forward  toward  the  centre  of  the 
foot. 
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Before  the  Fifteenth  Annual  Meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists. 

OF  OUR  SHORTCOMINGS. 
"Let  us  reason  together." 


EDWIN  RICKETTS,   M.D. 
Cincinnati,    O. 


Mr.  Chairman  and  Members  of  the  American  Association  of 
Obstetricians  and  Gynecologists: 

In  casting  a  line  for  this  paper,  looking  over  your  fourteen 
presidential  addresses,  I  am  profoundly  impressed  by  the  fact 
that  they  have  thoroughly  covered  the  scientific  ground  pertain- 
ing to  our  society. 

It  was  with  some  timidity  that  I  chose  the  above  title.  In  do- 
ing this  I  was  not.  unmindful  of  the  fact  that  I  was  to  criticise 
our  profession  in  a  general  way  in  order  to  best  consider  our 
special  shortcomings.  In  any  or  all  of  your  discussions  you  have 
been  so  fair  in  legitimate  criticism,  and  with  it  so  full  of  for- 
bearance, that  I  am  encouraged  to  speak  plainly.  I  fully  ap- 
preciate and  am  thankful  for  the  distinction  you  have  conferred 
37 
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on  me  in  being  honored  with  the  Presidency  of  this  Society  of 
special  workers.  With  this  honor  conies  my  first  opportunity 
and  privilege  of  being  requested  to  say  what  I  think  of  you,  at 
least  collectively,  without  fear  of  a  reply.  My  position  is  not 
without  responsibility,  and  I  will  make  duty  my  only  monitor. 
Friendly  and  honest  criticism,  offered  without  prejudice,  can  do 
no  harm;  it  may  do  good. 

It  is  with  pride  that  I  call  your  attention  to  the  five  hundred 
original  articles,  with  the  one  thousand  pages  of  discussion,  that 
stand  as  the  result  of  your  fourteen  years'  work  toward  erect- 
ing a  monument  that  is  to  be  in  honor  of  your  unselfish  efforts 
of  true  special  work.  Your  Transactions  are  to  be  read  by  the 
coming  men  in  medicine,  and  it  is  for  these  that  you  have  sowed 
deep  and  well  the  abdominal  and  gynecological  seed.  The  work 
of  our  most  worthy  Secretary  always  speaks  for  itself,  and  does 
it  in  no  uncertain  sound.  While  it  is  evident  that  you  have  ac- 
complished much,  it  is  also  as  evident  that  you  should  have  done 
better  and  more  work.  All  of  this  goes  to  prove  that  all  has  not 
been  accomplished.  Such  was  claimed  not  long  before  this  so- 
ciety was  organized.  Your  work  has  surely  evidenced  the  fallacy 
of  such  a  statement. 

For  the  study  of  ancient  gynecology,  showing  that  all  surgical 
procedures  were  clone  yesterday,  are  done  to-day  and  lost  to- 
morrow, I  refer  you  to  the  book  recently  brought  out  by  Stewart 
McKay,  of  Sydney,  Australia.  In  this  he  clearly  shows  and 
kindly  points  out  the  uneven  chart  lines  of  progress  from  near 
the  time  the  rib  was  removed  for  the  making  of  the  first  woman, 
that  Celsus  gave  us  his  well-written  observations  on  the  anatomy 
of  the  uterus,  and  Galen  gave  his  work  on  the  dissection  of  the 
Fallopian  tubes.  I  am  yet  to  be  convinced  that  anesthesia  was 
a  lost  art  to  Galen  and  his  followers.  Our  professional  troubles, 
of  so  complicated  a  nature,  began  with  its  unfortunate  marriage 
to  the  priesthood.  This  brought  incantations  and  superstitions 
that  honest  efforts  on  lines  of  true  philosophical  reasoning  have 
not  been  able  to  eradicate.  The  worst  of  it  is  that  our  profes- 
sion is  still  a  willing  slave  to  the  priesthood,  which  flatters  itself 
that  it  is  able  to  make  better  the  chances  for  our  future,  knowing 
that  it  has  rewards  of  present  positions  to  extend. 

Like  the  church,  medicine  is  denominational.  Thorough  or- 
ganization is  not  ours,  and  for  this  we  lack  independence  and 
the  desired  highest  dignity  possible,  which  would  bring  greater 
usefulness  and  better  work  for  rich  and  poor  alike. 


RICKETTS:    THE    SHORTCOMINGS   OF   GYNECOLOGY.  579' 

For  the  association  of  our  profession  with  the  priesthood,  as 
coming  from  the  many  denominations,  its  members  have  had 
their  views  on  practical  Christianity  broadened.  Notwithstand- 
ing our  open-handed  charity,  for  this  we  have  been  criticised 
(but  pills  do  act  without  ceremony,  even  to  increasing  the  dose). 
Similar  ceremonies  without  pills  or  scalpels  are  being  taken  up 
by  many  of  the  laity  to-day.  "With  some  the  patient  is  to  recover 
with  ceremony  and  without  pills,  while  in  others  the  recovery  i* 
to  be  more  satisfactory  if  the  doctor  will  only  fail  to  ask  for  his 
fee ;  just  let  it  be  optional.  Such  demands  were  once  of  a  more 
personal  nature,  while  now  they  are  strengthened  by  coming 
from  denominational  priesthood  medical  trusts — and  no  ques- 
tions to  be  asked  for  the  receiving. 

The  general  practitioner  of  this  or  any  other  country  is  the 
backbone  of  medicine.  It  should  not  be  otherwise.  With  just 
and  co-equal  considerate  relations,  the  best  interest  of  the 
physician  and  specialist  is  not  to  suffer.  With  changed  rela- 
tions toward  the  general  practitioner  complications  are  sure  to 
arise. 

Our  former  old-time  true  medical  allegiance  must  be  renewed, 
and  in  no  uncertain  manner.  For  this  lack  of  consideration  the 
general  practitioner  has  been  aggrieved,  and  he  has  not  failed  to 
retaliate  on  special  lines  and  with  a  high  mortality.  Re-estab- 
lish the  better  and  old-desired  relationship,  and  even  a  division 
of  fees  will  not  be  requested.  He  sees  the  cases  long  before  they 
are  to  come  to  you,  and  many  times  long  after  their  return.  You 
must  have  his  confidence  first ;  yours,  to  him,  is  secondary.  He 
knows,  long  after  your  patient  has  returned  to  him,  of  some  of 
your  failures,  when  possibly  you  are  well  under  the  impression 
that  they  are  successes.  You  are  to  be  his  handmaid  in  surgery, 
ready  to  respond  to  his  call.  Show  him  that  he  can  trust  you 
under  any  and  all  circumstances,  just  as  so  many  of  his  families 
have  learned  to  trust  him — you  must  never  forget  that  he  has 
many  delicate  problems  to  overcome  in  order  that  you  may  be 
called  in  to  any  of  his  cases. 

After  Ephraim  MacDowell  established  the  fact  that  ovariotomy 
was  legitimate  and  could  be  performed  to  save  many,  many  lives, 
ovariotomy  fell  into  dispute — not  for  the  failures  of  Mac- 
Dowell. but  for  those  of  incompetent  general  surgeons;  so  the 
general  practitioner  decided  that,  for  the  reason  of  such  high 
mortality  in  the  hands  of  all  operators,  it  should  be  abandoned,, 
and  it  was. 
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It  was  to  be  taken  up  again  after  more  than  a  third  of  a 
century — beginning  with  1809— had  passed;  and  in  the  mean- 
time thousands  of  women  with  ovarian  tumors  alone,  not  oper- 
ated upon,  died.  Progress  for  the  relief  of  these  conditions 
ceased.  For  the  efforts  of  the  second  generation  of  operators— 
as  Dunlap,  the  Atlees,  Sims,  etc.— for  the  relief  of  ovarian  tumors 
and  for  vesico-vaginal  fistula,  the  mortality  was  lower  than  it 
had  been  in  the  hands  of  the  best  general  surgeons  for  the  fifty 
years  following  1809.  It  remained  for  the  Birmingham  school 
(the  third  generation  of  special  operators)  to  take  up  the 
scalpel  in  the  best  interests  of  surgical  diseases  of  women,  and 
to  lower  the  mortality  as  never  before ;  and  with  this  pelvic 
surgery  was  given  birth,  and  Lawson  Tait  re-established  an  old 
operation  for  the  repair  of  the  complete  and  incomplete  lacerated 
perineum. 

There  is  every  reason  to  believe  that  abdominal  surgery  and 
gynecology,  in  the  hands  of  all  operators,  is  being  accompanied 
with  a  higher  mortality  than  is  true  of  that  done  by  the  special 
workers.  The  work  in  all  hands  is  not  so  thorough  on  conserva- 
tive lines.  For  the  "all  told  high  mortality"  the  doing  of  ab- 
dominal surgery  and  gynecology  undoubtedly  is  on  the  down 
grade;  and  it  remains  to  be  seen  whether  the  brakes  are  to  be 
reached,  and  if  the  general  surgeon  and  general  practitioner  are 
the  best  to  manipulate  them.  Some  that  have  filled  the  demands 
of  special  workers  in  abdominal  surgery  and  gynecology  for  a 
time,  seem  ready  to  join  hands  with  the  general  surgeon,  feeling 
that  this  and  similar  societies  should  cease  to  exist  (notwith- 
standing the  fact  that  these  special  efforts  have  made  abdominal 
surgery  and  gynecology  famous),  and  that  they  should  become 
general  surgeons  and  obstetricians — in  fact,  return  to  the  doing 
of  an  amputation  for  gangrene  to-day,  a  tonsillectomy  to-night, 
with  a  case  of  erysipelas  or  some  other  infectious  or  contagious 
disease  continually  on  hand.  Under  such  circumstances  the  strict- 
est attention  to,  and  observation  of,  surgical  asepsis  or  surgical 
antisepsis  is  to  give  a  mortality  that  is  to  put  us  back  fifty 
years.  That  is,  the  general  practitioner  will  so  judge  us,  and 
in  truth. 

He  rendered  judgment  that  settled  the  high  mortality  for  the 
fifty  years  referred  to,  and  it  looks  very  much  as  though  he  will 
have  the  opportunity  of  doing  as  much  again.  The  lowest  mor- 
tality that  we  have  ever  had  to  record  in  our  special  work  was 
not  the  result  of  the  efforts  of  general  surgery,  for  it  long  and 
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loud  denied,  with  none  less  than  Sir  Spencer  Wells,  thai  Tait 
had  found  a  pus  tube  and  pelvic  surgery.  The  first  lowest  mor- 
tality came  to  us  as  the  result  of  the  arduous  labors  of  a. most 
trying  and  sacrificing  personal  kind,  through  the  efforts  of  Tait, 
Bantock,  Thornton,  Keith,  Savage,  Sinclair,  and  others  coming 
from  England — the  country  (and  let  it  be  said  to  her  greal 
honor)  that  has  recognized  longest  and  with  the  greatest  re- 
spect the  true  specialist. 

It  has  been  most  unfortunate  for  the  very  best  desired  results 
in  abdominal  surgery  and  gynecology,  and  for  the  best  financial 
interests  of  the  profession  at  large,  that  those  few  general 
surgeons  with  wide  reputations  in  general  surgery  should  do 
abdominal  surgery  and  gynecology  as  a  secondary  matter.  Such 
frequently  comes  as  the  result  of  large  and  unwieldy  clinics 
that  are  responsible  for  aiding  in  seductive  and  delusive  six- 
weeks-touch  courses  called  polyclinics. 

It  is  refreshing  to  see  and  read  so  frank  an  expression  as  that 

i ling  from  James  Hawley  Burtenshaw,  Adjunct  Professor  of 

(gynecology  in  the  New  York  Polyclinic,  New  York  Medical 
Journal,  August  30,  1902,  on  "Gynecology  and  Country  Doc- 
tors." He  says  "that  the  teaching  is  often  over  the  head  of  the 
average  postgraduate  student,  and  he  nearly  always  takes  it  too 
much  for  granted  that  his  listeners  have  been  well  grounded 
in  the  principles  of  a  particular  branch,  and  that  he  therefore 
fails  to  enter  sufficiently  into  the  details  of  his  subject.  This  is 
particularly  likely  to  be  true  when  a  large  number  of  patients 
are  present  at  the  clinic,  necessitating  rapid  and  more  or  less 
cursory  attention  to  each  in  order  that  the  routine  work  may  be 
completed  in  a  specified  time."  He  adds:  "A  six- weeks  or 
three-months  course  at  a  postgraduate  medical  school  will  not 
serve  to  make  of  the  most  earnest  workers  a  competent  specialist 
in  any  branch  of  medical  work."  This  is  a  frank  and  manly 
acknowledgment.  I  have  purposely  talked  with  men,  East  and 
A\Test,  who  are  connected  with  some  of  our  best  polyclinics,  and 
they  frankly  admitted— in  confidence— that  the  polyclinics  are 
greatly  at  fault. 

This  final  rapid  polyclinic  equipment,  which  is  the  result  of  the 
hurried  and  incomplete  teaching,  is  not  to  bring  the  demanded 
low  mortality  for  the  work  done  after  returning  to  their  re- 
spective fields  of  general  practice,  general  surgery,  or  both. 
For  any  one  seeking  the  special  field,  ten  years  of  active  general 
practice,  studying  symptoms  vigorously,  to  then  spend  a  year 
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working  with  leaders  in  the  special  surgical  art,  will  undoubted- 
ly accomplish  more.  There  are  no  short  roads  to  the  successful 
general  practitioner  any  more  than  there  are  to  our  special  line. 

There  are  reasons  why  the  physician  and  all  those  engaged  in 
the  practice  of  the  specialties  should  enter  the  political  arena. 
He  owes  this  to  his  country  and  to  the  city,  town,  village,  or  dis- 
trict in  which  he  may  reside.  It  will  teach  him  what  organiza- 
tion is,  what  and  how  a  power  can  best  be  wielded  for  good.  It 
will  result  in  pronounced  efforts  for  the  organization  of  the 
medical  profession,  which  in  due  time  is  to  command  the  highest 
respectful  consideration,  as  coming  from  the  National,  State. 
and  County  government.  Such  is  to  make  us  a  free  and  inde- 
pendent profession,  and  to  bring  with  it  respect,  as  coming  from 
church  as  well  as  state.  Not  well-applied  commercialism  is  with 
us.  I  say  that  the  medical  and  surgical  laborer  is  always  worthy 
of  his  hire ;  but  there  is  a  right  and  a  wrong  way  of  obtaining  an 
equitable  financial  remuneration.  Commercial  agencies  can  be 
made  to  serve  you  as  they  do  business  men. 

Is  the  number  of  specialists  to  be  decreased?  I  would  say, 
"Yes,  for  a  number  of  years,  and  surely  with  a  higher  mor- 
tality." On  those  remaining  true  to  the  special  work  and  their 
followers  will  be  imposed  the  task  of  working  on  new  lines — 
surgery  of  the  pancreas;  the  earlier  diagnosis  of  hydro-  and 
pyosalpinx,  with  abdominal,  vaginal,  or  combined  drainage  for 
restoration  of  function ;  earlier  diagnosis  and  treatment  of  limit- 
ed pathological  lesions  of  one  or  both  ovaries;  stenosis,  with  or 
without  fimbriated  occlusion  of  the  Fallopian  tubes  and  their 
relief ;  the  study  and  diagnosis  of  diseases  of  the  spleen  that  are 
to  be  amenable  to  relief  as  coming  from  surgical  intervention; 
the  prophylaxis  of  many  of  the  surgical  diseases  peculiar  to 
women— this  to  be  taught  to  the  sex  in  the  most  approved  way, 
though  delicate  it  be;  the  remarriage  of  obstetrics  to  abdominal 
surgery  and  gynecology.  Then  we  are  to  be  in  line  with  Ger- 
many, France,  and  England. 

AVhile  the  laity  is  to  be  the  last  to  appreciate  the  importance 
of  the  lowest  mortality  possible,  they  will  come  along  in  due 
time,  and  their  decision  will  again  create  desired  special  de- 
mands, that  will  be  gladly  catered  to  by  a  less  capricious  and 
wiser  profession.  With  this  our  specialty  is  to  be  again  popular- 
ized, until  the  general  surgeon  is  to  consider  the  invading  of 
our  new  field,  which  we  have  made  possible  for  the  redemption 
of  our  specialty.  For  the  reason  of  our  pioneering,  if  the  gen- 
eral surgeon  cannot  do   the  work  better,   in  justice  he  should 
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stand  aside.  If  he  can  do  it  better  we  are  ready  to  yield  to  him 
the  special  surgical  palm.  With  medicine  thoroughly  organized, 
each  specialty,  along  with  the  higher  grade  of  merit  demanded 
for  the  recognition  of  the  surgical  worker,  knocking  at  the  door, 
that  competitive  commercial  spirit  which  now  exists  as  one 
specialty  against  another  would  not  receive  the  undesired  recog- 
nition of  to-day.  All  other  professions  and  trades  have  said  of 
us— and  not  without  truth — that  we  have  no  thorough  organiza- 
tion. Granting  the  truth  of  the  assertion,  the  fault  lies  within 
ourselves;  for  the  correction,  we  cannot  expect,  or  ask.  that 
others  begin  the  work  for  the  solution  of  this  very  important 
problem. 

Now  that  women  are  on  a  co-equal  footing  in  medicine  for  the 
same  prescribed  laws.  State  and  medical,  as  men,  it  should  be 
our  duty  and  our  pleasure  to  assist  in  the  correcting  of  certain 
abuses.  For  instance,  the  obstetrical  practice,  as  coming  from 
the  poorer  classes,  should  be  liberated  from  the  too  oft  dirty 
midwife  and  placed  in  the  hands  of  the  lady  physician,  and 
financially,  if  necessary,  at  the  figures  of  the  midwife.  Ten  per 
cent  added  on  the  lines  of  infection  comes  from  the  deliveries  at 
the  hands  of  the  midwife. 

The  true  working  relationship  of  the  neurologist,  as  bearing 
on  our  special  work,  must  be  better  and  far  more  appreciated. 
He  should  be  called  into  consultation  oftener,  and  he  in  turn 
should  consult  with  the  gynecic  and  abdominal  surgeon  before 
sending  any  of  his  patients  to  an  institution  for  partial  or  per- 
manent detention. 

It  is  claimed  by  some  that  all  men  cease  to  be  aggressive  in 
the  trades  and  professions  at  50  years  of  age.  If  this  be  true 
there  is  much  food  for  thought  as  to  the  best  interests  of  many 
of  us  in  this  society.  If  this  be  true,  then  we  must  console  our- 
selves with  the  fact  that  others  passed  from  the  arena  as  we 
came  in.  It  is  with  such  a  possible  transitional  state  in  view  that 
we  have  in  reserve  young  men  who,  we  are  sure,  will  plant  our 
standard  farther  toward  the  desired  pole.  In  doing  this,  they 
are  to  prove,  by  their  good  work,  all  has  not  been  accomplished. 

What  would  come  from  that  which  we  have  considered?  A 
National  Secretary  of  Medicine.  It  would  be  medicine,  not 
priesthood  and  medicine.  It  would  be  medicine  on  its  highest 
and  broadest  plane;  and  for  this  the  members  of  the  specialties 
would  duly  consider  and  honor  each  other.  It  would  mean  dig- 
nity, higher  regard,  influence,  and  an  equitable  financial  re- 
muneration.   It  would  be  for  the  medical  profession  to  assist  in 
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making  the  world  better.  It  would  be  for  the  higher  education 
of  our  boys  and  girls  who  may  determine  to  enter  the  ranks  of 
medicine.  It  would  be  that  our  profession  would  know  better 
how  to  ask  and  how  best  to  obtain  that  which  it  has  so  long 
needed  and  justly  deserved. 
408  Broadway. 


TRANSACTIONS  OF  THE  AMERICAN 

ASSOCIATION    OF    OBSTETRICIANS    AND 

GYNECOLOGISTS. 


PROCEEDINGS   OF  THE  FIFTEENTH  ANNUAL  MEETING, 
Held  en  Washington.  D.  C,  September  16,  17,  and  18,  1902. 


First  Day  — Morning  Session. 

The  Association  met  in  the  Convention  Hall  of  the  Hotel 
Raleigh,  under  the  Presidency  of  Dr.  Edwin  Ricketts,  of  Cin- 
cinnati, Ohio. 

An  Address  of  Welcome  was  delivered  by  Surgeon-General 
George  M.  Sternberg  (retired),  of  Washington,  D.  C,  which 
was  responded  to  by  President  Ricketts. 

The  first  paper  was  on 

PELVIC   DISEASE   IN  THE  YOUNG  AND  UNMARRIED. 


C.   L.   BONIFIELD,   M.D., 
Cincinnati,   O. 


The  vast  majority  of  patients  who  come  under  the  care  of  the 
gynecologist  are  suffering  from  disease  due  to  infection  either  of 
a  gonorrheal  or  septic  character,  to  the  injuries  incident  to  child- 
birth or  abortion,  or  to  those  diseases  which  are  prone  to  occur 
about  the  time  of  the  menopause.  This  paper  will  deal  only  with 
those  pelvic  diseases  or  symptoms  which  occur  in  those  who  have 
never  been  subjected  to  the  disturbances  of  sexual  intercourse 
or  the  perils  of  parturition.  Many  of  these  disorders  are  purely 
functional;  others  are  only  symptomatic  of  some  constitutional 
trouble  and  their  treatment  can  safely  be  left  to  the  family 
physician. 
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An  increasing  number  of  unmarried  women  consult  gynecol- 
ogists or  the  family  physician  for  gynecological  troubles. 
Whether  our  young  women  of  the  present  day  are  more  prone 
to  pelvic  disease  than  their  mothers  and  grandmothers  were  at 
their  time  of  life,  or  whether  the  large  number  of  men  cultivating 
the  gynecological  field  serve  to  attract  attention  to  this  part  of 
the  anatomy,  is  a  question.  The  modern  girl  would  seem  to  take 
more  exercise  than  her  ancestors  did  and  we  would  expect  her  to 
be  stronger ;  but  the  added  duties  and  cares  of  a  more  advanced 
civilization  make  her  more  nervous,  and  it  is  probable  that  the 
same  disorder  is  felt  more  and  heeded  more  than  it  was  by  her 
mother,  as  the  stroke  of  a  whip  is  felt  more  by  a  racehorse  than 
by  his  fellow  who  works  in  a  dray. 

In  one  class  of  modern  girls  the  strain  on  the  nervous  system  Is 
the  struggle  to  compete  with  the  stronger  sex  in  acquiring  higher 
education,  in  practising  the  professions,  or  in  filling  positions 
in  commercial  houses.  In  another  it  is  the  struggle  for  social 
prominence.  The  ordeal  that  a  society  girl  goes  through  with 
during  the  season  is  extremely  trying  to  the  most  robust  and  her 
weaker  sisters  are  sure  to  break  down  under  it.  Dress  reform 
makes  slow  progress ;  but  certainly  dress  is  now  no  more  senseless 
and  harmful  than  it  was  a  century  ago.  Dancing  is  far  from 
healthful  exercise,  indulged  in,  as  it  is,  in  overcrowded,  super- 
heated rooms,  with  tight  clothing  interfering  with  respiration; 
but  dancing  is  no  more  injurious  now  than  formerly.  Cycling 
is  a  modern  form  of  amusement  which,  fortunately,  is  rapidly 
losing  popularity;  it  is  as  trying  on  women  as  the  sewing  ma- 
chine, excepting  that  it  is  used  for  amusement  instead  of  work 
and  is  used  in  the  open  air.  Horseback-riding  is  to  be  com- 
mended. And  golf  cannot  be  blamed;  it  demands  exercise,  not 
too  violent,  in  the  open  air,  and  the  player  wears  rather  sensible 
clothing.    So  the  explanation  suggested  seems  most  plausible. 

It  is  to  call  the  attention  of  the  profession  to  the  well-known 
but  apparently  often  forgotten  truth  that  pelvic  symptoms  do 
not  always  mean  serious  organic  disease  of  the  pelvic  organs,  in 
fact  that  they  usually  do  not  indicate  trouble  of  this  character 
in  the  young  and  unmarried,  and  that  such  patients  should  not 
be  subjected  to  local  examination  and  treatment  until  reasonable 
effort  has  been  made  to  relieve  them  by  other  methods,  that  this 
paper  is  written. 

The  journals  have  been  saying,  the  last  few  years,  that  the 
work  of  the  gynecologist  is  done;  that  he  has  taught  the  surgeon 
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how  to  do  the  operative  part  of  his  work,  the  obstetrician  how  to 
recognize  what  should  be  done,  and  that  in  the  future  these  two 
worthies  working  together  will  occupy  the  whole  field  and  the 
gynecologist  will  be  seen  no  more  in  the  land.  At  the  recent 
meeting  of  the  American  Gynecological  Society  Dr.  Jenks  quoted 
some  one  who  had  taken  pains  to  compare  the  mortality  of 
gynecological  work  done  by  gynecologists  with  that  of  such  work 
done  by  general  surgeons,  and  he  found  it  to  the  advantage  of 
the  gynecologist.  This  is  as  it  should  be.  The  law  of  "survival 
of  the  fittest"  is  still  in  operation.  If  the  szynecologist  would  live 
he  must  be  worthy  of  life.  The  gynecologist  who  graduates  from 
the  college  a  specialist  will  perish.  The  gynecologist  who  be- 
comes such  after  a  six-weeks  course  at  a  postgraduate  school  will 
fail.  But  the  gynecologist  who  is  first  a  good  general  practi- 
tioner, and  then  learns  the  specialty  by  long  apprenticeship  to 
one  of  its  masters,  will  always  find  a  field  for  his  efforts.  It  it? 
in  diagnostic  ability  that  the  gynecologist  must  excel  if  he  would 
maintain  his  present  prominent  position  in  the  profession,  ami 
one  of  the  best  evidences  of  such  ability  is  the  readiness  with 
which  he  recognizes  what  cases  do  and  what  cases  do  not  come 
within  his  domain. 

Among  the  affections  that  most  commonly  bring  this  class  of 
patients  to  the  gynecologist  may  be  mentioned  the  disorders  of 
menstruation,  undeveloped  uterus,  tubercular  disease  of  the  ap- 
pendages, and  acute  displacements. 

Menstruation  may  be  tardy  in  making  its  first  appearance. 
Unless  there  are  marked  local  symptoms  or  the  function  is  several 
years  behindtime,  there  is  no  necessity  for  pelvic  examination. 
But  the  wise  physician  will  not  dismiss  the  case  as  unworthy  his 
attention.  He  will  first  endeavor  to  find  out  whether  the  function 
is  really  late  or  only  apparently  so.  He  will  judge  of  the  time  it 
should  make  its  appearance  by  the  complexion  of  the  girl,  the 
latitude  in  which  she  lives,  her  habits  of  life,  the  menstrual  his- 
tory, of  her  mother  and  older  sisters,  etc.  If  it  is  really  late  he 
will  do  his  best  to  discover  the  cause  and  remove  it.  Such  cases 
are  nearly  always  anemic.  But  he  will  not  be  satisfied  with  hav- 
ing discovered  that  anemia  exists  and  having  prescribed  iron  for 
it.  He  will  investigate  'carefully  the  condition  of  the  heart,  tha 
lungs,  and  the  kidneys.  He  will  ascertain  if  digestion  is  normal 
and  if  the  diet  is  wholesome  and  nutritious.  It  is  important  that 
a  girl's  health  be  as  nearly  perfect  as  possible  at  the  time  of 
puberty,  otherwise  the  proper  development  of  uterus  and  ovaries 
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may  not  occur.  The  uterus  that  begins  to  menstruate  late  ceases 
to  do  so  early,  showing  a  lack  of  vitality. 

Amenorrhea  is  one  of  the  early  symptoms  of  phthisis.  When 
there  is  a  gradual  cessation  of  menstruation,  unless  the  patient 
is  gaining  weight  rapidly,  this  or  some  other  grave  constitutional 
state  is  to  be  suspected  and  diligently  searched  for.  Obesity  fre- 
quently lessens  and  sometimes  stops  menstruation.  The  treat- 
ment is  dietetic  and  a  strenuous  life.  Ovarian  extract  is  some- 
times of  value. 

It  is  the  universal  observation  of  the  profession  that  the  sud- 
den cessation  of  menstruation  in  the  apparently  healthy  is  al- 
ways suggestive  of  pregnancy,  no  difference  what  the  character 
or  social  position  of  the  individual  may  be.  Menorrhagia,  though 
not  so  common  in  this  class  of  patients  as  in  later  life,  is  fre- 
quently present.  A  depraved  state  of  the  blood  whereby  it  loses 
its  coagulability  is  often  its  cause.  Interference  with  circulation 
by  disease  of  the  heart,  kidneys,  or  liver  may  also  produce  it. 
These  causes  should  always  be  searched  for,  and  corrected  if 
found,  before  local  measures  are  resorted  to.  Rest  in  bed  during 
the  period  should  always  be  enjoined.  The  administration  of 
ergot  or  hydrastis,  or  a  combination  of  the  two,  with  a  sedative 
for  a  few  days  before  and  during  flow,  is  useful.  Curettage  is 
rarely  required. 

Dysmenorrhea  may  be  of  uterine,  tubal,  or  constitutional 
origin.  In  the  young  and  unmarried  it  is  most  apt  to  be  of  the 
constitutional  variety.  Menstruation  is  preceded  by  a  congestion 
of  the  pelvic  organs.  This  physiological  process,  which  so  closely 
resembles  a  pathological  one,  readily  crosses  the  border  ground 
and  becomes  pathological  and  painful.  Anemia,  chlorosis,  mal- 
aria, syphilis,  and  rheumatism  are  a  few  of  the  more  common 
causes  of  constitutional  conditions  that  make  menstruation  pain- 
ful. The  true  nature  of  the  trouble  having  been  recognized,  the 
treatment  suggests  itself,  and  it  had  best  be  left  to  the  internist, 
to  whom  it  legitimately  belongs.  If  specialists  were  more  caref  il 
to  refer  cases  back  to  the  family  physician,  they  would  not  so 
often  be  humiliated  by  being  asked  to  divide  the  fees. 

The  next  most  common  variety  is  the  uterine.  Flexion,  version, 
and  narrow  cervical  canal  play  an  important,  but  still  subordin- 
ate, role  in  the  production  of  dysmenorrhea.  Menstruation  is 
usually  not  painful  from  such  a  uterus  until  an  endometritis  de- 
velops. The  endometritis  is  the  cause  of  the  pain ;  the  flexion,  or 
whatever  obstruction   to  drainage   and   circulation   exists,   is   a 
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predisposing  cause  of  the  endometritis.  Cure  of  the  endometritis 
relieves  the  dysmenorrhea.  That  simple  endometritis  can  often 
be  cured  without  any  local  treatment  has  long  been  demonstrated. 
Tonics,  when  indicated,  a  nutritious  and  easily  digested  diet, 
fresh  air,  and  salt  baths  for  the  anemic,  a  non-stimulating  diet 
with  plenty  of  exercise  and  an  occasional  saline  purge  for  the 
plethoric,  will  work  wonders.  The  society  the  patient  keeps  and 
the  book  she  reads  are  also  to  be  investigated.  It  is  useless  to  try 
to  relieve  congestion  of  the  pelvic  organs  of  a  girl  who  is  spend- 
ing one  or  more  evenings  every  week  with  a  lover  whose  endear- 
ments produce  a  hyperemia  which  her  virtue  prevents  being  re- 
lieved in  a  physiological  way.  Immoral  books,  suggestive  plays, 
intimate  association  with  other  girls  who  habitually  talk  of  things 
sexual  and  sensual,  are  harmful  only  in  a  less  degree. 

By  proper  treatment,  hygienic  and  medicinal,  a  majority  of 
these  cases  can  be  cured  without  resort  to  local  measures.  "When 
examination  is  necessary  it  is  usually  best  to  administer  an  anes- 
thetic ;  the  examination  will  be  more  satisfactory  to  the  physician 
and  less  disagreeable  to  the  patient.  Preparations  should  be 
made  so  that  if  a  dilatation  and  curettage  are  indicated  they 
can  be  done  at  once,  avoiding  a  second  anesthesia.  Operative 
treatment  is  the  only  local  treatment  to  be  thought  of.  It  is  in- 
excusable to  have  such  a  patient  coming  to  one's  office  for  appli- 
cations to  vagina  or  uterus.  Tubercular  disease  of  the  tubes  may 
be  the  cause  of  dysmenorrhea.  Other  tubal  disease  practically 
does  not  occur  in  the  class  of  patients  under  discussion. 

Ovarian  dysmenorrhea  is  not  rare  in  such  patients,  though 
many  cases  are  diagnosed  as  ovarian  which  are  really  constitu- 
tional; the  pain  being  neuralgic  in  character,  though  referred 
to  the  ovaries,  which  are  found  upon  bimanual  examination  to  be 
hypersensitive  but  otherwise  normal.  Imperfectly  developed 
ovaries,  prolapsed  ovaries,  and  ovaries  having  undergone  cystic 
degeneration  produce  true  ovarian  dysmenorrhea.  The  prolapsed 
ovary  may  be  restored  to  its  normal  position,  if  it  be  healthy, 
which  it  rarely  is,  and  the  symptoms  produced  by  its  displace- 
ment relieved ;  but  the  other  two  forms  of  disease  are  not  amen- 
able to  treatment,  and  it  will  usually  sooner  or  later  be  necessary 
to  sacrifice  the  organs.  1  have  cured  ovarian  dysmenorrhea  by 
freeing  the  right  ovary  from  adhesions  to  the  appendix. 

The  development  of  the  uterus  may  be  arrested  at  any  stage 
of  the  process,  leaving  the  organ  in  a  rudimentary,  infantile,  or 
pubescent  state.    The  symptoms  of  undeveloped  uterus  are  prin- 
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cipaUy  those  connected  with  the  menstrual  function.  In  the 
rudimentary  uterus  menstruation  is  absent,  but  if  the  ovaries  are 
not  also  rudimentary  there  will  be  painful  efforts  to  establish  the 
function.  Menstruation  from  the  infantile  uterus  is  tardy  in 
making  its  appearance,  is  scant  and  usually  painful.  The  pubes- 
cent uterus  begins  to  menstruate  at  about  the  usual  time  of 
puberty;  menstruation  is  scant,  but  usually  painless  for  several 
years  or  until  an  endometritis  develops.  If  the  effort  to  establish 
menstruation  with  a  rudimentary  uterus  is  sufficiently  severe  to 
justify  it,  the  ovaries,  which  will  often  be  found  in  a  state  of 
cystic  degeneration,  may  be  removed  to  stop  them.  With  the  in- 
fantile uterus  efforts  may  be  made  to  develop  it,  though  they  will 
usually  meet  with  a  small  measure  of  success.  Tonics,  exercise, 
massage,  electricity,  dilatation,  and  curettage  may  all  be  tried. 
By  these  means  the  symptoms  may  be  relieved,  but  it  is  seldom  a 
cure  will  be  effected ;  relapses  are  frequent,  and  it  may  be  neces- 
saiy  to  remove  the  ovaries  to  stop  the  menstruation.  Fortunately 
the  rudimentary  and  the  infantile  uterus  are  rare.  The  pubescent 
uterus  is  quite  common.  It  is  generally  sharply  anteflexed,  but 
occasionally  retrofiexed,  the  cervix  long  and  narrow  and  the 
body  dilated.  Dysmenorrhea  is  a  prominent  symptom.  Treat- 
ment of  the  pubescent  uterus  is  more  satisfactory  than  of  the 
infantile  or  rudimentary.  Tonics,  exercise,  thorough  dilatation 
and  curettage,  and  tight  packing  with  iodoform  gauze,  repeated 
One  or  more  times  if  necessary,  will  develop  many  pubescent  uteri 
into  practically  normal  organs.  This  subject  is  more  fully  treat- 
ed in  a  paper  by  the  author  published  in  the  May  number  of  The 
American  Journal  of  Obstetrics  for  this  year. 

Tuberculosis  of  the  uterine  appendages  occurs  as  a  part  of  a 
general  tubercular  peritonitis,  or  they  may  be  the  only  organs 
in  the  peritoneal  cavity  attacked.  Primary  tuberculosis  of  the 
appendages  usually  begins  near  the  fimbriated  extremity  of  the 
tube.  When  the  appendages  are  the  only  organs  involved  the 
symptoms  are  those  of  a  subacute  salpingitis.  The  diagnosis  is 
made  by  recognizing  the  enlarged  tubes  and  excluding  gonorrheal 
and  streptococcic  infection.  The  treatment  is  extirpation.  Tu- 
bercular peritonitis  is  frequently  mistaken  for  typhoid  fever  and 
occasionally  for  appendicitis.  Painful  urination  and  painful 
defecation,  rigidity  of  abdominal  walls  not  limited  to  one  area, 
and  indistinct  tumor-like  masses  in  the  abdomen,  in  which  areas 
of  resonance  are  strangely  mixed  with  areas  of  dulness,  are  some 
of  the  symptoms  that  will  enable  one  to  recognize  tubercular 
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peritonitis.  "When  the  general  condition  of  the  patient  will  per- 
mit, an  abdominal  section  should  always  be  made.  The  surgeon 's 
judgment  must  be  used  as  to  what  will  be  done  after  the  abdomen 
is  open.  Simple  section  is  many  times  followed  by  marvellously 
good  results ;  but,  as  the  starting  point  of  the  disease  is  frequent- 
ly the  uterine  appendages,  their  removal  is  indicated  when  it  can 
be  accomplished  without  too  much  violence  to  contiguous  struc- 
tures. 

Acute  prolapse  of  the  uterus  may  occur  in  young  unmarried 
women  as  the  result  of  a  fall  or  heavy  lifting.  In  a  case  that  came 
under  my  observation  it  occurred  as  a  heavy  basket  of  marketing, 
which  had  been  carried  several  squares,  was  being  deposited  on 
the  floor.  Like  hernia,  it  occurs  in  individuals  of  lax  fibre. 
Ventrofixation  is  probably  the  best  treatment. 

In  conclusion  I  will  repeat  the  statement  that  many  young  an  1 
unmarried  women  suffering  with  pelvic  symptoms  require  neither 
local  examination  nor  treatment;  when  an  examination  is  neces- 
sary anesthesia  is  advisable,  and  treatment,  when  possible,  should 
be  operative. 

Dr.  L.  S.  McMurtry,  of  Louisville,  was  sure  that  every  Fellow 
present  would  indorse  the  teaching  of  this  paper.  While  the 
practice  of  examining  and  treating  girls  and  young  unmarried 
women  suffering  from  dysmenorrhea  and  similar  conditions  had 
been  condemned  for  years  in  this  Association,  that  evil  had  not 
been  altogether  abated.  The  views  presented  by  the  essayist 
should  be  indorsed  in  order  to  further  emphasize  the  protest 
made  from  time  to  time.  It  was  yet  a  common  error  on  the  part 
of  many  practitioners  to  yield  to  the  pressure  of  anxious  mothers 
and  treat  the  uterus  for  menstrual  disorders  and  vague  neuroses 
that  had  no  pathological  connection  with  that  organ.  Such  treat- 
ment too  often  afforded  means  of  infection  and  extensive  inflam- 
matory lesions.  It  should  be  the  special  care  of  the  physician  to 
advise  against  such  interference,  and;  when  an  examination  was 
indicated,  to  anesthetize  the  patient  for  that  purpose.  Dilatation 
of  the  cervix,  curettage,  and  repeated  application  of  the  tampon 
were  the  operations  most  commonly  abused.  The  essayist  did  not 
advise  against  examination  and  treatment  of  girls  and  unmarried 
women  when  subjects  of  disease  of  the  pelvic  organs,  but  advised 
discrimination  between  eases  of  distinct  and  supposed  disease. 

Dr.  Herman  E.  Hayd>  of  Buffalo,  N.  Y.,  was  inclined  to  be- 
lieve that  the  essayist  had  endeavored  to  make  the  Fellows  feel 
that  he  was  more  optimistic  in  the  outlook  as  regards  the  treat- 
ment of  pelvic  diseases  of  young  women  than  he  really  was.  He 
would  not  for  a  moment  wish  the  Fellows  to  believe  that  he 
(Hayd)  thought  they  should  be  careless  in  instituting  examina- 
tions in  young  women,  nor  should  any  unbridled  license  be  sug- 
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gested  in  that  direction.  However,  lie  thought  practitioners 
erred  on  the  other  side  of  the  question  too  frequently,  and  at- 
tributed the  troubles  of  patients  to  hysteria  and  other  reflex  dis- 
turbances when  in  reality  organic  disease  was  at  the  bottom  of 
them.  One  phase  of  this  subject  he  took  up  in  a  paper  read  last 
year,  namely,  retrodisplacements  of  the  uterus  in  young  and  un- 
married women,  and  also  in  young  married  women  who  had  not 
borne  children,  or  who  had  had  miscarriages  and  abortions,  and 
he  was  satisfied  that  a  great  many  young  women  owed  their 
amenorrhea,  their  dysmenorrhea,  their  hysterical  and  neuras- 
thenic symptoms  to  an  undetected  retroversion  of  the  uterus. 
Those  who  had  been  doing  the  Alexander  operation  frequently, 
and  had  the  greatest  confidence  in  it,  realized  how  frequently  retro- 
displacements  of  the  uterus  existed  in  young  women  and  in  young 
girls  and  were  a  cause  of  their  physical  suffering.  These  women 
were  tinkered  with,  their  uteri  tamponed  and  painted  with  iodine, 
until  they  were  not  only  injured  morally,  but  also  physically  by 
having  set  up  considerable  tubal  and  ovarian  mischief.  Un- 
fortunately these  young  girls  consulted  women  practitioners,  who 
kept  on  treating  them  indefinitely,  and  as  a  result  gynecologists 
saw  the  physical  wrecks  which  came  to  them  frequently  for 
surgical  care. 

Dr.  \Y.  A.  B.  Sellman,  of  Baltimore,  said  there  was  one  cause 
of  pelvic  disease  which  had  not  been  mentioned  by  any  of  the 
speakers,  it  having  been  overlooked,  doubtless,  on  account  of  the 
speakers  being  located  in  inland  cities.  He  was  located  in  Balti- 
more, where  very  many  young  women  went  to  Atlantic  City, 
Cape  May,  and  other  seaside  resorts.  They  were  shopgirls,  type- 
writists,  etc.,  who  indulged  in  ocean  bathing  the  day  before  they 
expected  menstruation,  and  some  of  them  did  not  hesitate  to  go 
into  the  surf  when  they  were  slightly  sick.  He  saw  a  great  deal 
of  pelvic  disease  developed  because  of  indulgence  in  ocean  baths 
when  there  was  congestion  present  in  the  pelvis  due  to  approach- 
ing menstruation. 

In  regard  to  the  treatment  of  these  cases,  he  agreed  with  the 
essayist  that  when  there  was  an  enlarged  ovary,  with  general 
disease  of  the  appendages,  operation  was  the  only  measure  to- 
i  ffed  a  cure,  and  tinkering  by  the  application  of  glycerin  tam- 
pons, swabbing  out  the  uterus,  etc.,  was  a  waste  of  time.  He  did 
not  deprecate  operation  where  the  appendages  were  involved. 

Dr.  James  F.  AY.  Ross,  of  Toronto,  disagreed  with  the  essayist 
relative  to  displacements  of  the  uterus  in  young  girls  and  un- ' 
married  women  and  the  necessity  for  operation.  He  had  not 
made  up  his  mind  yet  as  to  whether  practitioners  were  not  doing 
too  much  operating  for  displacements  of  the  uterus,  and  he  ex- 
pressed some  doubt  as  to  whether  displacements  of  the  uterus 
caused  the  symptoms  with  which  they  were  sometimes  credited. 
This  branch  needed  still  further  investigation.  There  was  no- 
doubt  that  there  had  been  great  abuse  of  the  curette  in  young 
females.     He  believed,  too,  that  there  had  been  a  great  abuse  of 
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the  operations  of  ventrosuspenskra  and  ventrofixation  with 
shortening  of  the  round  ligaments  in  the  same  patients.  When 
such  cases  came  to  him  he  preferred  to  do  clean  surgical  work. 
He  wanted  to  treat  gross  pathological  lesions;  he  would  rather 
let  some  one  else  deal  with  the  neurasthenics,  etc. 

Teaching  students  to  examine  young  girls  without  an  anes- 
thetic was  wrong.  All  examinations  of  young  unmarried  wo- 
men, unless  they  were  examined  by  the  fingers  of  men  who  were 
expert,  and  in  patients  who  were  very  thin,  should  be  carried  out 
after  the  administration  of  an  anesthetic.  Furthermore,  to 
make  a  thorough  examination  of  ovaries  and  tubes  he  was  fre- 
quently forced  to  examine  through  the  rectum,  and  not  through 
the  thick  tissues  of  the  vagina,  with  the  limbs  drawn  up,  bladder 
and  rectum  emptied,  with  the  uterus  drawn  down  by  volsella 
forceps,  if  necessary ;  then  the  ovaries  and  tubes  could  be  mapped 
out  and  felt,  so  that  one  could  say  whether  there  was  or  was  not 
disease  present,  and  if  operation  was  undertaken  afterward  one 
could  be  sure  of  what  he  would  find.     A  case  in  point  was  given. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  N.  Y.,  said  allusion  had 
been  made  to  dilatation  and  the  use  of  the  curette  in  cases  of 
acute  flexion  of  the  uterus.  He  did  not  know  what  the  ex- 
perience of  the  other  Fellows  was,  but  where  dilatation  and 
curettage  were  clone  in  cases  of  flexion,  in  six  months  patients 
would  return  with  practically  the  same  state  of  affairs  as  that 
which  existed  before  those  measures  were  undertaken.  What 
could  be  done  to  correct  the  tendency  to  recurrence  of  this 
trouble  ?  A  professional  friend  gave  him  a  hint  a  few  years  ago 
which  was  useful,  namely,  the  use  of  stem  pessaries.  These,  he 
thought,  had  a  place  in  surgery.  If  one,  after  having  dilated  a 
uterus  of  that  kind,  introduced  beyond  the  point  of  flexion  a 
small  stem  pessary  of  glass  in  which  there  was  a  central  channel, 
and  tied  in  the  tube  with  silkworm  gut,  and  let  it  remain  from 
one  to  two  or  three  weeks,  as  the  uterine  tissues  contracted  there 
would  be  a  straighter  canal  and  a  more  patulous  os. 

Dr.  Willis  G.  Macdonald,  of  Albany,  N.  Y.,  said  it  was  a  hard 
question  to  decide  always  just  where  tinkering  stopped. 
Whether  the  woman  practitioner  or  the  general  practitioner  was 
guilty  of  all  the  tinkering  or  not  was  a  very  difficult  question  for 
him  to  decide.  Women  came  to  his  service  without  any  of  the 
internal  organs  of  generation,  yet  they  suffered  from  the  same 
symptoms  which  they  had  had  previous  to  operation.  The  his- 
tory of  such  cases  was  frequently  not  known.  One  surgeon 
would  do  perhaps  curettage  and  dilatation;  a  second  would  per- 
riiiiii  an  Alexander  operation;  and  a  third  would  remove  a  por- 
tion of  one  ovary,  resort  to  ignipuncture  of  the  ovary,  separate 
adhesions ;  while  a  fourth  would  do  a  complete  extirpation  of 
everything,  both  ovaries  and  tubes,  and  by  that  time  the  patient 
was  left  with  a  hernia  and  all  of  the  symptoms  she  had  pre- 
viously had.  Patients  were  sent  to  surgeons  impressed  with  the 
idea  that  the  removal  of  their  ovaries  was  going  to  cure  them  of 
all  ills  from  which  they  were  suffering,  and  it  required  a  great 
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deal  of  backbone  and  argument  to  convince  them  to  the  contrary. 
After  a  short  period  of  treatment  they  drifted  to  other  surgeons 
who  were  ever  ready  to  operate.  After  operation  had  been 
done  there  was  no  relief  of  the  symptoms  and  the  patient 
suffered  as  much  as  before.  It  required  a  good  deal  of  expe- 
rience and  discernment  to  manage  this  particular  class  of  cases. 
Personally,  he  liked  to  see  cases  of  real  disease  come  in,  and 
good-sized  tumors,  something  which  was  physically  palpable,  in 
order  to  do  surgery  upon  them,  rather  than  cases  in  which  oper- 
ative intervention  was  more  or  less  experimental  and  speculative. 
Dr.  Bonifield,  in  rebuttal,  said  that  Dr.  Ross  had  misunder- 
stood him.  He  thoroughly  agreed  with  Dr.  Ross  in  regard  to 
uterine  displacements,  except  procidentia  uteri,  for  which  he  had 
recommended  ventrofixation.  Other  forms  of  uterine  displace- 
ments in  the  unmarried  caused  very  few,  if  any,  symptoms.  In 
the  majority  of  cases  they  did  not  unless  the  ovaries  were  also  at 
fault,  and  then  the  symptoms  were  due  more  to  the  condition  of 
the  ovaries  than  the  uterus  itself.  He  thought  the  remarks  of 
Dr.  Macdonald  were  appropriate.  If  one  doctor  told  a  patient 
she  had  serious  trouble  and  required  operative  intervention,  it 
would  take  six  doctors  to  convince  her  to  the  contrary.  It  re- 
quired a  great  deal  of  strength  of  character  not  to  operate  on 
many  of  these  cases. 


EXTIRPATION  OF  THE  GALL  BLADDER  THROUGH 
THE  LUMBAR  INCISION, 

WITH   REPORT   OF   A    CASE. 


W.  P.  MANTON,  M.D., 
Detroit,   Mich. 


Mrs.  G.  C,  aged  38,  examined  at  the  request  of  Dr.  B.  P. 
Brodie,  April  18,  1902.  She  has  had  five  children  and  two  mis- 
carriages, the  last  of  which  occurred  about  a  month  ago.  Dur- 
ing her  pregnancies  she  suffered  a  great  deal  from  abdominal 
pain  and  soreness,  this  being  particularly  marked  while  carry- 
ing her  last  two  children.  The  labors  were  normal  and  she  got  up 
feeling  fairly  well.  The  family  history  is  good.  As  a  girl  she  had 
never  been  particularly  robust,  and  the  color  of  the  skin  has 
always  been  rather  pale  and  sallow.  She  has,  however,  been 
able  to  work,  and  now,  although  rather  feeble,  attends  to  her 
household  duties.  Her  present  condition,  she  thinks,  has  existed 
for  the  past  two  years. 
38 
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Menstruation  began  at  12  and  was  regular  until  the  miscar- 
riages took  place.  The  discharge  lasts  five  or  six  days  and  is 
always  profuse,  the  last  menstruation,  she  states,  being  as  "bad 
as  a  miscarriage."  At  present  she  suffers  a  good  deal  from 
sacral  backache  on  the  left  side,  and  there  is  pain  in  both  iliacs, 
especially  the  right.  On  the  right  leg  there  are  varicose  veins 
which  give  rise  to  a  sensation  of  blood  trickling  down.  She  also 
suffers  from  numbness  in  hands  and  feet  and  just  below  the  ribs 
on  both  sides.  The  head  has  not  troubled  her  of  -late,  but 
formerly  there  was  a  "scalding  and  itching"  sensation  of  the 
scalp.  There  is  a  profuse,  thick,  greenish  leucorrheal  discharge. 
She  sleeps  poorly  and  is  nervous  and  easily  worried.  The  appe- 
tite is  poor,  the  bowels  constipated,  and  she  has  suffered  a  good 
deal  from  attacks  of  indigestion. 

On  pelvic  examination  there  were  found  a  slight  laceration  of 
the  perineum,  relaxed  vaginal  walls,  and  a  small  laceration  of 
the  cervix  uteri.  The  uterus  itself  is  slightly  enlarged.  The 
ovaries  and  tubes  are  very  sensitive,  but  not  enlarged.  On  the 
right  side  the  appendages  appear  involved  in  slight  adhesions 
running  up  toward  the  appendix.  The  abdominal  walls  are  well 
nourished  but  relaxed,  and  there  is  considerable  diastasis  of  the 
recti  muscles.  The  left  kidney  moves  downward  to  the  second 
degree.  The  right  kidney  is  enlarged  to  about  twice  its  normal 
size,  and  its  lower  end  has  a  knob-like  projection  which  extends 
to  an  inch  below  the  umbilicus  and  points  downward  and  in- 
ward. On  the  outer  border  of  the  kidney  a  rounded  projecting 
edge  can  be  felt.  The  organ  is  fairly  movable  and  is  very  sensi- 
tive over  all.    The  percussion  note  is  dull  over  the  kidney  mass. 

A  diagnosis  of  nephroptosis  with  probably  cystic  metamorpho- 
sis of  the  kidney  was  made.  The  patient  entered  Harper  Hos- 
pital April  28.  At  this  time  the  urine  was  cloudy,  alkaline, 
specific  gravity  1020,  and  contained  a  faint  trace  of  albumin, 
but  no  bile  or  sugar.  The  sediment  consisted  of  numerous  pus 
cells,  squamous  epithelia,  and  triple  phosphates. 

Operation  April  30.  The  uterus  was  curetted  and  the  cervical 
laceration  repaired.  The  patient  was  then  turned  on  her  face, 
a  large,  thick  roll  placed  beneath  the  abdomen,  and  the  nephro- 
pexy incision  made.  "When  the  fatty  capsule  of  the  kidney  wns 
reached  this  was  found  surrounded  by  a  mass  of  dense  adhesions, 
and  it  was  ovident  that  it  was  these  which  had  given  rise  to  the 
feel  of  an  enlarged  kidney  at  the  examination.  On  incising  the 
capsule  the  kidney  appeared  to  be  in  good  condition  and  of  nor- 
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mal  size.  It  was  enucleated  and  delivered  on  to  the  back.  The 
fingers  then  introduced  through  the  wound  below  the  bed  of  the 
kidney  came  upon  a  hard,  rounded  body  embedded  in  adhesions, 
the  general  feel  of  which  resembled  that  of  the  kidney.  On 
separating  the  adhesions,  however,  a  pearly-white  body,  traced 
with  blood  vessels,  presented  at  the  wound.  A  hypodermatic 
needle  was  inserted  into  the  growth  and  a  syringeful  of  turbid 
fluid  withdrawn.  The  body  was  then  gradually  enucleated,  the 
fingers  following  it  upward  to  the  under  surface  of  the  liver,  to 
which  it  was  attached.  It  was  then  seen  that  we  were  dealing 
with  a  dilated  gall  bladder,  in  the  neck  of  which  and  in  the 
dilated  cystic  duct  gall  stones  were  present.  Separation  of  the 
adhesions  about  the  sac  was  continued  until  the  cystic  duct  was 
freed,  when  the  stones  in  this  were  crowded  back  into  the  blad- 
der, the  duct  clamped  with  forceps  and  then  tied  off  with  a 
double  catgut  ligature.  A  broad  attachment  of  the  fundus  of 
the  sac  to  an  anterior  linguiform  process  of  the  liver  was  also 
tied  with  catgut  and  separated,  and  a  quantity  of  gauze  was 
packed  around  the  gall  bladder  and  the  latter  cut  away.  The 
kidney  capsule  was  then  split  and  peeled  off  to  just  below  the 
lateral  line,  four  fixation  sutures  of  silkworm  gut  introduced, 
and  the  kidney  returned  to  its  place.  Before  closing  the  external 
wound  a  strip  of  gauze  was  carried  down  to  the  stump  of  the 
cystic  duct  and  allowed  to  protrude  from  the  upper  angle  of  the 
skin  incision. 

During  the  operation  little  or  no  bleeding  occurred  from  the 
deeper  structures,  but  an  annoying  oozing  took  place  from  the 
cut  edges  of  the  skin  and  muscle.  The  patient  made  an  un- 
interrupted recovery  from  the  operation  and  was  in  good  con- 
dition when  last  seen. 

Subsequent  examination  of  the  removed  gall  bladder  showed 
it  to  consist  of  a  thin-walled  fibrous  sac  containing  about  four 
ounces  of  grayish  fluid  and  nineteen  gall  stones  the  size  of  hazel- 
nuts. The  bacteriological  examination  of  the  fluid  by  the  De- 
troit Clinical  Laboratory  is  reported  as  follows:  "The  fluid  in 
the  small  bottle  contains  a  bacillus  having  the  morphology  and 
staining  properties  of  the  colon  bacillus  almost  in  pure  culture. 
The  fluid  in  the  large  bottle  shows  some  leucocytes  and  a  few  of 
the  same  bacilli,  together  with  a  long,  large  rod  which  retains 
the  violet  stain  when  stained  by  Gram's  method.  This  latter 
may  be  an  accidental  infection.  No  staphylococci  or  strepto- 
cocci were  found  in  either  examination." 
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Observations. — This  case  presents  several  points  of  especial 
interest.  It  is,  as  far  as  I  have  been  able  to  ascertain,  the  first 
instance  of  removal  of  the  gall  bladder  through  the  lumbar  in- 
cision; the  operation  was  entirely  extraperitoneal:  and,  unless 
we  assume  the  gastric  disturbances  and  the  scalding  and  itching 
of  the  head  to  have  arisen  from  the  condition,  there  was  an  entire 
absence  of  symptoms  pointing  to  disease  of  the  biliary  tract. 

Several  cases  are  on  record  in  which  the  emptying  of  the 
distended  gall  bladder  and  the  evacuation  of  stones  has  been 
done  through  the  lumbar  incision,  but  in  most  instances  where 
disease  of  the  gall  bladder  or  ducts  has  been  discovered  through 
the  nephropexy  incision  the  operation  on  these  parts  has  been 
completed  through  an  anterior  abdominal  opening,  and  the 
kidney  alone  treated  through  the  lumbar  wound.  Whether  the 
extraperitoneal  position  of  the  gall  bladder  in  this  case  was  a 
congenital  anomaly  or  the  result  of  walling  off  by  adhesions 
cannot  be  determined ;  but  it  is  certain  that  the  condition  must 
have  existed  for  a  very  considerable  number  of  years,  and  com- 
plete occlusion  of  the  cystic  duct  occurred  without  giving  rise 
to  noticeable  symptoms. 

Regarding  the  choice  of  incision  in  uncomplicated  disorders 
of  the  bile  passages,  it  may  be  said  that  the  anatomical  position 
of  the  gall  bladder — its  neck  reaching  up  into  the  fossa  vesicalis 
of  the  liver  and  its  fundus  extending  to  the  border  of  the  rectus 
muscle  and  abdominal  wall — renders  the  organ  of  easy  approach 
through  the  anterior  abdominal  incision,  and  I  am  quite  in  ac- 
cord with  Mayo  Eobson  that  the  lumbar  incision,  under  such 
circumstances,  "is  useful  only  in  theory,  and  is  surrounded  by 
so  many  difficulties  as  to  make  it  quite  impracticable."  But  in 
the  presence  of  a  nephroptosis  or  a  morbid  condition  of  the 
kidney  demanding  operative  intervention,  together  with  an 
enlargement  of  the  gall  bladder,  either  from  stones  or  fluid 
accumulation,  I  believe  that  the  lumbar  route  will  be  found 
to  offer  certain  advantages  over  the  anterior  approach.  With 
the  kidney  removed  and  placed  astride  the  wound  after  the 
method  of  Edebohls,  space  enough  is  obtained  to  enable  the 
operator  to  work  up  under  the  peritoneum  and  thus  complete  the 
operation  successfully. 

In  closing  this  paper  I  desire  to  pay  tribute  to  the  pioneer 
work  of  Edebohls,  who  has  opened  up  a  field  of  operation  which 
had  previously  lain  uncultivated. 

32  Adams  avenue.  West. 
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Dr.  Rufus  B.  Hall,  of  Cincinnati.  <)..  said  there  might  be 
cases  occasionally  where  it  would  be  desirable  to  approach  the 
diseased  gall  bladder  through  a  lumbar  incision,  but  he  thought 
these  were  rare.  The  case  narrated  proved  a  desirable  one  for 
that  method.  The  fact  that,  for  practical  purposes,  il  was  extra- 
peritoneal added  to  the  comfort  of  the  operator  and  to  the  safety 
of  the  patient.  The  extraperitoneal  condition  was  doubtless  due 
to  some  old  inflammatory  disease.  He  had  had  no  experience  in 
operating  on  gall  bladders  through  the  lumbar  incision.  He  re- 
called one  case  that  was  operated  on  in  Cincinnati  a  few  years 
ago  where  a  large  number  of  gall  stones  were  removed  through 
the  lumbar  incision.  The  patient  recovered  with  a  fistulous 
opening.  This  was  a  case  in  which  there  was  a  mistake  in  diag- 
nosis, the  surgeon  supposing  that  he  was  going  to  operate  for  an 
enlarged  kidney. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  thought  surgeons 
would  be  slow  in  accepting  the  lumbar  incision  for  doing  work  on 
the  gall  bladder,  but  there  was  good  reason  for  using  this  inci- 
sion in  treating  other  conditions  of  the  gall  ducts.  His  expe- 
rience, however,  had  been,  both  experimentally  and  clinically, 
that  drainage  was  satisfactory  through  the  anterior  opening, 
using  a  glass  tube  and  gauze  a  round  it  for  the  first  twelve  or 
twenty-four  hours,  at  the  end  of  which  time  adhesions  were  suffi- 
cient, so  that  it  was  no  longer  necessary  for  the  gauze  to  drain. 
The  duct  should  be  treated  in  the  majority  of  cases  by  simply  in- 
cising it  anteriorly  and  draining  it.  Perhaps  the  lumbar  inci- 
sion had  advantages  in  some  cases.  He  spoke  of  the  advantages 
of  hepatotomy  for  the  relief  of  biliary  obstruction.  His  own  ex- 
perience had  been  confined  to  the  anterior  incision,  and  he  had 
found  drainage  satisfactory. 

Dr.  James  F.  W.  Ross,  of  Toronto,  said  there  were  two  bene- 
factors to  this  branch  of  surgery:  one,  Dr.  W.  E.  B.  Davis,  who 
had  taught  drainage  from  the  front,  and  Morison,  who  showed 
what  could  be  done  by  his  pouch  behind  the  liver.  Of  late  he  had 
been  using  drainage  from  the  front  and  through  the  lumbar  in- 
cision. He  had  two  patients  now  in  bed  at  home  from  whom  he 
had  removed  stones  from  the  common  duct;  he  was  a  little  afraid 
of  the  suturing  on  account  of  the  friability  of  the  duct ;  so  he  in- 
serted his  finger  down  to  the  lowest  part  of  Morison 's  pouch, 
slipped  a  scissors  in,  made  an  opening,  and  established  through- 
and-through  drainage ;  there  could  not  be  such  a  thing  as  an  over- 
tiow  of  bile  over  the  colon  into  the  general  peritoneal  cavity  when 
this  method  of  drainage  was  adopted.  There  was  danger  from 
drainage  in  front;  something  might  happen.  The  drainage  tube 
might  not  be  attended  to  by  a  nurse  or  the  house  surgeon,  and  if 
a  little  bile  leaked  over  there  was  danger  of  losing  the  patient. 
These  cases  could  be  operated  on  without  stitching  the  duct.  One 
of  his  patients,  to  whom  he  had  referred,  was  over  60  years  of 
age  and  was  recovering  rapidly.  He  thought  it  was  a  good 
thing  to  recommend  to  the  profession. 
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Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind.,  called  attention  to 
the  danger  in  attempting  to  drain  the  gall  bladder  above  or  to 
the  side  of  the  kidney  in  such  cases  as  the  essayist  had  described. 
He  thought  the  result  was  excellent  in  Dr.  Manton's  case,  and  it 
was  encouraging  to  know  that  surgeons  might  accomplish  some 
good  by  so  doing,  if  like  instances  should  occur.  But  it  did  seem 
to  him  that  if  surgeons  attempted  to  drain  the  gall  bladder  at  the 
side  of  the  kidney  or  above  it  for  any  purpose  whatever,  they 
would  endanger  the  perinephritic  fat  decidedly ;  it  might  become 
infected,  and  perhaps  suppuration  might  take  place  if  the  bile 
should  happen  to  be  infected.  He  would  be  loath  to  drain  in  that 
way.  He  agreed  with  Dr.  Ross  regarding  drainage  by  Morison's 
pouch  and  by  the  lumbar  method. 

Dr.  Joseph  Price,  of  Philadelphia,  stated  that  all  of  these 
operations  had  been  simplified  by  modern  methods.  \Yhere  the 
conditions  were  bad  and  the  delivery  of  the  stones  difficult  the 
recommendation  of  Drs.  Davis  and  Ross  was  good.  He  recalled 
one  such  case  which  was  disastrous.  He  believed  that  had  pos- 
terior drainage  been  practised  in  that  case  the  result  would  have 
been  more  satisfactory.  Only  a  few  days  ago  he  had  difficulty 
in  freeing  large  stones  which  were  buried  in  the  ducts;  he  had  to 
use  a  knife,  and  it  was  just  the  class  of  cases  referred  to  by  Drs. 
Davis  and  Ross  where  the  question  of  drainage  was  always 
important.  But  now  one  could,  if  he  used  the  methods  of  Rob- 
son,  deliver  the  liver  and  ducts  and  work  as  he  would  in  the  right 
iliac  fossa. 

Dr.  Miles  F.  Porter,  of  Fort  Wayne,  Ind..  stated  that  one  of 
the  chief  advantages  in  draining  in  the  lumbar  region  arose  from 
the  fact  that  it  would  enable  the  surgeon  to  close  the  abdominal 
incision  oftentimes  and  avoid  hernia  which  would  most  certainly 
follow.  Drainage  in  this  region,  when  it  was  applicable,  for  that 
reason  alone  was  decidedly  advantageous. 

Dr.  Manton,  in  closing  the  discussion,  said  that  Dr.  Hall  re- 
ferred to  an  error  in  diagnosis,  which  was  quite  true.  He  would 
defy  any  man  to  have  made  a  correct  diagnosis  from  the  condi- 
tions present  in  his  case,  where  there  was  a  movable  mass,  evi- 
dently the  kidney,  and  the  projections  were  due  to  the  enlarged 
gall  bladder,  which  moved  with  the  kidney  and  the  entire  mass. 
He  did  not  advocate  the  performance  of  all  operations  on  the  gall 
bladder  through  the  lumbar  incision.  He  believed,  however,  that 
where  the  gall  bladder  was  enlarged,  where  there  were  stones 
present,  the  surgeon  could  work  up  under  the  peritoneum  more 
easily;  and  if  the  sac  was  simply  opened,  as  several  French  oper- 
ators had  done,  and  drained  through  the  lumbar  incision,  one 
could  more  successfully  do  that  than  through  the  anterior  inci- 
sion. If  the  case  was  uncomplicated  he  would  not  go  in  through 
the  lumbar  incision  and  do  the  operation,  because,  as  a  rule, 
through  the  lumbar  incision  the  kidney  was  much  in  the  way  and 
it  made  the  working  space  very  limited. 
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SUPRAPUBIC     VERSUS     INFRAPUBIC     PROCEDURES     IN     THE 
TREATMENT    OF    PELVIC    SUPPURATION.1 


J.  J.  GURNEY  WILLIAMS,  M.D., 
Philadelphia. 


In  presenting  this  paper  I  desire  very  briefly  to  refer  to  what 
many  of  you  have  treated  so  fully  in  papers  and  discussions: 
the  importance  of  an  apprenticeship  in  operative  gynecology. 
I  presume  most  of  you  realize  that  the  modern  apprenticeship 
differs  greatly  from  one  a  quarter  of  a  century  or  more  ago, 
when  the  specialty  was  being  developed  by  men  with  large 
and  varied  professional  and  surgical  experience.  Again,  the 
nature  of  the  work  in  those  days  differed  greatly  from  the 
modern.  Aside  from  the  plastic  work,  vesico-vaginal  fistula  and 
perineal  surgery,  which  largely  interested  the  specialty,  ovari- 
otomy for  cystoma  only  was  practised  by  the  so-called  masters 
or  pioneers.  The  apprenticeship  then  was  a  long  one,  but  the 
variety  of  operations  small  and  the  procedures  simple.  The 
removal  of  a  simple  cystoma  in  the  hands  of  the  modern  operator 
is  play  or  recreation  compared  with  the  great  number  of  ex- 
tensive and  multiple  operations  done  in  the  pelvis  and  through- 
out the  abdominal  cavity.  We  now  do  a  variety  of  operations  on 
the  liver  and  gall  bladder :  the  kidneys  are  incised,  drained,  and 
partially  or  wholly  removed.  The  numerous  bowel  operations 
are  about  all  modern.  Nothing  more  than  puncture  of  pelvic 
accumulations,  serous  or  puriform,  was  practised  a  quarter  of 
a  century  ago.  Now  the  operations  in  the  pelvic  basin  are 
heroic  and  difficult  in  the  extreme ;  the  removal,  and  clean  re- 
moval, of  all  pelvic  suppurations  requires  an  apprenticeship 
and  prolonged  study  in  practice  that  are  to  be  gotten  only  by 
association  with  some  master  in  abdominal  surgery,  who  educates 
your  fingers,  teaches  you  surgical  judgment,  courage,  and  en- 
durance. 

Observation  alone  was  sufficient  for  the  old  apprenticeship, 
and  that  was  about  all  many  of  you  got.  It  was  necessary  for 
some  of  you  to  re-educate  yourselves  at  large  expense  of  time 
and  money.    Just  here  I  want  to  say  that  the  hospitals,  now  so 
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common  in  every  State  and  city,  are  not  giving  their  resident 
physicians  the  practical  education  or  using  the  great  amount  of 
material  at  their  command  for  that  purpose.  I  can  speak  from 
experience  of  this  matter;  for,  after  serving  in  two  large  hos- 
pitals thirty-six  months,  it  was  necessary  for  me  to  go  elsewhere 
for  my  practical  instruction  and  apprenticeship  desired.  All 
hospitals  should  be  practical  schools  for  the  residents,  and  the 
visiting  medical  and  surgical  staff  the  faculty.  Early  in  the 
history  of  pelvic  suppurations  antedating  the  present  school  the 
methods  practised  were  conservative  in  nature.  The  contested 
procedures  used  at  present  are  not  new,  as  about  all  the  evacua- 
tion or  puncture  methods  were  anciently  practised.  They  have 
never  been  wholly  rejected,  but  used  as  palliative  or  tentative 
measures,  and  we  occasionally  hear  them  spoken  of  as  Jones'. 
Brown's,  or  Smith's  method.  Many  of  the  so-called  new  pro- 
cedures were  used  in  the  time  of  Hippocrates ;  and  it  is  my  im- 
pression that  they  were  better  done  then  than  now,  as  they  used 
caustics  and  the  cautery  and  drained  through  wounds  that  were 
not  easily  infected.  The  modern  operator  makes  generous  in- 
cisions or  punctures,  and  some  wriggle  their  fingers  freely 
through  the  opening.  These  old  procedures  almost  died  because 
the  modern  gynecologist  sought  more  complete  methods  of  deal- 
ing with  pathologic  conditions  that  they  had  failed  to  relieve  or 
cure  by  these  ancient  measures. 

Should  I  be  asked  what  my  understanding  was  of  conserv- 
atism in  the  treatment  of  suppuration  of  the  uterine  append- 
ages, I  would  answer,  that  method  of  treatment  which  will 
remove  pathologic  conditions,  relieve  suffering,  permit  a  woman 
to  perform  her  household  duties  or  society  affairs,  save  her 
months  in  bed  and  thousands  in  dollars.  Accepting  this  view,  it 
would  appear  that  the  most  conservative  procedure  is  the  most 
radical — i.  e.,  remove  the  pathologic  conditions  by  an  abdominal 
section.  In  speaking  of  conservative  treatment  in  this  paper  I 
have  used  it  in  the  sense  ordinarily  understood  as  vaginal  in- 
cision, suprapubic  puncture,  electricity,  massage  applications, 
etc.  I  think  we  all  agree  that  in  many  cases  the  question  of 
operation  is  seldom  thought,  of  in  the  mild,  non-specific,  non- 
puerperal inflammations  of  the  tubes  and  ovaries;  but  there 
has  grown  up  a  tendency  to  treat  pyosalpinx  and  ovarian  ab- 
scess by  conservative  non-surgical  and  conservative  surgical 
methods,  and  it  is  of  this  class  of  cases  that  I  wish  particularly 
to  speak. 

First  let  us  take   up   the   question   of   diagnosis.      On   what 
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patients  are  we  to  try  conservative  non-surgical  means,  on  whom 
conservative  surgical  procedures?  I  take  it  that  the  question  of 
what  "cocci"  are  present  is  one  of  importance  to  those  who 
treat  a  pus  tube  or  ovarian  abscess  by  non-operative  means,  but 
amounts  to  little  to  those  men  who  wish  to  remove  the  pathologic 
condition  and  prevent  reinfection,  which  is  very  likely  to  occur, 
of  virulent  "cocci"  in  a  sterile  pus  sac.  By  what  means  can  we 
arrive  at  the  conclusion  that  an  abscess  contains  such  and  such 
infection  previous  to  a  bacteriologic  examination?  Do  the  symp- 
toms tell  us?  Sometimes,  but  by  no  means  always,  as  I  have 
seen  pus  tubes,  the  size  of  a  small  sweet  potato,  filled  with  gon- 
orrheal pus.  give  practically  no  symptoms;  on  the  other  hand,  I 
have  observed  a  small  adherent  tube,  containing  perhaps  only  a 
drop  of  fluid,  creating  intense  pelvic  pain,  fever,  sweating,  dys- 
menorrhea, etc..  compelling  the  woman  to  give  up  all  work  and 
making  her  a  chronic  invalid.  Again,  is  it  always  possible  to 
differentiate  between  an  ovarian  abscess,  a  suppurative  ap- 
pendicitis, an  extrauterine  pregnancy,  and  a  dermoid?  This 
illusion  is  from  a  subjective  point  of  view,  but  had  you  seen  the 
cases  early  in  the  history  of  the  disease  the  objective  symptoms 
would  usually  make  the  diagnosis  easy. 

Taking  the  abscess  cases,  I  believe  90  per  cent  are  due  to  the 
gonorrheal  virus  and  any  conservative  non-surgical  or  conserva- 
tive surgical  method  is  simply  a  waste  of  time  and  the  patient's 
money.  I  have  been  compelled  to  use  conservative  non-surgical 
methods  on  many  patients  of  this  class,  on  account  of  their  re- 
fusal of  operation,  and  have  used  faithfully  the  various  treat- 
ments, always  with  the  same  result — temporary  benefit  followed 
by  relapse— and  later,  in  some  of  these  patients,  have  had  the 
opportunity  of  verifying  the  diagnosis  and  counsel  for  early 
operative  interference  primarily  advised. 

That  in  60  per  cent  of  these  cases  the  pus  is  sterile  is  a  poor 
argument  against  operation,  as  the  woman  is  liable  to  acute  in- 
fection at  any  time,  besides  being  a  sufferer  from  chronic  abscess, 
adhesions,  etc.  Great  numbers  of  these  sufferers  have  been  and 
are  being  treated  by  vaginal  massage,  the  rest  cure,  a  winter 
in  Southern  France,  Florida,  or  California,  the  various  baths, 
etc.,  and  numbers  have  come  and  will  come  demanding  that 
some  operation  be  done  to  relieve  them.  Many  are  anemic, 
nervous,  worn-out,  prematurely  old  women,  penniless  and  hope- 
less. Granting  that  a  few  will  be  benefited  by  these  methods, 
n  is  only  temporary,  and  it  takes  little  to  put  these  patients  in 
bed  with  all  their  old  suffering:  besides,   each  new  inflamma- 
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tory  attack,  due  almost  always  to  leakage  from  the  tube,  but 
adds  to  the  adhesions  and  makes  more  difficult  the  removal  of 
the  pathologic  conditions,  which  sooner  or  later  becomes  neces- 
sary to  cure  our  patient.  Dilatation,  curettement,  and  prolonged 
drainage  of  the  uterine  canal  for  pus  tube  is  a  most  unsurgical 
procedure.  The  opening  of  the  uterine  end  of  the  tube,  in  the 
great  majority  of  cases,  is  little  more  than  a  fine  white  wire,  and 
even  after  removal  of  the  specimen  it  is  rare  that  we  can  squeeze 
out  a  drop  of  pus  from  the  uterine  end  of  the  tube.  Again,  sup- 
posing the  nearest  pocket  of  the  uterus  be  emptied,  two  or  some- 
times three  distinct  abscess  cavities  remain  undrained. 

To  take  up  the  question  of  conservative  surgical  means  by 
vaginal  incision  and  drainage  is  to  open  the  road  for  many 
widely  different  discussions  and  arguments.  What  has  driven 
many  men  to  this  procedure  and  to  conservative  abdominal  op- 
erations? First,  high  mortality  suprapubic— some  say  from  5 
to  25  per  cent — and.  second,  inability  to  remove  the  pathology, 
compelling  them  to  puncture  or  cut  away  one  tube,  half  an 
ovary,  or  abandon  the  operation  with  the  excuse  inoperable,  con- 
genital malformation,  or  indistinguishable,  and  then  look  only 
on  the  favorable  symptoms  which  sometimes  follow.  Great 
things  are  claimed  by  the  men  doing  vaginal  incision,  but,  I  ask, 
what  becomes  of  many  cases  on  whom  they  have  operated?  Per- 
haps 25  per  cent  is  about  the  correct  number  who  return  for  a 
subsequent  abdominal  section.  A  certain  per  cent,  quite  large, 
go  to  other  men  to  be  relieved  of  their  sufferings.  I  sometimes 
wonder  if  these  men  have  ever  made  careful  post-operative  ex- 
aminations of  specimens  removed  by  the  abdomen,  and  have  seen 
the  multiple  pus  pockets  of  the  tube  separated  by  strictures. 
Have  they  noticed  the  bowel  adhesions,  the  adherent  appendix, 
the  fixed  omentum  and  retroflexed  uterus,  or  the  little  collections 
of  pus  due  to  leakage  from  the  tubes?  If  so,  do  they  drain  all 
these  pockets?  Do  they  reconstruct,  relieve  adhesions,  remove 
the  appendix,  and  bring  the  uterus  forward  by  an  ever  so  care- 
ful vaginal  incision  and  drainage?  Who  would  like  to  treat  a 
suppurative  appendicitis  by  incising  the  vaginal  vault  and  put- 
ting in  a  gauze  drain,  when  we  can  open  the  abdomen,  relieve 
adhesions,  straighten  all  the  S's  and  8's  in  the  bowel,  remove  the 
appendix,  flush  the  abdomen,  and  drain? 

To  those  who  Claim  a  2  per  cent  mortality  by  vaginal  incision 
I  would  answer  that  it  should  be  no  higher  by  the  abdominal. 
As  to  the  other  objections,  those  of  scar  and  hernia,  the  first  is 
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seldom  given  much  thought  by  sufferers  such  as  these  patients 
are,  and  hernia  should  not  occur  in  more  than  2  per  cent  of 
oasts,  which  is  a  matter  of  little  importance  when  we  stop  to 
think  of  the  results  obtained.  I  have  had,  more  than  once, 
women  come  to  me  begging  that  something,  anything,  be  done  to 
relieve  their  suffering;  and  when  I  have  explained  the  total  re- 
moval of  the  abscess,  they  answer:  k"Yes.  I  want  that  done,  as 
I  would  rather  die  under  the  operation  than  live  suffering  as  I 
am."  Many  of  these  primarily  relieved  by  punctures,  later  de- 
mand something  more  radical  for  their  relief  or  cure,  and  all 
are  disappointed  when  they  learn  that  there  is  risk  of  reac- 
cumulation  or  repuncture  and  that  they  still  carry  their  path- 
ology. The  arguments  concerning  our  unsexing  the  woman, 
abolishing  menstruation,  and  compelling  the  patient  to  go 
through  an  artificial  menopause  are  answered  by  the  woman's 
being  already  unsexed.  marital  relations  being  unbearable,  the 
operation  at  times  bringing  back  sexual  desire;  besides,  the  men- 
struation is  often  accompanied  by  intense  suffering,  and  the 
menopause  phenomena  should  be  slight  if  the  patient  can  rest 
and  is  carefully  treated.  In  the  wealthy  class  the  woman  may 
elect  to  be  a  chronic  invalid  and  go  through  the  long  treatment 
of  rest,  baths,  massage,  etc.,  but  picking  out  the  temporary  good 
which  will  result  and  applying  it  to  all  cases  is  not  in  accordance 
with  modern  gynecology. 

There  has  been  and  is  to-day  too  much  conservative  treatment 
taught  in  our  medical  schools  regarding  pelvic  suppuration.  I 
mean  that  the  young  man  has  no  practical  experience  in  ab- 
dominal surgery ;  he  sees  some  professor  do  a  few  sections  on  these 
cases,  and  is  then  taught  the  various  conservative  non-surgical 
methods  which  should  be  tried — the  Brandt  treatment,  douches 
and  applications  for  pathological  conditions  which  would  not  be 
so  treated  at  any  other  point  of  the  body.  The  old  office  treat- 
ment of  pelvic  pathology  was  and  is  receiving  money  under  false 
pretences.  But  few  good  gynecologists  of  to-day  use  their  offices 
for  more  than  diagnostic  purposes,  and  seldom  charge  ten  dollars 
every  five  days  for  a  touch  of  iodine,  ichthyol,  or  carbolic  acid 
and  a  little  cotton  ball  with  a  string  attached.  I  grant  that  it  is 
quite  impossible  to  teach  a  student  abdominal  surgery  while  at 
college,  but  why  advocate  to  those  men  who  are  able  to  operate 
methods  which  are  unsatisfactory  and  unsurgicai? 

I  have  already  said  the  results  are  largely  responsible  for  the 
change  of  route  in  our  surgery,  but,  I  ask,  what  are  the  honest 
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results,  both  primary  and  remote,  of  these  vaginal  procedures  or 
of  the  conservative  non-surgical  methods?  Good,  no  doubt,  in 
some  few  cases,  but  in  how  many,  and  are  they  nearly  so  good  as 
those  obtained  by  abdominal  section?  The  early  reports  of  ab- 
dominal sections  for  puriform  disease  in  the  female  pelvis  were 
considered  wonderfully  good,  and  now.  although  vastly  better, 
they  are  spoken  of  as  unsatisfactory  and  poor.  At  the  present 
time  we  hear  that  vaginal  incision  and  drainage  is  the  operation 
for  brilliant  results.  Which  are  we  to  believe  ?  Surely  we  should 
not  accept  the  reports  of  vaginal  incisions  unless  we  are  prepared 
to  accept  the  early  reports  of  abdominal  sections.  These  papers 
and  discussions  have  been  demoralizing  to  the  general  practi- 
tioner: in  the  society  meetings  he  listens  to  papers  of  the  pallia- 
tive men.  the  puncture  and  incision  school,  and  the  suprapubic 
school,  and  he  naturally  asks.  Whom  are  we  to  believe  or  follow? 
Let  me  say  here  that  while  these  men  are  talking  before  our 
county.  State,  and  national  societies  about  their  fine  results  -with 
incision  and  drainage,  other  men  are  doing  abdominal  sections 
on  these  same  patients  to  remove  the  pathologic  conditions.  The 
plea  that  pregnancy  may  follow  conservative  surgery  is  to  me  a 
very  poor  and  dangerous  one.  We  ask  a  tube  disintegrated  by 
blood,  pus.  or  water  to  perform  its  normal  functions  by  with- 
drawing its  contents,  and  we  compel  forty  women  out  of  every 
hundred  to  lead  an  invalid's  life  for  one  poor,  unhealthy  or 
ectopic  baby.  Joseph  Price  gave  a  very  adverse  judgment  on 
this  operation  by  saying  that  the  vaginal  puncture  or  incision 
for  puriform  disease  or  for  purpose  of  exploration  are  un- 
surgical  procedures.  He  states  that  he  has  never  known  a 
patient  cured  by  this  method,  and  considers  it  not  only  blind 
but  incomplete.  Since  the  publication  of  this  opinion  I  have 
talked  with  him  more  precisely  as  to  his  opinion,  and  he  tells  me 
that  since  expressing  this  view  he  has  operated  upon  four  pub- 
lished cases  and  recorded  cures  previously  operated  upon  by  in- 
cision and  puncture,  two  of  these  by  the  same  author,  and  two 
of  his  cases  remain  on  his  list  for  operation.  He  states  that  he 
has  never  seen  a  case  coming  from  other  surgeons  that  he  con- 
siders much  benefited ;  they  were  all  bent  by  pathology  and 
all  invalids. 

Salpingostomy  is  unsurgieal  and  favors  the  possibility  of 
a  misplaced  pregnancy,  as  we  can  hardly  ask  the  disorganized 
tube  to  regenerate.  Goldspohn's  method  of  opening  up  the  oc- 
cluded end  of  the  tube  must  be  a  very  difficult  procedure,  and 
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when  the  tube  contains  pus  with  two  or  three  strictures  it  would 
be  a  hard  matter  to  "milk  out"  the  contents.  Pernand  Ilenro- 
tin  reports  some  250  conservative  operations  with  40  per  cent 
of  partial  cures  or  failures.  It  is  but  fair  to  state,  however,  thai 
a  large  number  of  this  40  per  cent  had  had  conservative  methods 
used  previously.  Jaquet  gives  statistics  of  "3,000  postmortem 
examinations,  in  which  1,000  presented  adhesions,  850  showing 
general  matting  together  of  the  pelvic  organs";  and  certainly 
this  is  not  encouraging  to  those  advocating  vaginal  incision. 

A  few  hours  previous  to  writing  this  I  saw  two  cases  of  large 
ovarian  abscess,  each  the  size  of  a  fetal  head.,  low  down  in  the 
pelvis,  nicely  situated  for  a  vaginal  puncture.  It  was  fortunate 
for  the  poor  sufferers  that  this  method  was  not  chosen,  as  the 
first  was  a  tubercular  abscess  strongly  adherent  to  bladder, 
bowel,  and  pelvic  wall,  consisting  of  some  twenty  pockets.  Any 
'lie  of  these,  or  perhaps  six  or  eight,  by  careful  puncturing 
would  have  been  opened,  leaving  ten  or  fifteen  unopened  ab- 
scess cavities.  The  second  case  was  a  gonorrheal  abscess  of  the 
right  ovary  fixed  to  large  and  small  bowel,  bladder,  and  ap- 
pendix, general  matting  together  of  the  pelvic  viscera,  and 
omental  fixation  to  bladder.  Both  of  these  cases  had  been  hor- 
rible sufferers  for  months,  both  had  undergone  conservative 
non-surgical  treatment,  and  both  had  contracted  the  opium 
habit;  what  would  have  been  accomplished  by  vaginal  incision 
in  these  two  cases  (and  there  are  hundreds  similar)?  Nothing 
but  harm.  I  wish  to  report  an  acute  case  which  I  operated  upon 
The  first  day  of  this  month.  The  extent  of  the  pathology  was 
great  pus  and  filth  to  umbilicus,  big  ovarian  abscesses,  and  pus 
tubes  all  leaking  and  within  the  fifth  abscess ;  the  sigmoid  lifted 
and  carrying  the  pus  accumulation  on  left  side,  ileum  and 
omentum  on  right.  The  great  pus  cavity  was  evacuated,  tubes 
and  ovaries  removed,  toilet,  drainage,  and  recovery.  Had  I 
punctured  I  should  have  been  pleased  by  the  evacuation  of  a 
quart  or  more  of  pus.  But,  for  that  matter,  any  one  could  have 
turned  my  patient  over  and  through  a  small  incision  removed 
more  than  a  pound  of  pathology,  the  big  suppurating  tubes  and 
ovaries,  and  have  been  more  pleased,  and  I  am  sure  he  would 
have  had  more  grounds  for  rejoicing  that  he  had  done  the  right 
thing  by  his  patient. 

Some  men  are  inclined  to  divide  their  patients  into  two 
glasses,  the  well-to-do  and  the  poor  dispensary  patient,  and  ad- 
vocate radical  procedure  with  the  latter  class  and  conservative 
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methods  in  the  former.  This  social  status  of  the  patient  seems 
to  me  all  wrong;  for  if  we  can  send,  a  poor  woman  to  the  wash 
tub.  why  not  send  one  of  the  "400"  to  her  opera  box?  Class 
distinctions  should  not  enter  into  the  matter  of  giving  the  patient 
our  best;  if  we  are  able  to  give  to  the  lower  classes  a  prolonged 
and  happy  life,  should  we  not  give  to  the  wealthy  the  same? 
The  woman,  as  I  have  already  said,  may  elect  the  invalid's  life, 
but  that  is  no  reason  why  she  should  be  urged  to  do  so.  Again, 
the  influential  wealthy  patient  is  the  one  most  needed  to  the 
community  and  commands  that  our  best  be  given  her,  as  she  is 
the  most  useful  citizen,  the  one  we  can  least  spare.  I  ask  again, 
what  is  the  difference  between  the  dispensary  patient  and  the 
well-to-do  when  it  comes  to  relieving  suffering  and  sending  them 
to  their  duties?  I  quote  the  following  from  a  paper  recently 
published  on  this  subject :  ' '  Thus  it  may  be  seen  that,  by  vary- 
ing our  mode  of  treatment  to  conform  to  the  ever-changing  con- 
ditions, we  may  unquestionably  carry  many  of  our  patients 
through  the  various  troubles  of  pyosalpinx  over  a  period  of 
several  years,  notably  relieving  their  sufferings  during  the  ex- 
acerbations of  the  chronic  ailment;  when  by  repeated  inflam- 
matory attacks  the  wall  of  the  pus  sac  has  grown  thick  and  the 
pus  has  lost  its  virulence,  a  fresh  attack  of  pelveo-peritonitis 
need  hardly  be  feared.  Thus  ends  the  tedious  story  of  the 
sufferings  of  these  patients,  for  they  may  now  be  considered  to 
all  intents  and  purposes  cured,  although  there  remains  a  little 
sterile  pus  within  a  thickened  sac."  To  this  I  answer  that  the 
life  history  ends  for  the  pauper  in  the  poor  house;  the  "tedious 
story"  for  all  classes  ends  with  death  from  amyloid  degenera- 
tion, renal  trouble,  or  chronic  infection.  \Yhat  becomes  of  the 
ever-nagging  adhesions,  the  many  reinfections,  the  28.3  per 
cent  of  the  general  matting  together  of  the  pelvic  organs?  Do 
the  adhesions  melt  away  like  dew  before  the  sun?  Do  we  pre- 
vent reinfection  by  our  careful  method  of  conservatism  ?  Surely 
it  is  not  comforting  to  our  patient  to  know  that  the  condition 
of  "thickened  pus  sac"  and  "sterile  pus"  has  to  be  reached  by 
repeated  inflammatory  attacks  with  their  concomitant  agony 
and  danger. 

In  deciding  the  question  of  route  it  is  well  to  keep  in  mind 
the  conditions  which  are  liable  to  be  present  within  the  ab- 
domen. Some  of  these  are  omental  adhesions  to  bladder,  abdomi- 
nal wall,  or  bowel,  an  adherent — 5  to  10  per  cent  of  all  cases — ■ 
and  perhaps  suppurative  appendicitis,  a  retroflsxed  fixed  uterus. 
and  small  collections  of  pus  from  the  tubes  situated  high  up  in 


IX    THE    TREATMENT    OF    PELVIC    SUPPURATION.  607 

the  pelvis.  There  may  be  general  adhesions  of  large  and  small 
bowel.  Can  you  do  by  the  vaginal  route  all  the  reconstruction 
work  necessary  which  can  be  done  by  the  abdominal?  Can  you 
relieve  adhesions,  release  a  fixed  uterus,  bring  and  keep  it  for- 
ward, when  necessary  remove  the  appendix,  control  oozing,  flush 
and  dry  your  field  of  operation,  and  make  the  careful  toilet 
necessary  by  the  vaginal  incision  and  drainage?  It  is  interesting 
to  note,  in  a  paper  before  ine,  that  of  49  vaginal  incision  and 
drainage  cases,  about  all  for  puriform  disease,  10,  or  over  20 
per  cent,  underwent  a  subsequent  abdominal  section,  5  had  a 
secondary  incision  performed,  and  in  6  the  results  are  not 
known.  Of  5  abdominal  incision  and  drainage  cases,  1  was  re- 
operated  upon  for  ventral  hernia,  and  3  underwent  a  subsequent 
abdominal  section.    Four  of  the  5  were  puerperal  cases. 

In  conclusion,  so  much  has  been  said  about  the  simplicity  of 
puncture  methods  and  drainage  by  the  vaginal  route,  with 
speedy  relief  and  recovery,  that  I  wish  to  say  here  that,  aside 
from  the  mortality,  which  is  not  small,  the  number  of  invalids 
leaving  the  hospitals  is  very  large.  The  return  to  the  same  or 
other  hospitals  for  reincisions  or  for  section  is  large;  and  when 
one  who  does  such  work  is  thoroughly  familiar  with  the  post- 
operative conditions  of  both  classes  of  cases,  he  is  convinced  by 
his  every-day  experience  that  the  results  and  recovery  from  the 
suprapubic  method  of  clean  extirpation  or  of  drainage  only  in 
the  desperate  cases,  feeble,  exhausted,  and  dying,  with  an  un- 
pleasing  history  of  discharge  of  pus — I  say  that  he  is  convinced 
that  the  mortality  is  smaller  and  the  recoveries  more  pleasing 
by  abdominal  section  than  from  any  other  procedure,  ancient  or 
modern,  now  practised.  From  prolonged  observation  and  prac- 
tical experience  I  cannot  make  this  statement  too  strong.  I  have 
now  in  bed  recovering  three  or  four  negresses,  all  of  whom 
would  have  been  considered  bad  subjects  for  abdominal  surgery 
in  most  hospitals,  all  of  whom  would  have  been  punctured.  The 
suppuration  was  extensive,  the  involvement  of  surrounding 
viscera  not  less  so,  and  the  enucleation  difficult.  But  no  compli- 
cation followed  the  procedure.  You  may  make  a  mental  picture 
of  just  what  would  have  remained  in  the  pelvis  following  vaginal 
incision  or  puncture  in  these  cases. 
331  South  Thirteenth  street. 

Dr.  Charles  Greene  Cumston,  of  Boston,  had  published  sev- 
eral papers  in  which  he  advocated  vaginal  incision— not  punc- 
ture, because  that  would  be  inefficient,  but  vaginal  incision  with 
breaking  down  of  pus  pockets  and  free  drainage.     He  thought  at 
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that  time  he  had  several  cases  that  conclusively  proved  that  the 
cures  were  permanent  following  this  method.  But  those  cases 
had  not  proved  so.  With  more  experience  he  believed  that  vag- 
inal incision  and  drainage  was  incomplete  in  pus  cases.  One 
could  not  do  as  clean  and  thorough  work  through  the  vagina  as  he 
could  through  the  abdomen,  especially  with  a  transverse  incision, 
for  with  it  one  obtained  more  working  space  and  it  facilitated 
matters  greatly.  He  considered  vaginal  incision  proper  in  those 
cases  where  there  was  a  large  collection  of  pus  with  a  very  ex- 
tensive inflammatory  condition  within  the  small  pelvis.  In  those 
cases  he  believed  one  would  obtain  a  great  advantage  by  pre- 
liminary vaginal  incision,  but  this  was  by  no  means  curative. 

Dr.  Howard  AY.  Loxgyear.  of  Detroit.  Mich.,  some  twelve  or 
fourteen  years  ago  read  a  paper  before  the  Michigan  State  Medi- 
'■,]]  Society  in  which  he  took  the  ground  that  in  cases  of  acute 
gonorrheal  infection  of  the  appendages  it  meant  either  operation 
or  chronic  invalidism  to  the  woman.  He  had  changed  his  mind 
since  then  because  of  increased  and  riper  experience,  as  he  re- 
called a  number  of  women  who  were  perfectly  well,  and  had  re- 
mained so  for  years,  who  had  had  acute  gonorrheal  infection  of 
the  appendages,  whom  he  was  able  to  treat  from  the  beginning  of 
their  infection,  and  he  now  felt  that  there  were  cases  in  which 
one  could  bring  about  a  complete  cure.  His  usual  plan  was,  in 
a  case  of  acute  infection  of  the  type  referred  to,  to  use  an  ice  bag 
externally  during  the  febrile  activity,  hot  vaginal  douches,  and 
the  internal  administration  of  urotropin,  with  saline  laxatives, 
and  he  had  succeeded  in  a  number  of  cases  in  effecting  perfect 
cures.  As  regards  vaginal  incision,  he  held  that  one  could  not 
cure  by  that  method.  The  best  way  was  to  drain  until  the  pa- 
tient was  gotten  into  a  safe  condition  to  operate  through  the  ab- 
domen. If  one  had  a  case  of  pyosalpinx.  with  high  temperature, 
he  might  suspect  streptococcus  infection.  He  should  endeavor  to 
establish  the  correctness  of  the  diagnosis  by  the  use  of  the  aspirat- 
ing needle,  draw  off  some  of  the  pus.  examine  it.  and  if  he  found 
streptococci  he  should  drain  by  the  vagina  first,  and  follow  it  by 
abdominal  section  when  it  was  safe  to  do  it.  If  one  found  the 
colon  bacillus  or  staphylococcus  it'  was  safe  to  operate  through 
the  abdomen. 

Dr.  L.  S.  McMurtry  emphasized  the  point  that  it  was  a  good 
plan  in  some  cases  to  make  a  vaginal  incision,  just  as  the  last 
speaker  had  explained.  In  cases  of  advanced  sepsis,  where  the 
patient  was  greatly  emaciated  and  reduced  to  an  extreme  con- 
dition, many  of  them  could  be  tided  over  or  saved  by  vaginal  in- 
cision and  evacuation  of  a  certain  amount  of  abscess  formation, 
built  up.  and  afterward  they  could  be  safely  submitted  to  thor- 
ough operation.  He  thought  this  was  the  extent  of  the  value  of 
vaginal  incision,  and  it  was  becoming  generally  recognized  that 
thorough  work  by  abdominal  section  and  removal  of  the  sac  were 
the  onlv  curative  measures. 
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F.  F.  SIMPSON,  M.D., 
Pittsburg,   Pa. 


Scrupulous  cleanliness  intelligently  applied  gives  almost  abso- 
lute security  against  bacterial  peritonitis  from  abdominal  opera- 
tions in  clean  cases.  Yet  even  in  these  cases  we  find,  to  a  very 
limited  extent,  the  cardinal  symptoms  of  inflammation  localized 
about  the  field  of  operation  (and  evidenced  by  slight  pain,  tender- 
ness, disturbed  function  of  intestines,  elevation  of  temperature, 
and  slight  acceleration  of  pulse  rate).  This  reaction  is  always 
present  and  is  apparently  due  solely  to  traumatism.  Less  often  it 
happens  that  a  few  bacteria  gain  entrance  in  spite  of  what  seems 
to  be  a  faultless  technique,  and  a  more  marked  inflammation  of  a 
wider  area  gives  more  decided  symptoms.  Barely  the  attack  is 
serious.  The  unclean  cases  naturally  divide  themselves  into  two 
groups:  first,  those  in  which  the  existence  of  a  frank  attack 
of  peritonitis  shows  that  more  or  less  virulent  organisms  are 
present  and  that  they  have  not  been  subdued ;  and,  second,  those 
in  which  peritonitis  was  present  but  has  subsided,  indicating  that 
the  bacterial  invasion  has  been  successfully  resisted  for  the  time, 
at  least.  In  these  cases  the  bacteria  may  be  quiescent,  dead,  or 
at.  , 

Peritonitis  often  follows  the  removal  of  the  products  of  inflam- 
mation from  the  pelvis.  When  bacteria  are  absent,  dead,  or  de- 
pressed, the  acute  attack  is  localized,  limited  in  degree,  and  usu- 
ally of  little  significance.  It  may  leave  adhesions  or  an  infected 
pedicle ;  usually  no  trace  of  its  existence  remains.  While  the  in- 
fecting bacteria  are  numerous,  active,  and  virulent,  however,  the 
danger  of  peritonitis  is  great,  the  attack  may  be  severe,  the  results 
serious.  If  the  foregoing  statements  fairly  represent  current 
views,  the  prevention  or  control  of  post-operative  peritonitis. 
Local  or  general,  traumatic  or  bacterial,  is  a  matter  of  practical 
moment,  for  it  frequently  has  an  associated  morbidity  and  at 
times  a  mortality  as  well. 
39 
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I  believe  that  post-operative  peritonitis  may  often  be  prevented 
or  controlled,  and  its  products  and  mortality  correspondingly 
lessened,  by  the  proper  use  of  ice.  This  opinion  is  based  chiefly 
upon  clinical  observations  concerning  its  effect  in  several  hundred 
cases  of  pelvic  peritonitis  due  to  diseased  uterine  appendages; 
upon  the  use  of  ice  to  relieve  pain  and  as  a  prophylactic  and 
curative  agent  after  operation  in  some  hundreds  of  cases;  and 
upon  some  experiments  designed  to  show  the  effects  of  ice  when 
applied  to  the  abdomen.  For  quite  a  number  of  years  it  has  been 
our  custom  to  employ  ice  in  the  treatment  of  localized  peritonitis 
consequent  upon  inflammatory  affections  of  the  pelvic  organs.  In 
these  cases  Ave  have  usually  seen — as  all  of  you  doubtless  have — 
the  local  and  constitutional  symptoms  subside  very  quickly.  In 
fact,  the  cardinal  symptoms  have  disappeared  so  speedily  that  the 
distended,  tender,  tense  abdomen  has  gotten  soft  and  flat  and 
opiates  have  rarely  been  needed  to  control  pain.  In  several  hun- 
dred of  these  cases  our  mortality  has  hardly  exceeded  one  per 
cent. 

The  following  is  typical  of  the  more  serious  forms  of  the  dis- 
ease in  which  we  have  relied  chiefly  upon  ice  as  a  curative  agent, 
other  remedies  being  used  to  guard  weak  points:  Mrs.  P.  was 
seen  by  Dr.  Werder  in  1899  after  several  attacks  of  pelvic  peri- 
tonitis. Examination  showed  large  pus  tubes  on  both  sides.  Ex- 
tirpation was  advised,  but  declined.  August  19,  1890.  during  Dr. 
Welder's  absence  from  the  city.  I  was  asked  to  see  her.  At  2 
p. M..  while  sitting  quietly  on  her  porch,  she  "felt  something  give 
way  in  her  left  side."  had  some  pain,  and  went  to  bed.  AYhen 
iirsi  seen,  eight  hours  after  this  attack,  her  abdomen  was  moder- 
ately distended,  rigid  and  tender.  Her  pulse  was  120  and  tem- 
perature 102°.  She  was  vomiting  frequently  and  her  expression 
gave  evidence  of  great  pain.  Her  surroundings  and  condition 
were  such  as  to  make  an  operation  very  hazardous.  She  pre- 
ferred delay.  Operation  could  not  be  insisted  upon.  Morphine 
was  uiven  for  the  pain,  strychnine  was  ordered,  and  two  ice  bags 
were  put  upon  the  abdomen.  Twenty  hours  after  onset  her  entire 
abdomen  was  ballooned,  was  tender,  and  she  suffered  intensely. 
Peristalsis  was  absent.  Projectile  vomiting  was  almost  continu- 
ous. Her  temperature  was  103°.  Her  pulse  was  148  and  small, 
though  the  heart  sounds  showed  a  fair  muscle.  Her  condition  wa* 
far  from  reassuring.  Permission  to  operate  was  absolutely  re- 
fused. It  was  then  determined  to  use  ice  for  its  full  effect.  A 
pillow  case  was  filled  with  it.  and.  when  applied,  the  entire  ab- 
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domen  was  covered  by  a  layer  aboul  four  or  five  inches  thick,  ex- 
tending from  the  bed  on  one  side  to  the  bed  on  the  other,  and 
from  the  xiphoid  to  the  symphysis.  It  was  kept  in  this  position 
in  this  way  for  more  than  five  days  and  nights.  For  four  days 
iced  champagne  was  the  only  thing  retained  by  the  stomach. 
Vomiting'  was  frequent.  The  pulse  remained  between  14n  and 
150  and  the  temperature  varied  but  little.  Within  a  few  hours 
after  ice  was  thus  applied  the  abdomen  was  cold,  red,  and  less 
tender.  In  forty-eight  hours  it  was  less  rigid  and  slightly  less 
distended.  By  the  fourth  day  it  was  soft  and  sin-  was  very  nearly 
free  from  pain.  Though  internal  medication  and  enemata  were 
repeatedly  used,  neither  gas  nor  feces  wen-  expelled  till  the  fourth 
day.  The  fifth  day  her  general  condition  was  decidedly  better 
and  her  pulse  rapidly  dropped  to  about  90.  A  fluctuating  mass 
surrounded  by  adherent  intestines  was  found  in  the  left  iliac 
fossa,  and  wide  daily  variations  of  temperature  left  but  little 
room  to  doubt  that  it  contained  pus.  The  mass  grew  small.  The 
temperature  and  pulse  came  to  normal  and  remained  there.  She 
again  declined  operation  and  was  lost  sight  of. 

After  having  seen  many  grave  cases  of  this  kind  yield  so  favor- 
ably to  this  measure,  and  having  seen  a  few  of  them  die  later  from 
peritonitis  following  an  abdominal  section  which  removed  the 
great  bulk  of  filth,  leaving  but  little  behind  in  a  fairly  clean 
cavity,  it  seemed  to  me  that,  with  the  same  infecting  organisms 
active  in  large  numbers  before  operation  and  in  small  numbers 
after  operation.  Ave  might  expect  like  results  if  the  same  treat- 
ment were  employed  in  the  two  classes  of  cases:  and.  further,  that 
by  beginning  the  use  of  ice  before  peritonitis  had  actually  de- 
veloped we  might  succeed  in  preventing  that  complication.  No 
claim  is  made  to  originality  in  this  matter,  though  at  the  time  we 
began  using  it  systematically  I  was  not  aware  of  its  previous  em- 
ployment for  the  same  purposes.) 

The  conclusion  seemed  rational,  and  we  began  putting  bags  of 
ee  one  to  five,  close  to  the  skin)  on  the  abdomens  of  patients  in 
whom  we  feared  that  peritonitis  might  develop.  The  results  dur- 
ing the  last  four  years  have  been  highly  satisfactory.  Ma  in- 
patients who  experienced  relief  from  pain  by  the  use  of  ice  before 
operation  have  asked  for  it  after  operation.  Many  have  com- 
plained at  first  of  the  weight  of  the  ice.  but  were  soon  so  much 
relieved  that  they  felt  uncomfortable  while  the  bags  were  being 
refilled.  The  smooth  convalescence  of  many  patients  in  whom 
inflammatory  reaction  might   naturally   have   been    looked   for 
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leads  me  to  believe  that  in  not  a  few  instances  such  attacks  have 
been  averted.  The  recovery  of  several  patients  who  have  been 
reclaimed  from  what  appeared  to  be  almost  certain  death  forced 
the  conclusion  that  it  is  a  life-saving  agent. 

Though  palliative  measures  are  not  advocated  where  grave  ex- 
plosive lesions,  such  as  intestinal  or  appendical  perforations,  are 
threatened  or  have  occurred,  it  does  seem  that,  after  the  surgeon 
has  cleansed  the  abdominal  cavity  as  best  he  can,  we  have  in  the 
local  use  of  ice  a  valuable  remedy.  It  is  used  with  good  results 
at  the  beginning  of  inflammation  everywhere  else  in  the  body.  It 
is  worthy  of  a  more  general  application  here.  Theoretical  objec- 
tions have  disappeared  as  we  have  become  more  familiar  with  its 
use.  In  my  experience  no  injury  to  the  skin  has  followed  its  use ; 
the  healing  of  wounds  has  not  been  retarded  by  it ;  and  no  depres- 
sion of  the  general  system  has  been  observed.  That  cold  pene- 
trates deeply  into  the  abdominal  cavity  and  may  produce  its  effect 
directly  is  shown  by  some  careful  experiments  which  Dr.  Letive 
has  very  kindly  made  for  me,  and  by  observations  on  man  made 
by  Dr.  Schlikoff  and  summarized  by  Dr.  Granger,  of  New 
Orleans,  in  a  recent  article  on  the  use  of  ice  as  a  therapeutic 
agent.    His  own  observations  are  also  of  interest. 

In  our  experiments  on  dogs  the  surface  and  rectal  temperatures 
were  observed  for  more  than  an  hour.  They  did  not  vary  from 
38°  and  38°  respectively.  Another  thermometer  was  introduced 
into  the  pelvic  cavity  through  a  small  lateral  incision  just  below 
the  ribs.  The  surface  temperature  quickly  dropped  two  degrees; 
again  the  surface,  rectal  (or  vaginal),  and  abdominal  tempera- 
tures remained  stationary  for  more  than  an  hour,  reading  36°, 
38°,  38°.  Ice  was  then  applied  to  the  entire  surface  of  the  ab- 
domen. The  general  surface  temperature  was  not  affected  after 
some  hours.  The  skin  under  the  ice  reached  a  temperature 
varying  from  8°  to  16°  C.  in  different  dogs.  The  thermometer 
close  under  the  abdominal  wall  recorded  26°  C,  while  deep  in  the 
pelvis  it  fell  as  low  as  34°  and  remained  stationary  for  more  than 
an  hour.  The  rectal  (or  vaginal)  temperature  was  2°  higher 
(36°),  though  the  bulbs  of  the  two  thermometers  were  separated 
only  by  one-eighth  of  an  inch.  Ice  was  removed.  Within  an 
hour  all  temperatures  reached  their  ascertained  normal.  With 
another  application  of  ice  the  temperatures  showed  the  same 
variations  as  had  just  been  recorded  in  the  same  animals.  The 
animals  were  not  injured. 

From  these  experiments  it  would  seem  possible  to  produce,  at 
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the  seat  of  inflammation,  a  degree  of  temperature  which  greatly 
retards  the  growth  of  pathogenic  bacteria,  and  which  contracts 
the  blood  and  lymph  channels,  thus  relieving  the  congested 
vessels  and  checking  the  serous  weeping  into  the  cavity.  These 
results  may  be  accomplished  without  effect  on  the  general  tem- 
perature and  without  apparent  detriment  to  life  or  tissues.  Prac- 
tically we  may  conclude  (and  there  is  abundant  clinical  evidence 
to  support  this  view)  that  as  peritonitis  subsides  its  cardinal 
symptoms  grow  less  evident  and  the  resulting  morbidity  no  long- 
er increases.  Pain,  which  is  one  of  the  most  distressing  symp- 
toms, becomes  less  annoying.  Ice  should  be  used  for  its  effect, 
just  as  calomel,  salts,  or  other  remedies  are.  One  bag  on  top  of  a 
thick  dressing  of  cotton  and  gauze  is,  of  course,  without  value. 
For  the  relief  of  traumatic  pain  one  or  two  ice  bags  over  a  thin 
dressing  usually  suffice.  But  where  a  frank  attack  of  peritonitis 
is  feared  or  actually  exists  four  or  five  bags  of  ice  should  be 
kept  in  place  day  and  night.  They  should  be  separated  from  the 
skin  only  by  a  towel,  a  binder,  or  a  very  thin  gauze  dressing. 

Contraindications.— Cold  should  never  be  used  to  the  exclusion 
of  other  well-known  medical  and  surgical  principles  and  meas- 
ures. Formerly  I  looked  upon  post-operative  kidney  lesions  as 
contraindicating  the  free  use  of  cold.  But  more  recent  experi- 
ences lead  me  to  believe  that  if  a  serious  peritonitis  is  feared  wi 
may  use  extreme  cold  to  the  abdomen,  and  that  it  will  be  far  less 
harmful  than  the  inflammation  it  prevents  or  checks.  When 
grave  post-operative  peritonitis  is  likely  to  develop,  or  when  it 
actually  exists,  I  believe  there  is  no  contraindication  to  the  free 
use  of  ice  locally.  But  when  merely  a  slight  traumatic  reaction 
exists,  this  measure  had  perhaps  better  be  omitted  in  the  presence 
of  nephritis,  of  a  tendency  to  catarrhal  enteritis,  attacks  of  which 
are  precipitated  by  exposure  to  cold,  and  where  rheumatic  and 
bronchial  attacks  follow  slight  chilling.  Not  a  few  patients  com- 
plain of  greater  pain  soon  after  ice  is  applied.  When  the  pain  is 
due  to  a  well-defined  abscess  with  very  little  peritonitis,  and  when 
it  is  of  intestinal  origin,  hot  applications  probably  serve  a  better 
purpose.  But  when  the  patients  complain  of  pain  caused  by  the 
weight  of  the  ice,  that  symptom  points  to  the  existence  of  active 
inflammation  and  constitutes  the  most  urgent  indication  for 
more  intense  cold.  It  has  been  our  custom  to  add  more  ice  in 
these  cases,  and  the  results  have  justified  the  practice. 

With  your  permission  a  brief  report  will  be  made  of  a  few- 
cases  in  which,  it  seems  to  me,  life  was  saved  by  the  local  use 
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of  ice.  Several  others  might  be  recorded,  but  their  recital  would 
be  but  a  repetition  of  what  follows.  Simpler  cases  in  which 
the  morbid  products  of  inflammation  seem  to  have  been  prevented 
by  a  timely  ending  of  the  disease  will  be  omitted  for  lack  of  time 

Case  I. — Mrs.  C.  had  recently  recovered  from  a  sharp  attack 
of  pelvic  peritonitis  and  cellulitis  when  referred  to  me  by  Dr. 
C.  H.  Hayes,  of  Pittsburg.  The  uterus  was  retroverted.  Two 
pus  tubes  and  cystic  ovaries  were  bound  firmly  to  the  adjacent 
structures,  the  left  being  fixed  to  the  pelvic  wall  by  a  rigid, 
mortar-like  exudate.  There  was  a  positive  history  of  gonorrhea 
just  preceding  the  attack.  The  cellulitis  indicated  a  mixed  in- 
fection. 

Vaginal  hystero-salpingo-oophorectomy  was  done  April  30, 
1901.  Enucleation  was  difficult.  Free  bleeding  from  extensive 
raw  surfaces  could  not  be  controlled  by  clamps,  but  was  checked 
by  firm  pelvic  gauze  packing.  She  left  the  table  with  a  pulse  of 
166.  After  1,000  cubic  centimetres  of  normal  saline  solution 
slowly  given  into  a  vein,  it  rapidly  fell  to  100  and  a  few  hours 
later  to  90.  During  the  first  twenty-four  hours  there  was  but 
little  further  variation  of  the  pulse.  She  was  very  restless  and 
suffered  much  pain  from  the  tight  packing.  There  was  no  vomit- 
ing whatever  till  the  beginning  of  the  second  day.  After  that  she 
vomited  repeatedly,  complained  of  tenderness,  became  slightly 
distended,  and  the  pulse  rate  was  110.  She  was  put  in  Fowler's 
position  and  two  ice  bags  were  applied  direct  to  the  abdomen.  A 
slight  movement  from  the  bowels  followed  an  enema.  At  the  end 
of  forty-eight  hours  the  clamps  were  removed.  Eight  hours  later 
the  abdomen  was  very  much  distended  and  very  tender.  Per- 
istalsis was  absent.  Projectile  vomiting  of  quantities  of  a  slightly 
green  fluid  was  frequent.  The  pulse  was  120  and  not  good.  Dur- 
ing the  third  day  vomiting  was  almost  continuous.  Expulsion 
of  gas  could  not  be  effected  by  medication  or  enema ta.  The  ab- 
domen was  greatly  distended.  The  pulse  had  grown  more  rapid 
and  weak.  The  pelvic  gauze  was  removed  and  adhesions  were 
freed.  A  little  bloody  serous  fluid  escaped.  During  the  fourth 
day  vomiting  of  dark-brown  fluid  having  a  fecal  odor  continued 
at  frequent  intervals.  All  efforts  failed  to  cause  the  passage  of 
flatus  from  the  bowels.  The  abdomen  was  still  distended.  The 
pulse  was  frequent,  irregular,  thready,  and  very  weak.  Her  ex- 
tremities were  purple  and  cold.  Percussion  demonstrated  the 
presence  of  some  free  fluid  in  the  abdominal  cavity.  The  ab- 
domen was  continuously  covered  with  ice.    To  the  extremities  hot 
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applications  were  made.  The  fifth  day  the  abdomen  was  less 
distended,  soft,  and  not  tender.  Peristalsis  gradually  returned. 
Vomiting  gradually  ceased.  She  retained  some  nourishment  and 
bowel  movements  were  induced.  A  smaller  quantity  of  fluid  was 
found  in  the  abdomen.  Thus  far  there  was  but  little  change  in 
the  character  of  the  pulse.  The  sixth  day  the  pulse  grew  fuller, 
slower,  stronger,  her  peripheral  circulation  was  good  and  her 
expression  better.  From  that  time  on  her  convalescence  was 
rapid  and  uninterrupted.  Before  leaving  the  hospital  she  was 
examined  and  no  products  of  her  severe  peritonitis  were  found. 
Some  months  later  she  was  in  perfect  health  and  reported  that 
she  had  had  no  discomfort  whatever.  In  this  desperate  case  the 
ice  apparently  controlled  the  inflammation  before  a  fatal  dose  of 
poison  had  been  produced  by  it.  The  absence  of  demonstrable 
adhesions  is  more  than  could  ordinarily  have  been  expected. 

Case  II. — Mrs.  T.  was  sent  to  me  by  Dr.  John  W.  Dixon,  of 
Pittsburg.  She  had  firmly  adherent,  closed  tubes  and  cystic 
ovaries.  They  were  removed  by  abdominal  section.  The  opera- 
tion was  not  especially  difficult  and  a  speedy  recovery  was  ex- 
pected. No  bacteriological  report  from  the  tubes  was  gotten. 
Occasional  vomiting  ceased  after  a  few  hours,  and  at  the  end 
of  the  first  eighteen  hours  nothing  suggested  trouble  except  a 
pulse  rate  which  had  increased  about  fifteen  beats.  After  that 
she  complained  of  considerable  pain.  The  abdomen  became  dis- 
tended and  tender.  Peristalsis  was  markedly  diminished,  if 
not  quite  absent.  Vomiting  of  a  light-green  fluid  occurred  at 
frequent  intervals.  There  were  frequent  eructations  of  gas,  but 
none  was  expelled  by  the  bowel.  Her  pulse  rapidly  rose  to  120 
and  then  130,  her  temperature  to  103°.  At  the  end  of  thirty-six 
hours  after  operation  the  patient  was  put  across  her  bed  and  the 
cul-de-sac  opened  without  an  anesthetic.  About  three  ounces  of 
a  bloody  serous  fluid  escaped.  A  rubber  tube  was  inserted,  but 
very  little  drainage  occurred.  At  the  end  of  twenty-four  hours 
more  it  was  surrounded  by  adhesions  and  was  quite  useless.  All 
the  abdominal  dressings,  except  a  thin  layer  of  gauze,  were  re- 
moved when  the  probable  existence  of  peritonitis  became  ap- 
parent, and  several  bags  of  ice  were  applied.  They  were  kept 
constantly  full.  During  the  third  day  her  pulse  gained  in 
strength  and  volume,  the  congested  peripheral  circulation  and 
temperature  remained  unchanged.  Toward  the  end  of  the  day, 
however,  the  abdomen  was  less  tender  and  softer.  Peristalsis 
returned.   The  expulsion  of  some  gas  followed  the  use  of  enemata. 
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But  vomiting  was  spontaneous  and  was  induced  by  medicin  . 
food,  or  drink.  By  the  end  of  the  fourth  day  the  abdomen  was 
soft,  peristalsis  good,  food  and  drink  were  retained,  and  an  im- 
provement in  the  character  of  the  pulse  was  observed.  It  was 
normal  by  the  end  of  the  sixth  day.  But  the  temperature  did  not 
reach  normal  till  the  eighth  day.  After  that  her  progress  was 
speedy  and  satisfactory.  She  has  suffered  no  inconvenience  from 
the  attack  of  peritonitis  which  so  seriously  threatened  her  life. 
Ordinarily  a  post-operative  peritonitis  which  shows  so  abrupt 
an  onset  and  such  pronounced  symptoms  during  the  first  thirty- 
six  hours,  terminates  fatally  within  a  very  few  days.  I  believe 
the  free  use  of  ice  fortified  her  powers  of  resistance  and  turned 
the  balance  of  power  in  her  favor. 

Though  the  foregoing  cases  were  most  gratifying,  a  favorable 
termination  in  the  one  which  follows  was  quite  unexpected. 

Case  III. — Miss  L.  had  adherent  pus  tubes.  November  2,  1901. 
vaginal  hystero-salpingo-oophorectomy  was  done  by  the  clam]) 
method.  There  was  no  especial  difficulty.  For  twenty-four  hours 
her  condition  seemed  very  good.  About  forty-eight  hours  after 
operation  the  clamps  were  removed.  Her  abdomen  was  somewhat 
distended  and  tender.  Her  pulse  became  somewhat  faster  and 
her  temperature  began  to  rise.  \Yithout  effort  she  vomited  a 
quantity  of  dark-brown  fluid  at  frequent  intervals,  and  at  the 
end  of  the  third  day  she  was  suffering  considerably  from  disten- 
sion and  pain.  During  the  fourth  day  the  pelvic  gauze  was  re- 
moved. Examination  showed  that  no  adhesions  separated  the 
vaginal  vault  from  the  general  peritoneal  cavity.  Some  bloody 
serous  fluid  escaped.  Stimulants  and  enemata  seemed  entirely 
without  effect.  She  grew  decidedly  worse.  The  fifth  day  numer- 
ous enemata  were  expelled  without  gas.  Eructation  and  vomit- 
ing persisted.  Her  circulation  was  very  poor,  the  pulse  very 
rapid,  the  extremities  purple  and  leaking.  By  this  time  the 
abdomen  had  become  less  distended,  soft,  and  pressure  caused  no 
pain.  The  sixth  day  the  abdomen  was  soft  and  flat,  vomiting 
was  less  frequent,  and  some  gas  was  expelled  after  enemata.  But 
her  temperature  was  102°,  her  features  were  pinched,  her  ex- 
tremities were  cold,  purple,  and  leaking.  Her  pulse  was  thready, 
intermittent,  and  could  not  be  counted  at  the  wrist.  The  carotid 
artery  showed  172  beats  to  the  minute.  I  left  the  hospital  at  2 
a.m.,  thinking  she  would  be  dead  before  morning.  But  fortunate- 
ly the  turning  point  was  reached.  She  slept  some  the  latter  part 
of  the  night  and  at  intervals  during  the  morning.    Gas  was  ex- 
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pelled  voluntarily.  The  pulse  was  of  better  volume,  less  fre- 
quent, and  stronger.  The  extremities  were  warmer.  Five  full 
ice  bags  had  been  kept  in  contact  with  the  abdomen  since  the  first 
symptoms  appeared,  and  were  continued  for  several  days  more. 
Her  recovery  was  rapid  and  smooth.  She  left  the  hospital  four 
weeks  after  operation  and  has  been  well  since.  In  this  case  I 
believe  the  peritonitis  was  severe  and  that  while  it  lasted  con- 
siderable poisonous  fluid  collected  in  the  abdomen ;  that  the  ice 
checked  the  inflammation,  and  that  the  production  of  poison 
practically  ceased  when  the  abdomen  became  soft  and  flat  on  th« 
fifth  day;  that  the  remaining  fluid  continued  to  be  absorbed  and 
to  act  as  a  powerful  depressant  to  the  circulatory  apparatus ;  that 
by  the  end  of  the  sixth  day  this  had  all  been  absorbed,  and  that 
with  its  elimination  the  vital  functions  were  gradually  restored 
to  the  normal.  It  is  evident  that  the  poison  was  very  nearly 
fatal  and  that  had  its  production  continued  it  would  doubtless 
have  proved  so.  We  so  rarely  see  so  grave  a  peritonitis  subside 
so  unexpectedly  that  the  ice  surely  stood  in  causal  relation  to  this 
happy  result. 

The  next  case  shows  the  value  of  ice  as  a  hemostatic,  as  well  as 
an  antiphlogistic  agent  after  operation. 

Case  IV. — Mrs.  X.  was  admitted  to  Mercy  Hospital  during  a 
severe  attack  of  pelvic  peritonitis  of  tubal  origin.  Improvement 
was  progressing  rapidly  when  interrupted  by  an  acute  exacerba- 
tion which  lasted  a  few  days,  and  then  by  another.  The  abdomen 
was  opened.  Two  pus  tubes  were  freed  from  extensive  but  recent 
adhesions  and  removed  without  especial  difficulty.  The  pedicles 
were  ligated  with  care  and  were  thought  to  be  secure.  She  left 
the  table  with  a  good  pulse  of  84  beats  to  the  minute.  Half  an 
hour  later  her  pulse  was  106,  and  when  seen  by  me  in  fifteen 
minutes  more  it  was  130  and  much  weaker,  though  her  color  was 
good  and  the  veins  of  her  forehead  were  distended.  The  foot  of 
the  bed  was  raised.  The  rate  quickly  dropped  to  120  and  the 
volume  was  better.  Two  ice  bags  were  put  over  the  dressings. 
In  an  hour  more  the  pulse  reached  146.  We  prepared  to  open  the 
abdomen  at  once,  but  the  rate  had  dropped  to  130  by  the  time  v/e 
were  ready.  A  stitch  wyas  removed  and  a  sterile  glass  catheter 
was  introduced  into  the  abdomen  without  trouble  or  pain.  Free 
blood  was  found  in  the  peritoneal  cavity,  but  improvement  was 
positive.  Being  ready  to  open  the  cavity  at  a  moment's  notice, 
we  decided  not  to  interfere  as  long  as  the  circulation  was  getting 
better.    Very  nearly  all  the  dressings  were  removed  and  two  more 
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ice  bags  were  put  on  the  abdomen.  Eight  hours  after  operation 
the  pulse  was  108.  It  remained  practically  the  same  for  twelve 
hours  more  and  then  progressively  rose  to  118,  126.  130,  and  to 
134  at  the  end  of  thirty  hours.  The  pus  in  the  tubes  was  found  to 
contain  streptococci.  With  the  rise  in  pulse  the  abdomen  became 
distended  and  tender.  The  stomach  was  not  retentive  and  quan- 
tities of  bile-stained  watery  fluid  were  thrown  up  at  frequent 
intervals  without  nausea,  retching,  or  even  effort.  Her  tempera- 
ture was  101°.  During  the  second  day  her  urine  contained 
albumin,  many  granular  and  epithelial  casts,  and  a  few  strep- 
tococci. Her  abdomen  was  distended  and  tender,  but  some  gas 
was  expelled  after  enemata.  The  pulse  rose  to  138.  Her  features 
were  pinched.  With  this  condition  and  streptococci  in  the  pres- 
ence of  a  good  culture  medium,  we  feared  the  worst.  Previous 
experiences  with  ice  gave  us  confidence  in  it.  For  four  days  the 
four  bags  were  kept  full  of  ice  and  in  direct  contact  with  the 
abdomen,  except  just  at  the  incision.  By  the  beginning  of  the 
third  day  there  was  a  decline  in  pulse  rate  and  in  the  symptoms. 
By  the  end  of  seventy-two  hours  from  operation  her  pulse  was 
106.  This  was  truly  an  abrupt  ending  of  what  gave  every  indi- 
cation of  being  a  very  grave  condition. 

In  conclusion,  your  attention  is  called  to  the  fact  that  in  all 
these  cases  the  local  symptoms  of  inflammation  subsided  first. 
and  that  later  the  constitutional  symptoms  due  to  the  absorption 
of  poisons  already  produced  disappeared  likewise. 

Dr.  Herman  E.  Hayd.  of  Buffalo,  said  that  his  attention  was 
first  called  to  the  use  of  ice  following  abdominal  section  by  Dr. 
Pryor.  who  made  a  very  practical  rule  when  he  said  that  the  more 
the  condition  was  inflammatory  the  more  he  applied  ice:  the  more 
severe  the  pain  the  more  he  used  ice;  and  the  more  the  pain  was 
spasmodic — the  result,  for  instance,  of  gas  in  the  intestines — the 
more  he  applied  heat.  The  speakei*  thought  that  the  essayist  had 
been  more  specific,  in  that  he  had  said  that  the  more  the  patient 
tolerated  the  weight  of  the  ice  the  more  would  he  continue  its  ap- 
plication. From  the  experience  he  had  had  with  the  use  of  ice 
in  a  limited  way  he  had  found  it  of  great  practical  utility.  He 
had  never  thought  of  applying  ice  to  the  extent  the  essayist  had 
used  it.  where  he  enveloped  the  whole  abdomen  in  a  pillow  of 
ice.  It  was  a  question'to  his  mind  whether  the  application  of  ice 
would  prevent  the  spread  of  a  septic  peritonitis. 

Dr.  James  F.  Baldwin,  of  Columbus.  0..  thought  that  the  es- 
sayist, to  make  the  paper  more  complete,  should  carry  out  the  ex- 
periments upon  animals  presenting  a  fair  degree  of  fat.  with 
artificially  induced  peritonitis;  then  the  profession  would  have 
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practical  demonstrations.  He  should  at  the  same  time  conduct 
control  experiments  in  other  animals. 

Dr.  Howard  W.  Longyear.  of  Detroit,  had  not  used  ice  in  as 
thorough  a  manner  as  the  essayist,  but  he  had  used  it  enouu'li  1" 
look  upon  it  as  an  important  factor  of  treatment.  He  had  been 
specially  pleased  with  the  manner  in  which  the  ice  had  relieved 
pain.  Patients  would  ask  for  the  ice  if  pain  returned.  He 
usually  depended  upon  the  body  temperature  as  an  indication 
for  its  discontinuance  or  use  again.  If  the  temperature  declined 
to  nearly  normal,  he  directed  the  nurse  to  remove  the  ice  and  to 
apply  it  again  if  the  temperature  arose.  Where  the  circulation 
was  poor  it  was  necessary  to  protect  the  skin  by  the  application 
of  gauze.  This  was  necessary  because  if  one  applied  a  rubber 
ice  bag  directly  to  the  skin  he  was  liable  to  produce  a  slough. 

Dr.  Charles  Greene  Cumstox  remarked  that  it  used  to  be  the 
routine  practice  of  the  advocates  of  vaginal  hysterectomy  to  ap- 
ply an  ice  bag  immediately  on  putting  the  patient  to  bed.  for  the 
first  forty-eight  hours,  keeping  it  there  to  prevent  elevation  of 
temperature  and  distension  of  the  abdomen.  There  was  one 
point  that  occurred  to  him  in  regard  to  applying  ice  to  the  ab- 
domen, namely,  if  it  was  pushed  too  far  a  certain  amount  of  dan- 
ger might  accrue.  He  believed  where  it  was  applied  in  cases 
of  local  inflammation,  as  in  appendicitis,  if  its  application  was 
continued  for  too  long  a  time,  there  might  be  sloughing  of  the 
appendix,  although  one  would  not  get  it  had  the  patient  been 
let  alone  without  the  ice-bag  treatment.  For  a  long  time  he  had 
applied  ice  after  vaginal  hysterectomies,  but  had  abandoned  it, 
as  he  could  not  see  that  it  made  any  difference  in  the  termination 
of  the  case. 

Dr.  C.  L.  Bonifield  commended  the  paper  because  its  author 
had  followed  out  painstaking,  careful  investigations.  It  was  a 
question  whether  ice  was  really  of  value  in  these  cases.  The  ap- 
plication of  ice  was  of  inestimable  value  in  cases  where  operative 
intervention  was  very  limited,  or  in  cases  of  appendicitis,  for 
instance,  that  had  not  been  operated  upon,  or  in  cases  of  tubal 
suppuration  where  it  was  desirable  to  prevent  the  extension  of 
the  local  inflammation.  But  in  a  case  where  the  abdomen  had 
been  opened,  the  intestines  and  abdominal  contents  having  been 
generally  handled,  he  believed  that  the  thorough  application  of 
ice  would  interfere  with  the  digestive  function  of  the  peritoneum 
and  retard  efforts  at  purgation,  and  in  that  way  do  more  harm 
than  good. 

Dr.  Simpson,  in  closing  the  discussion,  said  that  it  was  only 
in  rare  cases  he  had  used  a  large  amount  of  ice,  where  the  patient 
was  going  from  bad  to  worse,  where  the  peritonitis  wras  spreading 
as  the  hours  Avent  by,  and  at  times  he  had  seen  it  do  good  in  such 
instances.  Of  course  one  could  not  tell  positively  whether  the  ice 
accomplished  this  good  or  not.  In  all  cases  where  a  considerable 
amount  of  ice  had  been  used  the  general  temperature  had  been 
kept  up  by  hot  bottles  applied  to  other  parts  of  the  body.     The 
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temperature  had  never  been  reduced  below  normal  by  the  local 
use  of  ice. 

With  regard  to  the  fact  that  ice  had  been  generally  used  for  a 
long  period  of  time  in  cases  of  vaginal  hysterectomy,  etc.,  the 
speaker  said  that  there  was  no  effort  on  his  part  to  claim  anything 
original,  but  that  he  had  simply  presented  a  clinical  report  of  the 
application  of  a  well-known  remedy. 

As  to  whether  ice  did  more  harm  than  good,  in  a  considerable 
series  of  cases  he  had  before  the  use  of  ice,  contrasted  with  a  like 
number  of  cases  he  had  observed  since  its  use,  he  believed  that  the 
patients  had  gotten  along  better  with  it  than  without  it.  In 
short,  the  mortality  had  been  lower  with  it  than  without  it. 


TWO    FATAL    CASES    OF    TETANUS    FOLLOWING    ABDOMINAL 

SECTION,  DUE  TO  INFECTED  LIGATURES,  WITH  A  PLEA 

FOR  THE  ANGIOTRIBE  IN  ABDOMINAL  SURGERY. 


WALTER   B.   DORSETT,   M.D., 
St.  Louis,  Mo. 


Both  of  these  cases  were  in  women  upon  whom  I  had  made 
ventrofixations  of  the  uterus.  The  choice  of  the  operation  was 
made  on  account  of  adhesions  of  the  uterus  to  surrounding 
tissues,  due  to  previous  inflammatory  conditions.  The  suture 
material  used  was,  for  fastening  the  uterus  to  the  anterior 
abdominal  wall,  kangaroo  tendon  of  a  little  above  the  average 
size ;  for  closing  the  abdominal  peritoneum,  catgut,  sizes  Xos. 
1  and  2 ;  and  for  the  through-and-through  abdominal  sutures, 
silkworm  gut.  The  catgut  and  kangaroo  tendon  were  taken 
from  the  hermetically  sealed  tubes.  The  silkworm  gut  was  ob- 
tained from  a  local  firm  and  was  in  skein,  but  was  antisepticized 
by  a  thorough  boiling  immediately  before  being  used.  The 
catgut  and  kangaroo  tendon  were  the  same  brand  I  had  repeat- 
edly used  before,  and  were  prepared  and  put  up  by  one  of  the 
best-known  manufacturing  firms  of  this  country. 

Case  I.— Mrs.  S.,  aged  25  years,  married  only  a  few  months, 
consulted  me  May  1  on  account  of  a  badly  retroverted  uterus 
which  was  firmly  adherent  to  the  posterior  wall  of  the  cul-de-sac 
of  Douglas.  An  incision  in  linea  alba  was  made  May  3.  1902.  The 
uterus,  after  being  freed  from  adhesions,  was  brought  up,  and 
the  anterior  face  a  little  below  the  fundus  was  attached  to  the 
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anterior  abdominal  wall  with  three  medium-size  strands  of 
kangaroo  tendon.  The  peritoneum  was  closed  by  means  of 
Xo.  2  catgut,  and  the  abdominal  wall  brought  together  with 
silkworm  gut. 

The  patient  suffered  from  no  appreciable  shock,  and  did  well 
until  May  7.  when  she  complained  of  some  rigidity  about  the 
lower  jaw  when  she  would  attempt  to  take  nourishment.  Later 
in  the  day  there  appeared  a  good  deal  of  rigidity  of  the  nias- 
seter  muscle,  and  the  case  became  clearly  one  of  tetanus.  Ai  2 
o'clock  on  May  8,  10  cubic  centimetres  of  antitetanic  serum  were 
injected  subcutaneously,  and  8  grains  of  chloral  hydrate  were 
given  by  the  mouth,  and  repeated  every  hour  until  some  sleep 
was  produced.  Later  in  the  forenoon  she  complained  of  some 
discomfort  between  the  shoulders,  when,  upon  examination,  a 
bright-red  spot  about  the  size  of  the  palm  of  the  hand  was  seen. 
This  blush  had  an  abrupt  margin,  and  in  the  centre  were  two 
abrasions  which  were  supposed  to  be  due  to  scratches  inflicted 
by  the  finger  nails  of  patient's  own  fingers.  At  12  o'clock  noon 
10  cubic  centimetres  of  antitoxin  were  given.  Marked  convul- 
sions came  on,  and  nourishment  by  the  mouth  became  impossible 
and  rectal  nutritive  injections  had  to  be  resorted  to.  At  4  p.m. 
of  the  same  day  10  cubic  centimetres  of  cerebro-spinal  fluid  were 
withdrawn,  and  10  cubic  centimetres  of  antitetanic  serum  were 
injected  into  the  spinal  canal.  Chloral  to  the  extent  of  30 
grains  per  dose  every  three  hours  was  given  by  the  rectum,  but 
produced  little  effect  upon  the  convulsions,  which  increased  in 
severity  and  frequency  until  from  thirty  to  seventy  occurred 
per  hour.  The  body  was  bathed  with  perspiration,  and 
throughout  the  entire  illness  the  temperature  did  not  rise  above 
100°  F.  May  10,  morphia  sulphate  in  quarter-grain  doses  was 
combined  with  the  chloral  to  produce  sleep  and  to  quiet  the 
nervous  system.  Later  in  the  day  it  was  decided  to  transfuse 
her  with  normal  salt  solution  and  a  vein  was  opened  for  this 
purpose,  and  while  in  the  act  of  throwing  the  salt  solution  into 
the  vein  a  violent  convulsion  came  on,  which  ended  the  scene, 
patient  dying  on  the  third  day  after  the  disease  was  recognized. 

During  the  entire  treatment  there  were  given  500  grains  of 
chloral  by  mouth  and  rectum,  frequent  hypodermatic  injections 
of  morphine,  and  80  cubic  centimetres  of  antitoxin.  None  of 
these  remedies  had  the  least  effect  beyond  the  occasional  hypnotic 
effect  produced  by  the  chloral  and  morphine. 
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The  abdominal  sutures  were  removed  on  the  second  day  after 
the  onset  of  the  disease,  and  the  secretions  were  given  to  the 
bacteriologist ;  so  also  were  the  scabs  from  the  abrasions  on  the 
back,  as  well  as  the  scrapings  from  beneath  the  nails,  and  the 
6  or  7  ounces  of  cerebro-spinal  fluid  that  was  withdrawn  by 
lumbar  puncture,  all  given  to  the  bacteriologist,  with  the  fol- 
lowing result : 

Xo.  1.  Scab  from  Skin  under  tin  Left  Scapula. — The  material 
was  rubbed  with  normal  salt  solution  and  the  emulsion  was  inject- 
ed into  mice  subcutaneously.  Mouse  Xo.  1:  Weight.  15  grammes. 
Amount  injected.  1.5  cubic  centimetres.  Time  of  injection.  May 
8  at  3  p.m.  Result :  May  9.  very  slight  scoliosis  :  May  10,  sco- 
liosis marked;  May  11,  marked  scoliosis,  and  contraction  of  the 
left  hind  leg;  spasm;  May  12.  dead.     Mousi    Xo.  2:  Weight, 

13  grammes.  Amount  injected.  1  cubic  centimetre.  Injection 
made  May  8.  3  p.m.  Result :  May  9.  possibly  slight  scoliosis ; 
May  10.  scoliosis  distinct:  May  11,  scoliosis  marked:  May  12. 
much  progressed :  May  13.  found  dead  at  11  a.m.  Both  of  the^e 
mice  died  of  typical  tetanus. 

The  area  of  subcutaneous  tissue  into  which,  in  mouse  Xo.  2. 
the  injection  of  the  emulsion  was  made,  was  excised  and  utilized 
for  cultures.  From  these  cultures  a  pure  growth  of  tetanus  was 
obtained  May  19. 

Xo.  2.  Three  Scrapings  from  Fingt  r  Nails. — These  were  emul- 
sified with  1.5  cubic  centimetres  of  sterile  physiologic  salt  solution 
and  injected  into  a  mouse  designated  as  Mouse  Xo.  3.  Weight, 
16  grammes.  Amount  injected  subcutaneously,  1.5  cubic  centi- 
metres. Time,  May  8,  1  p.m.  The  mouse  remained  well  and 
showed  no  signs  of  tetanus. 

Xo.  3.  Cerebrospinal  Fluid — MouSi  Xo.  4:  Weight.  12 
grammes.  Amount  of  cerebro-spinal  fluid  injected.  1  cubic  cen- 
timetre. Time  of  inoculation.  May  9,  9  a.m.  The  mouse  showed  no 
signs  of  tetanus.  Mouse  Xo.  5:  Weight.  16  grammes.  Time  of 
inoculation,  May  9,  9  a.m.     Xo  result.     Mouse  Xo.  6:  Weight, 

14  grammes.  Injected  1  cubic  centimetre  of  cerebro-spinal  fluid 
plus  0.1  cubic  centimetre  of  serum  from  a  horse  that  died  of 
tetanus  (0.1  cubic  centimetre  being  the  fatal  dose  of  a  mouse 
of  that  weight).  Time  of  inoculation.  May  11.  1  p.m.  Result: 
May  12.  possibly  slight  scoliosis:  May  13.  appears  well:  and  May 
11.  seemed  to  be  all  right,  and  did  not  die. 

Signed)  C.  Fisch. 
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Case  II.— Mrs.  P..  aged  45.  mother  of  several  children.  Bis- 
tory  of  several  attacks  of  pelvic  inflammation.  On  examination 
uterine  retroversion  with  fixation  was  discovered.  The  previous 
history  of  this  case  was  one  that  clearly  demanded  surgical  in- 
erence,  and  on  May  26,  after  a  thorough  preparation,  t h.- 
patient  was  anesthetized  and  the  same  operation  as  in  the  pre- 
ceding case  was  performed.  No  unusual  shock  followed  the 
operation,  and  the  patient  did  as  well  as  could  be  expected  till 
June  1,  at  4  p.m..  patient  complained  of  a  soreness  about  the 
angle  of  the  jaws,  and  she  became  very  restless  and  was  unable 
to  sleep.  Nausea  came  on  and  she  was  unable  to  retain  nourish- 
ment. Slight  rigidity  about  the  masseter  and  trapezius  muscles 
now  became  apparent.  This  condition  gradually  extended  down 
the  back  and  convulsions  finally  set  in,  and  she  died  of  tetanus 
June  4.  or  three  days  after  the  first  symptoms  were  manifested. 
The  treatment  of  this  case  was  about  the  same  as  was  followed 
in  Case  1,  except  the  intraspinous  injection  of  antitetanic  serum 
and  the  intravenous  transfusion  of  normal  saline  solution  were 
not  practised. 

S  immary  of  Treatment  in  Both  Cases. — Chloral  in  from  10 
to  30  grain  doses  per  rectum  was  given  from  every  two  to  four 
hours:  occasionally  with  this  one-fourth  to  one-half  grain  of 
morphine  was  combined  with  the  chloral:  ten  cubic  centimetres 
of  antitetanic  serum  hypodermatic-ally  every  six  hours,  and  one- 
half  per  cent  solution  of  carbolic  acid  hypodermatically.  An 
attempt  at  reducing  the  violence  of  the  convulsions  was  made 
with  inhalations  of  chloroform,  but  toward  the  last  the  convul- 
sions were  so  frequent  that  it  was  impossible  to  continue  the 
chloroform  without  producing  chloroform  narcosis. 

Immediately  after  the  death  of  Case  2  all  of  the  sutures  were 
removed  from  the  wound.  The  catgut  used  in  uniting  the  peri- 
toneum were  found  to  be  partially  dissolved.  The  kangaroo 
tendons  used  to  hold  the  uterus  forward  were  somewhat  macer- 
ated. The  silkworm  gut  used  for  closing  the  abdominal  wound 
unaffected  by  their  presence  in  the  tissues.  All  of  these, 
ther  with  secretions  in  and  about  the  wound,  were  given  to  a 
very  competent  bacteriologist  for  a  thorough  investigation. 
Having  been  impressed  with  the  fact  that  the  cause  of  infection 
was  present  in  the  suture  material,  the  entire  unused  stock  of 
suture  material  that  had  been  purchased  some  time  before,  and 
from  which  the  material  used  in  these  cases  was  taken  at  random. 

-  turned  over  to  the  bacteriologist  with  instructions  that  it 
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should  also  be  examined.     The  result  of  these  examinations  is 
here  given. 

INVESTIGATIONS   INTO    THE   ORIGIN    OF   THE   TETANUS   INFECTION    IN 

MRS.  P.'S  CASE. 

June  2.  1902.  — On  removing  the  dressing  a  large  amount  of 
pus  was  found,  which  was  removed  with  sterile  cotton  and  pre- 
served, so  also  were  the  catgut  sutures,  and  were  placed  in  a 
sterile  container  and  sealed.  Upon  examination  microscopically, 
a  few  bacteria  were  found  in  the  pus,  among  them  bacilli  of  the 
size,  shape,  and  staining  qualities  of  tetanus  bacilli.  Only  one 
spore-forming  bacillus  could  be  found.  The  cotton  was  soaked 
in  bouillon  for  twenty-four  hours  and  incubated  at  37°  C.  After 
this  time  the  fluid  was  drained  off  and  used  for  animal  injec- 
tions. The  catgut  sutures  were  cut  into  small  pieces  and  in- 
cubated with  bouillon  in  the  same  way.  With  the  fluids  thus 
obtained  the  following  experiments  upon  mice  were  made. 

June  3,  1902,  3  p.m.— Mouse  No.  1:  Received  subcutaneously 
10  cubic  centimetres  of  the  pus  bouillon  (twenty-four  hours)  ; 
died  of  typical  tetanus  June  7.  Mouse  No.  2:  Subcutaneously 
1  cubic  centimetre  of  same  material ;  died  of  tetanus  during  the 
night  of  June  8.  Mouse  No.  3:  Subcutaneously  1  cubic  centi- 
metre of  the  suture  bouillon  (twenty-four  hours)  ;  died  of  tetanus 
June  9.  Mouse  No.  4:  Subcutaneously  0.5  cubic  centimetre  of 
the  same  material  as  in  No.  3;  showed  no  symptoms,  except 
slightest  degree  of  scoliosis  on  the  second  day  after  injection. 
Cultures  from  the  pus  yielded  in  one  tube  tetanus  bacilli;  and 
on  hydrocele-agar  typical  gonococci  could  be  cultivated.1 

On  June  3  I  received  from  Dr.  Sibley  the  kangaroo  tendon  by 
which  the  uterus  had  been  fixed  during  the  operation.  It  was 
treated  like  the  catgut  sutures  before  mentioned. 

June  4,  4  p.m.— Mouse  No.  5:  Subcutaneously  1  cubic  centi- 
metre of  the  tendon  bouillon ;  death  from  typical  tetanus  June  9. 
Mouse  No.  6:  Subcutaneously  1  cubic  centimetre  of  the  same 
material  as  in  No.  5;  death  from  tetanus  June  11.  The  ex- 
amination of  the  tissues  removed  at  autopsy  revealed  nothing 
that  could  be  used  for'  the  question  under  discussion. 

1  It  will  be  noticed  in  the  history  of  this  patient  that  she  had  had 
several  attacks  of  inflammatory  trouble  of  the  appendages;  one,  at 
least,  may  have  been  due  to  the  gonococcus,  though  no  direct  history 
was  obtained. 
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EXAMINATION    OF    THE    DIFFERENT    KINDS    OF    SUTURING     MATERIAL 
USED  IN  MRS.  P.  'S  CASE. 

For  my  experiments  Dr.  Dorsett  and  a  member  of  the  firm 

from  which  the  suture  material  had  been  obtained  put  at  my 
disposal  samples  of  the  following  sutures:  (1)  sterilized  catgut 
No.  2,  two  tubes;  (2)  sterilized  catgut  No.  1.  from  the  same  firm, 
two  tubes;  (3)  sterilized  kangaroo  tendon,  from  the  same  firm, 
four  tubes. 

This  material  was  utilized  in  the  following  way  :  After  steril- 
izing the  outside  of  the  tubes  for  twenty-four  hours  by  putting 
them  into  a  1:500  HgCL  solution,  the  tubes  were  opened  ami 
the  sutures  were  extracted  with  sterile  forceps  and  put  into 
sterile  Petri  dishes,  which  were  allowed  to  remain  at  incubation 
temperature  for  some  hours.  After  the  evaporation  of  the 
alcohol,  pieces  of  varying  length  were  cut  out  from  them  (some 
from  ends,  and  others  from  middle)  and  carefully  inserted 
into  small  incisions  in  the  skin  made  on  guinea-pigs  and  mice. 
The  wounds  of  the  animals  were  thoroughly  closed  with  col- 
lodion. In  some  cases  the  pieces  of  sutures  were  dipped  into 
sterile  agar  and  thus  introduced.     The  results  obtained  were: 

I.  Sterilized  Catgut,  No  No.  2. — June  8,  tube  No.  1:  Xo. 
la,  guinea-pig,  5  centimetres  of  the  gut,  no  symptoms,  no  sup- 
puration, animal  well  June  30;  No.  lb.  mouse,  2  centimetres  of 
the  gut,  no  symptoms,  animal  well.  June  14.  tube  No.  2:  No. 
2a,  guinea-pig,  5  centimetres  of  the  gut,  no  symptoms,  animal 
well  June  30;  No.  2b,  mouse,  2  centimetres  of  the  gut.  no  symp- 
toms, animal  well  June  30. 

II.  Sterilized   Catgut    No.   1. — June   14,    tube   Xo.    1:     No. 
:./.  guinea-pig,  5  centimetres  of  the  gut,  no  symptoms,  animal 

well  June  30;  Xo.  36,  mouse,  2  centimetres  of  the  gut,  no  symp- 
toms, animal  well  June  30.  June  16,  tube  Xo.  2  :  Xo.  4*/.  guinea- 
pi  >i'.  5  centimetres  of  the  gut  dipped  in  agar:  suppuration,  no 
tetanus ;  animal  died  with  multiple  abscesses. 

III.  Sterilized  Kangaroo  Tendon.— June  8,  tube  Xo.  1: 
</  <  guinea-pig,  7  centimetres  of  the  tendon,  no  symptoms,  ani- 
mal well  June  30;  (6)  mouse,  2  centimetres  of  the  gut,  same  as 
in  (a);  (c)  mouse,  2  centimetres,  result  as  in  (a)  and  (b).  June 
16,  tube  Xo.  2:  (a)  guinea-pig,  5  centimetres  of  the  tendon, 
first  tetanic  symptoms  June  18.  death  from  tetanus  June  -1  ; 

/<  i  mouse,  2  centimetres  of  the  tendon,  scoliosis  June  19,  death 
from   tetanus   June   22.     June   20,    tube   Xo.    2  — this   time   the 
pieces  were  cut  from  places  far  distant  from  those  where  the 
40 
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material  for  the  experiment  of  June  16.  with  the  same  tube, 
was  taken:  (<?)  mouse,  3  centimetres  of  the  tendon,  scoliosis 
June  19,  death  from  tetanus  June  22;  (d)  mouse,  1  centimetre 
of  the  tendon,  no  symptoms,  well  June  30;  (e)  mouse,  1  centi- 
metre of  the  tendon,  death  from  tetanus  June  25;  (/)  mouse, 
2  centimetres  of  the  tendon,  no  symptoms  until  June  21  slight 
scoliosis  (  ?)  on  this  day.  suppuration  at  point  of  injection, 
tendon  expelled  from  wound  June  22,  recovery.  June  12,  tube 
No.  3:  (a)  guinea-pig,  5  centimetres  of  tendon,  no  symptoms, 
well  June  30;  (6)  mouse,  1  centimetre  of  the  tendon,  no  symp- 
toms, well  June  30;  (c)  mouse,  2  centimetres  of  the  tendon,  no 
symptoms,  well  June  30.  June  16,  tube  Xo.  4:  (a)  guinea- 
pig,  7  centimetres  of  the  tendon  dipped  in  agar,  suppuration  but 
no  tetanus,  tendon  expelled  on  third  day;  (&)  mouse,  2  centi- 
metres of  the  tendon,  scoliosis  June  19,  death  from  tetanus  June 
21:  (c)  mouse,  2  centimetres  of  the  tendon,  no  symptoms,  well 
June  30. 

Result. — While  the  catgut  material  (Xos.  1  and  2)  was  found 
to  be  sterile,  two  of  the  kangaroo  tendons  examined  contained 
undoubtedly  spores  of  the  tetanus  bacillus. 

(Signed)  C.  Fisch. 

It  will  be  observed  that  tetanic  symptoms  were  noticed  in  the 
first  case  three  days  after  the  operation,  and  in  the  second  case 
five  days.  The  period  of  incubation  is  by  no  means  a  fixed 
period,  as  is  shown  by  a  careful  study  of  the  literature,  although 
most  authors  claim  that  it  is  seven  days  or  longer.  Senn,  how- 
ever, claims  that  in  rare  instances  twenty-four  hours  only  may  be 
required  to  produce  toxic  symptoms.  In  Case  1,  so  short  a  time 
( three  days)  having  elapsed  after  the  operation,  and  the  pres- 
ence of  inflamed  area  between  the  scapula?,  pointed  to  a  probable 
infection  from  the  patient's  finger  nails  prior  to  the  operation, 
and  while  in  the  act  of  scratching;  hence  the  reason  of  a  bac- 
teriological examination  of  the  scab  taken  from  this  point,  as 
well  as  the  examination  of  the  scrapings  from  beneath  the  nails. 
However,  after  the  investigation  of  the  suture  material  from  the 
unused  tubes,  which  was  the  same  used  in  both  cases,  it  was 
shown  conclusively  that  the  source  of  infection  lay  in  the  kanga- 
roo tendon.  There  is  no  doubt  that  the  fatal  result  in  both  cases 
was  due  to  the  tetanus  bacillus  in  the  tendon.  Tendons  from  this 
same  stock  were  used  in  a  number  of  cases,  which  were  anxiously 
watched   for  some  weeks   afterward,  but,   as  no  symptoms  of 
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tetanus  appeared,  the  conclusions  were  that  in  the  other  cases, 
fortunately,  sterile  tendons  were  used,  and,  while  some  of  these 
tendons  were  sterile,  some  certainly  contained  the  tetanus 
bacilli. 

The  bacteriological  literature  of  the  tetanus  bacillus  shows 
that  it  is  anaerobic  in  nature  and  is  abundant  in  the  soil.  Tins 
fact  demonstrates  the  cause  of  its  activity  in  punctured  wounds 
(caused  by  infected  objects,  as  "the  rusty  nail")  where  there 
is  but  little  chance  for  drainage. 

In  the  above  reported  cases  there  was  no  chance  for  drainage 
in  the  closely  coaptated  abdominal  incision,  hence  the  greater 
chance  for  general  intoxication. 

AVhen  once  the  disease  has  manifested  itself,  even  an  early 
opening  of  the  wound  will  do  no  good,  as  the  rigidity  of  the 
muscular  system  is  always  a  clear  indication  that  the  intoxication 
is  already  general.  However,  this  was  not  overlooked,  and  they 
were  opened  and  cauterized. 

Tetanus  following  abdominal  section  is  rare.  H.  C.  Coe,  in 
the  Gynecological  and  Obstetrical  Journal,  December,  1901,  page 
500,  reports  two  fatal  cases,  one  following  operation  for  pus  tube, 
and  one  following  operation  for  cystic  ovary  and  fibroid  of  the 
uterus.  In  one  case  symptoms  developed  sixteen  days  after  the 
operation,  and  in  the  other  ten  days  were  required  before  the 
disease  manifested  itself.  In  the  Philadelphia  Medical  Journal, 
February  16,  1901,  James  B.  Bissel  reported  two  fatal  cases  fol- 
lowing laparatomy,  in  one  of  which  tetanus  developed  fourteen 
days  after  operation,  and  in  the  other  nine  days  after  opera- 
t  ion.  The  source  of  infection  in  these  two  reports,  if  found, 
was  not  given,  nor  is  there  any  mention  made  of  the  suture  ma- 
terial used.  Thompson,  of  Hull  (London  Lancet,  June  20, 
1900),  reports  a  fatal  case  following  nephropexy.  Source  here 
also  not  given.  It  appears  from  the  above  quotations  that  the, 
in tVetions  in  these  cases  were  not  ascertained,  or  were  at  least 
obscure.  This  may  have  been  the  reason  for  not  giving  the 
source,  but  they  were  certainly  operations  in  which  animal  liga- 
tures are  generally  used. 

Experiments  have  shown  that  tetanus  spores  are  among  the 
most  resistant  of  all  germs.  They  will  retain  their  vitality  after 
three  hours'  soaking  in  a  solution  of  1:1000  bichloride  of 
mercury.  A  10  per  cent  solution  of  carbolic  will  not  affect  them. 
An  exposure  of  80°  C.  has  also  no  effect.  An  immersion  of  an 
animal  ligature  in  a  50  per  cent  solution  of  alcohol  will  not  be 
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sufficient  for  a  thorough  penetration  into  the  substance  of  the 
structure,  particularly  the  kangaroo  tendon  generally  used  in 
surgery,  as  the  alcohol  will  quickly  coagulate  the  albumen  con- 
tained in  the  surface  of  the  ligature,  and  goes  no  further. 
Formol  or  formalin  will  not  answer,  as  it  so  hardens  the  tendon 
as  to  render  it  unfit  for  use.  Heating  by  boiling  an  hermetically 
sealed  tube  of  kangaroo  tendon  produces  such  shrinkage  of  the 
tendon  as  to  render  it  unfit  for  use.  So  it  appears  that  the  safest 
ligature  to-day  is  some  material  that  can  be  thoroughly  boiled 
immediately  before  being  put  to  use.  So  far  silk  is  the  only 
suture  we  can  use  in  the  abdomen  with  any  degree  of  safety. 
But  the  silk,  when  it  can  be  supplanted  in  the  ligation  of 
stumps  by  the  angiotribe,  should  be  discarded. 

So  far  I  have  used  successfully  the  angiotribe  twenty-five 
times,  as  follows :  Abdominal  hysterectomy,  ten  times ;  pus 
tubes,  five  times;  hemorrhoids,  once;  extrauterine  pregnancy, 
four  times;  dermoid  cyst,  once;  ovariotomies,  three  times;  and 
once  in  a  vaginal  hysterectomy,  and  my  observations  are : 

1.  Patients  upon  whom  it  has  been  tried  suffer  less  post- 
operative pain. 

2.  No  adhesions  to  stumps  have  followed  its  application. 

3.  No  secondary  hemorrhages  have  followed  its  application. 

4.  It  can  be  applied,  when  two  instruments  are  used,  al- 
ternately by  the  operator  and  the  assistant  without  the  fear  that 
is  incident  to  the  slipping  of  a  ligature  knot,  and  in  less  time. 

Why  not  use  it  ? 
3941  West  Belle  place. 

Dr.  Howard  "W.  Longyear  said  the  paper  emphasized  the  im- 
portance and  necessity  of  the  use  of  sterilized  animal  ligatures. 
Surgeons  had  to  depend  upon  some  unknown  person  to  sterilize 
ligatures  for  their  use,  and  personally  he  had  always  felt  great 
hesitancy  in  accepting  these  ligatures  from  any  source.  In  the 
last  ten  years  he  had  prepared  his  own  ligatures ;  he  had  not 
bought  a  ligature  which  he  had  to  bury.  He  had  not  buried  a 
single  animal  ligature  that  was  not  prepared  by  himself.  He  re- 
lied upon  boiling  the  ligature  in  alcohol  at  a  sufficiently  high 
temperature  to  kill  the  tetanus  spores.  He  had  had  no  trouble 
with  tetanus  following  any  of  his  operations.  Sometimes,  when 
he  had  not  used  gloves,  he  had  observed  a  mild  form  of  infection 
which  he  believed  was  from  his  hands.  Since  the  use  of  rubber 
gloves  he  had  had  no  trouble. 

Dr.  A.  Goldspohn,  of  Chicago,  said  that  if  the  angiotribe 
could  take  the  place  of  all  ligatures,  then  there  would  be  a  strong 
reason  for  its  use.     But  all  surgeons  knew  that  it  could  not. 
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Ligatures  operators  must  have,  because  the  angiotribe  took  the 
place  of  ligatures  only  as  far  as  pedicles  were  concerned.  The 
liability  of  the  occurrence  of  tetanus  following  surgical  opera- 
tions was  extremely  rare.  The  objections  of  the  essayist  to  the 
use  of  absorbable  ligatures  were  not  well  taken,  because  he  had 
not  referred  to  the  proper,  potent  antiseptic  preparation  of  ab- 
sorbable ligatures.  Hardly  any  one  now  depended  on  the  use  of 
chemical  antiseptics,  particularly  not  on  alcohol  alone  or  bichlor- 
ide of  mercury  alone.  There  were  other,  better  agents  than  those 
in  the  domain  of  chemical  antiseptics.  But  he  did  not  use  chemi- 
cal antiseptics;  he  used  heat  and  water  moisture  combined,  not 
alcohol  boiled.  Germs  had  been  boiled  in  absolute  alcohol  in  an 
autoclave  at  212°  for  an  hour  and  still  they  grew.  He  referred 
now  to  the  anthrax  bacillus.  Pure  alcohol,  or  commercial  alco- 
hol, was  not  the  most  destructive  form  of  alcohol.  The  most 
germicidal  alcohol  was  one  that  contained  from  about  55  to  60 
per  cent  of  water,  because  of  the  softening,  disintegrating  effect 
of  the  water.  The  alcoholic  solutions  of  any  antiseptic  were  far 
inferior  to  its  watery  solution.  All  of  these  absorbable  ligatures 
could  be  hardened  by  formalin,  so  that  they  could  not  shrink, 
and  could  be  boiled  satisfactorily. 

As  to  the  use  of  the  angiotribe  without  any  supplementary  liga- 
ture and  without  getting  secondary  hemorrhage,  he  thought  the 
essayist  stood  alone  in  such  experience,  because  all  men  who  had 
used  the  angiotribe  considerably,  and  those  whom  he  had  ob- 
served, had  used  supplementary  ligatures.  They  had  used  the 
angiotribe  simply  to  compress  the  tissues,  and  then  used  ligatures. 
Several  of  these  men  had  had  secondary  hemorrhage. 

Dr.  Willis  G.  Macdonald,  of  Albany,  N.  Y.,  said  the  surgeon 
could  not  depend  upon  manufacturers  for  the  sterilization  of 
his  surgical  material,  particularly  ligatures.  However  compe- 
tent they  apparently  were,  there  came  a  time  when  their  material 
led  to  unfortunate  results. 

In  relation  to  animal  ligatures,  particularly  the  kangaroo  ten- 
don and  gut  of  the  size  larger  than  so-called  No.  3,  he  did  not 
believe,  after  several  years  of  experience,  that  there  was  any  way 
that  one  could  effectually  and  always  make  it  sterile.  He  did 
not  use  kangaroo  tendon,  but  had  finally  fallen  back  upon  the 
use  of  the  cumol  method,  carrying  out  the  boiling  of  the  cumol 
for  a  longer  period  than  was  recommended  by  Dr.  Kelly  or  Dr. 
Clarke.  He  spoke  very  highly  of  the  use  of  fine  silk.  The 
smaller  the  ligature  one  used  the  better  would  his  cases  do ;  and  he 
had  within  the  last  year  used  00  silk  in  his  cases,  applying  as 
many  as  one  hundred  and  fifty  or  two  hundred  ligatures  in  the 
wide  opening  of  tissues,  and  he  had  not  seen  any  consequences 
from  it.  cutting  them  off  short,  using  fine  ligatures,  and  not  tak- 
ing up  large  masses  of  tissue. 

With  relation  to  the  angiotribe.  he  had  done  more  than  one 
hundred  hysterectomies  with  it.  or  with  the  modified  instrument 
of  Newman,  of  Chicago,  and  he  had  not  had  a  single  unfortunate 
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result.  He  then  did  a  hysterectomy  and  his  patient  died  of 
secondary  hemorrhage.  He  had  not  applied  the  angiotribe  for 
the  absolute  control  of  hemorrhage  since ;  but  he  used  it  largely 
to  crush  tissue,  make  small  pedicles  which  can  be  ligated  much 
better  by  the  use  of  silk  particularly. 

Dr.  Washington  II.  Baker,  of  Philadelphia,  said  it  occurred 
to  him  that  in  these  operations  the  surgeon  might  start  with  ster- 
ile tendon  and  his  hands  be  practically  sterile ;  but  after  working 
the  hands  vigorously  for  ten  or  fifteen  minutes,  the  sepsis,  being 
situated  a  little  deeper  in  the  skin,  might  become  dislodged  and 
come  to  the  surface,  and  the  previously  sterile  tendon  might  be- 
come infected.  He  thought  probably  that  some  of  the  instances 
mentioned,  where  the  ligatures  seemed  to  have  been  sterile  and 
others  unaccountably  infected,  might  be  viewed  in  that  light  and 
considered  as  a  possible  factor  in  the  infection. 

Dr.  Charles  Greene  Cumston  had  used  cumol  catgut  for 
buried  sutures  in  the  abdominal  wall  almost  entirely,  and  had 
not  had  a  single  case  go  wrong.  He  had  never  purchased  his 
sutures  from  manufacturers.  Every  bit  of  catgut  or  kangaroo 
tendon  used  by  him  was  either  sterilized  by  himself  or  by  his 
operating  nurse.  He  had  used  the  dry  method.  His  use  of  the 
animal  preparations  had  been  entirely  with  buried  sutures,  but 
there  was  a  ligature  now  which  possessed  many  virtues  that  silk 
did  not.  This  was  celluloid  thread.  The  finest  size,  number  00, 
was  extremely  small.  It  had  this  advantage,  that  the  longer  it 
was  boiled  the  stronger  it  became,  and  for  gastro-intestinal  work 
or  for  ligatures  he  thought  there  was  nothing  that  equalled  it. 

Dr.  Walter  P.  Manton  did  not  like  silk.  He  had  used  it  for 
a  number  of  years,  and  then  gave  it  up.  If  one  abandoned  the 
i iv  of  the  animal  ligature  it  left  him  to  use  the  angiotribe.  He 
believed  he  was  the  first  practitioner  in  Michigan  to  publish  a 
series  of  eases  in  which  the  angiotribe  was  used.  He  had  used  it 
for  about  a  year,  then  gave  it  up.  He  did  not  have  a  single  case 
of  secondary  hemorrhage,  although  he  had  used  it  in  vaginal 
hysterectomies  and  operations  through  the  abdomen;  neverthe- 
less he  came  to  the  conclusion  that  the  angiotribe  was  a  dangerous 
instrument,  and  that  sooner  or  later  he  would  meet  his  Waterloo. 
After  publishing  a  series  of  cases  he  received  several  letters,  one 
in  particular,  urging  him  not  to  use  the  angiotribe  on  account  of 
secondary  hemorrhage.  He  found  himself  gradually  using  the 
angiotribe  and  ligature,  so  that  finally  he  abandoned  the  angio- 
tribe entirely  and  relied  on  ligatures  alone.  He  had  used  kanga- 
roo tendon  extensively  and  did  not  recall  having  any  serious 
trouble  with  it.  Occasionally  there  would  be  suppuration,  but 
not  often.  For  a  number  of  years  he  had  used  only  catgut  pre- 
pared after  the  method  advocated  by  Dr.  Carstens.  Last  spring, 
however,  after  returning  from  the  meeting  of  the  American  Medi- 
cal Association,  he  began  to  use  catgut,  prepared  in  the  same 
manner  and  he  presumed  by  the  same  operator's  nurse,  but  had 
ten  successive  cases  of  suppuration  of  the  abdominal  wound.     He 
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dropped  t his  catgut  immediately  and  bought  some  outside,  pre- 
pared by  one  of  the  manufacturers,  and  since  then  he  had  not  had 
any  trouble. 

Dr.  Dorsett  did  not  believe  surgeons  were  ready  to  give  up  the 
animal  ligature,  and  he  did  not  believe  that  there  was  any  abso- 
lute way  of  thoroughly  antisepticizing  animal  ligatures. 

With  reference  to  the  remarks  of  Dr.  Goldspohn  as  to  boiling 
kangaroo  tendon  in  absolute  alcohol,  bacteriologists  would  tell  us 
that  absolute  alcohol  will  not  penetrate  kangaroo  tendon  as  deeply 
as  a  fifty  per  cent  solution.  Even  then  it  simply  coagulated  the 
albumen  on  the  outside  of  the  ligature  and  did  not  penetrate  the 
centre. 

The  objection  to  the  angiotribe  offered  by  Dr.  Macdonald  was 
justifiable,  yet  it  must  be  remembered  that  even  silk  ligatures 
would  slip.     Any  kind  of  ligature  would  slip  occasionally. 

Dr.  Walter  B.  Chase,  of  Brooklyn.  N.  Y..  read  a  paper  on 

SOME    PROBLEMS    IX    EXPLORATORY    LAPARATOMY. 

Dr.  A.  Goldspohn  said  that  in  abdominal  surgery,  outside  of 
the  female  pelvis,  instances  would  always  be  rather  frequent  in 
which  an  exploratory  abdominal  section  was  necessary,  where  the 
diagnosis  without  it  could  not  be  even  approximately  made. 
Neoplasms  of  the  pancreas,  the  liver,  the  bile  ducts,  the  gall  blad- 
der, kidneys,  and  anomalous  conditions  about  the  stomach,  me- 
chanical ileus,  etc..  would  leave  surgeons  in  such  a  degree  of 
doubt  as  to  make  an  exploratory  abdominal  section  the  proper 
thine'.  But  he  contended  for  the  female  pelvis  that  an  explora- 
tory abdominal  section  was  not  often  necessary.  He  believed 
that  a  number  of  men  who  operated  on  the  female  pelvis  did  not 
qualify  themselves  in  bimanual  palpation  and  did  not  attempt  to 
make  sufficiently  approximate  diagnoses.  His  standard  in  regard 
to  gynecology  was  that  practitioners  needed  to  practise  bimanual 
palpation  in  order  to  become  even  approximate  normal  workers  as 
gynecologists,  just  as  much  as  one  would  have  to  practise  on  the 
piano,  not  to  become  an  expert,  but  an  ordinary  player  on  that 
instrument.  Practitioners  had  no  right  to  do  gynecological  work 
until  they  had  thoroughly  drilled  themselves,  had  schooled  their 
fingers  also.  If  practitioners  schooled  themselves  in  bimanual 
palpation  as  they  should,  and  as  they  could  if  they  limited  them- 
selves to  the  female  pelvis,  they  could  acquire  that  degree  of  skill 
and  ability  which  would  enable  them  to  exclude  such  errors  as 
had  been  made  from  time  to  time. 

Dr.  Chase,  in  closing  the  discussion,  said  that  the  standard 
which  the  last  speaker  had  set  was  a  very  fine  one,  and  one  to 
which  all  desired  to  attain.  Great  skill  in  abdominal  palpation 
woidd  doubtless  enable  a  practitioner  to  determine  with  reason- 
able certainty  in  most  cases  whether  there  was  disease  in  the 
pelvic  cavity  or  not.  However,  in  the  case  of  a  woman  with  a 
fat  abdomen,  thick  abdominal  Avails,  a  large  amount  of  exudate, 
and   the   neoplasms  glued  together  by  adhesions,  he  confessed 
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that  he  had  in  certain  instances  not  been  able  to  make  a  satisfac- 
tory diagnosis.  In  such  instances,  if  one  was  in  doubt,  it  was 
best  to  make  a  frank  statement  to  the  patient  and  proceed.  If  a 
mistake  had  been  made  the  diagnosis  could  be  corrected  after 
opening  the  peritoneal  cavity. 

The  following  papers  were  read,  after  which  they  were  dis- 
cussed jointly : 

GENERAL   CONSIDERATION   OF   DRAINAGE   IN  ABDOMINAL 
AND  PELVIC  SURGERY.1 


JOSEPH    PRICE,    M.D., 
Philadelphia.   Pa. 


The  great  Keith  said  in  one  of  his  last  valuable  productions : 
"After  all,  where  would  we  be  without  drainage?"  We  have 
been  playing  battledore  and  shuttlecock  with  drainage  for  many 
years,  but  feAv  of  us  have  practised  it  with  unvarying  confi- 
dence from  the  beginning  of  our  trying  and  painful  experience 
in  pelvic  surgery.  Early  in  the  history  of  ovariotomy,  in  the 
hands  of  about  all  the  ovariotomists.  while  using  the  clamp  and 
pins  for  closure  of  the  incision  with  harelip  sutures,  the  method 
was  so  crude  that  it  favored  drainage  in  a  good  number  of 
cases.  In  the  ligature  method  the  ligatures  were  large  and 
numerous  and  were  drained  through  the  lower  angle  of  the 
incision.  The  more  progressive  and  successful  specialist,  doing 
painstaking  operations  in  every  detail,  where  filth  and  complica- 
tions or  adhesions  were  found  to  exist,  practised  most  extensive 
sponge  packing  or  operative  drainage.  The  modern  operator 
does  the  same  operative  drainage,  by  his  gauze  pack  or  the  dry 
operation.  The  same  operator,  in  many  instances,  also  uses 
gauze,  or  some  form  of  tubular  drainage,  both  local  and  general, 
and  his  results  are  so  good,  his  mortality  so  low.  that  it  woidd 
be  difficult  for  him  to  tell  you  just  why  he  attains  such  results. 
The  English  and  Continental  operators  of  prominence,  with 
iong  series  of  operations  with  low  or  nil  mortality,  have  all 
practised  one  or  more  methods  of  drainage ;  they  have  all  rec- 
ognized that,  aside  from  the  pleasing  primary  results,  they  have 
minimized  post-operative  complications.  About  all  the  repeated 
operations  are  coming  from  operators  in  hospitals  opposing 
drainage  or  practising  it  only  when  they  are  compelled  to;  and 
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it  is  curious  that  these  same  men  favor  drainage  when  they 
abandon  procedures  or  practise  incomplete  ones.  You  find  they 
commonly  say,  "I  stopped  and  put  in  a  drain."  Such  an 
apology  always  reminds  me  of  men  who  puncture  or  stab,  thrust 
in  a  drain,  and  run. 

My  confidence  in  drainage  has  always  been  progressive.  I 
fortunately  recognized  the  value  of  it  early  in  my  experience; 
and  as  my  work  was  then,  and  is  now.  largely  for  suppurative 
forms  of  pelvic  diseases,  and  the  results  so  good  in  a  class  of 
cases  many  of  whom  would  have  died  without  it,  that  I  have 
never  regretted  its  use.  As  the  operative  field  was  extended  and 
broadened,  drains  placed  in  the  renal  regions  after  a  variety 
of  operations  there,  in  the  pelvic  region  after  extensive  and 
heroic  operations  in  that  cavity,  I  always  felt  like  thanking  the 
drain  for  the  very  valuable  assistance  and  support  it  was  giving 
me  in  what  was  commonly  called  bold  or  aggressive  surgery, 
as  surely  without  the  drain  our  hands  would  have  been  tied. 

A  good  number  of  operators,  doing  fairly  good  work  by  the 
suprapubic  route,  condemned  or  partially  rejected  drainage. 
Some  of  them  never  learned,  and  never  will  learn,  how  to 
handle  drainage  well.  Some  of  them  will  unfortunately  die 
without  knowing  how  to  drain.  After  abandoning  the  supra- 
pubic route  they  were  placed  in  the  uncomfortable  position 
of  admitting  that  drainage  was  doing  what  they  had  refused 
to  do  by  suprapubic  surgery. 

The  operators  doing  suprapubic  surgery  in  pelvic  suppura- 
tions and  in  all  forms  of  appendicitis  must  possess  thirty-three 
vertebrae.  It  is  hard  and  complicated  work;  it  requires  and 
demands  prolonged  apprenticeship,  as  the  surgery  is  extensive, 
the  toilet  important,  and  drainage  always  vital.  You  can  save 
about  everything  with  drainage,  and  your  mortality  will  be 
large  without  it.  Nothing  has  pleased  me  more  in  the  last  few 
years  than  the  knowledge  of  the  fact  that  the  young  school 
of  surgeons  in  about  every  instance  are  using  drainage  with 
great  success  and  skill,  in  spite  of  the  fact  that  they  have  been 
under  the  instruction  of  that  class  of  men  about  the  country 
and  in  the  hospitals  condemning  it.  Only  recently  a  brilliant 
young  surgeon  connected  with  the  Bryn  Mawr  Hospital  opened 
two  bad  subjects  in  two  places,  made  a  careful  toilet,  and 
drained,  saving  both  cases.  The  first  was  done  for  a  gangrenous 
appendix   and   general   peritonitis,   the   second  for   a   lacerated 
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spleen.  He  put  a  gauze  overcoat  about  the  mutilated  spleen. 
One  of  his  colleagues,  about  the  same  time,  drained  a  lacerated 
kidney  and  saved  his  patient. 

Dr.  Charles  (Jreexe  Cumston,  of  Boston,  reported  four  cases 
of 

RUPTURED   PUS    TUBES, 

with  special  reference  to  the  treatment  of  perforation  into  the 
bladder. 


TREATMENT   OF   PELVIC   ABSCESS. 


HERMAN  E.   HAYD,  M.D.,  M.R.C.S., 
Buffalo.   N.    Y. 


The  pathology  of  pelvic  disease  was  given  to  us  by  Goupil  and 
Bernutz,  and  their  teachings  have  been  amplified  and  embellished 
by  the  assistance  of  modern  bacteriology.  They  demonstrated 
that  inflammatory  processes  travel  by  continuity  of  tissue  from 
the  endometrium  to  the  tubes  and  ovaries  and  peritoneum,  and 
also,  by  way  of  the  lymphatics  of  the  cervix  and  body  of  the 
uterus,  along  the  lymph  channels  of  the  broad  ligament  and  the 
lymph  vessels  between  the  bladder  and  uterus  to  the  peritoneum 
and  to  the  ovary,  and  even  to  the  tube  secondarily.  The  gonococ- 
cus  travels  by  the  route  of  the  mucous  membrane  only,  while  the 
streptococcus  and  staphylococcus — which  are  the  ordinary  pus- 
producing  organisms— may  take  either  channel.  Consequently 
we  may  have  pus  in  the  pelvis  as  the  result  of  an  extension  of  a 
gonorrheal  infection,  of  post-abortum  and  post-puerperal  pro- 
cesses, of  traumas  and  injuries  of  the  cervix  and  body  of  the 
uterus  resulting  from  accidents  occurring  during  labor,  and  of 
careless  surgical  interference  and  intrauterine  manipulations. 
These  infections  may  produce  a  primary  tubal  and  ovarian  ab- 
scess with  secondary  localized  purulent  peritonitis,  or.  by  way  of! 
the  lymphatics,  suppurating  foci  in  the  broad  ligament,  or  even 
an  abscess  between  its  folds  or  in  the  lymphatic  network  between 
the  vagina  and  bladder,  or  it  may  extend  to  the  peritoneum  and 
produce  a  collection  of  pus  in  the  free  pelvis,  or  an  ovarian  ab- 
scess, or  even  a  secondary  tubal  abscess. 

A  pure  gonorrheal  infection  is  not  common;  in  fact,  the  path- 
ology is  usually  the  result  of  a  mixed  infection.    Latent  intraliga- 
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mentary  cysts,  ovarian  tumors,  dermoid  cysts,  and  other  ad- 
ventitious growths  are  often  brought  into  pernicious  activity, 
and  acute  suppuration  takes  place  in  them  very  suddenly  as  the 
result  of  the  irritation  of  these  infecting  organisms.  It  is  sur- 
prising, in  studying  these  cases,  to  see  how  diverse  and  many- 
sided  the  complications  can  be.  In  some  where  the  infection  is 
not  severe  gross  lesions  often  result,  and  yet  resolution  of  the 
organ  to  healthy  function  takes  place;  at  all  events,  opportuni- 
ties for  careful  and  conservative  surgery  come  when  least  ex- 
pected. In  one  case  the  tube  and  ovary  may  be  distended  with 
pus,  and  yet  there  will  be  no  intraperitoneal  collection ;  while, 
on  the  other  hand,  the  infection  seems  to  leave  the  tube  and  in- 
volve the  peritoneum,  producing  a  large  pelvic  abscess,  yet  the 
tube  wall  may  be  simply  thickened  from  exudate  and  the  ovaries 
comparatively  healthy;  and  even  in  these  cases  the  infection 
must  have  travelled  by  the  mucous  membrane,  because  the  broad 
ligament  and  structures  which  contain  the  lymphatic  vessels  are 
not  involved.  The  contrary  we  occasionally  see — tubes  and 
ovaries  healthy,  and  yet  the  broad  ligament  a  huge  phlegmon. 
There  is  evidently  some  susceptibility  on  the  part  of  the  indi- 
vidual tissues  and  structures  which  explains  these  different  ex- 
pressions of  infection.  Nature,  by  her  beautiful  protective  pro- 
cesses, shields  herself  from  the  approach  of  pus  by  making  dense 
barriers  of  adhesions,  and,  as  a  rule,  confines  the  suppuration  to 
certain  definite  areas.  If  it  were  possible  to  locate  these  different 
I  mints  and  to  establish  free  drainage  through  the  vagina,  the 
acute  trouble  would  soon  subside  and  reparative  processes  begin. 
But,  unfortunately,  these  pus  cavities  are  often  not  located;  some 
are  drained,  while  others  are  left  unopened,  and  others  are  lined 
with  a  secreting  membrane  and  will  continue  to  cause  trouble  and 
discharge  pus  so  long  as  these  membranes  are  left  in  situ.  There- 
fore, in  many  of  these  cases,  a  cure  cannot  be  effected  unless  the 
diseased  organ  be  eradicated;  and  if  it  is  intensely  bound  down 
to  important  organs,  irreparable  mischief  will  follow  unless  the 
greatest  care  be  exercised  in  the  delivery.  Of  course  there  are 
other  avenues  of  infection,  as  through  the  blood  stream,  as  in 
tuberculosis  of  the  peritoneum:  or  by  an  extension  of  a  tuber- 
cular process  from  interviseeral  ulcerations;  or  directly  through 
the  healthy  bowel  wall,  as  the  colon  bacillus  infection— this  pos- 
sibility can  alone  explain  the  adhesions  which  take  place  in  a  vir- 
gin retroverted  uterus;  or  again  by  way  of  the  ureters  and  pelvis 
of  the  kidney. 

The  advocates  of  the  vaginal  method  of  operating  attack  all 
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these  cases,  with  but  few  limitations,  from  below,  and  they  pre- 
suppose a  diagnostic  ability  which  we  all  know  none  of  them  pos- 
sess. For  example,  so  good  a  man  as  Pryor,  and  one  whom  I  re- 
spect most  highly  for  all  that  he  has  taught  us  in  vaginal  work, 
says :  "I  would  always  consider  that  the  vaginal  is  the  operation 
of  election  in  all  cases  of  pelvic  suppuration  where  the  vermiform 
appendix  did  not  require  removal,  and  where  there  was  no 
fistulous  opening  between  a  coil  of  small  bowel  and  a  pus  sac." 
We  all  know  that  it  is  impossible  to  say  in  a  given  case  of  pelvic 
suppuration  that  in  this  patient  the  appendix  is  adherent  to  the 
pelvic  mass  and  is  diseased  and  requires  removal,  while  in  another 
such  a  complication  need  not  be  expected.  I  have  frequently  de- 
livered a  large  pus  tube  or  ovarian  abscess  and  found  that  I 
had  torn  away  or  stripped  off  the  peritoneal  coat  from  the  ap- 
pendix—in fact,  so  mutilated  the  organ  that  I  had  to  resect  it 
close  to  the  cecum  and  close  up  the  bowel  opening.  And  if  this 
experience  were  confined  to  right-sided  disease  alone,  there  would 
be  some  excuse  for  his  sweeping  classification ; ;  but  sometimes  I 
have  found  the  appendix  long  and  adherent  to  the  left  tube  or 
ovary,  and  its  coats  so  infiltrated  that  it  was  necessary  to  resect 
it  close  to  the  bowel  attachment.  So  with  fistulous  tracts;  and 
although  they  most  frequently  exist  between  the  pus  tube  or  ovari- 
an abscess  and  the  sigmoid  flexure  or  rectum,  yet  it  is  impossible 
to  make  such  a  diagnosis,  and  if  there  existed  other  openings  into 
the  small  bowel  and  they  were  left  uncared  for  death  would  prob- 
ably follow.  Kelly  reports  a  number  of  satisfactory  experiences  in 
connection  with  vaginal  puncture  in  localized  tube  and  ovarian 
pus  collections.  Not  only  did  these  cases  recover  from  the  opera- 
tion, but  the  tubes  and  ovaries  got  well  and  functionated.  I  must 
confess  that  I  have  had  no  such  good  luck,  and  beg  to  say  that  in 
every  case  that  I  operated  through  the  vagina  and  drained  an 
appreciable  amount  of  pus  through'  the  cul-de-sac,  later,  in  some 
within  a  few  weeks  and  in  others  within  two  years,  an  abdominal 
section  was  necessary  to  relieve  these  patients  of  their  suffering 
and  chronic  invalidism,  due  to  adhesions  between  ovary,  tube,  or* 
uterus  and  pelvic  cavity,  and  bowel  and  omentum  and  bladder, 
or  to  recurrent  collections  of  pus,  with  fever  and  the  usual  ac- 
companying constitutional  symptoms. 

However,  there  is  a  class  of  cases— and  it  is  this  class  that  1 
wish  to  bring  out  particularly  in  this  paper— where  vaginal 
drainage,  supplemented  with  curettage  when  indicated,  should 
be  first  employed  to  get  rid  of  the  free  pus.  and  then  later  an 


IIAYD:    TREATMENT    OF   PELVIC    ABSCESS.  637 

abdominal  section  should  be  made  to  cure  the  patient  of  hot* 
suffering  when  the  danger  and  risks  associated  with  such  an 
undertaking  are  reduced  to  the  minimum.  All  of  yon  will  agree 
that  a  large  collection  of  pus  low  down  in  the  pelvis,  in  a  mori- 
bund woman,  should  be  evacuated  through  the  vagina,  and  no- 
thing more  undertaken  unless  some  grave  complication  sets  in. 
But  to  this  weak  and  dying  class  of  patients  I  am  not  calling 
your  attention  in  this  paper,  but  to  the  strong  women  who  are 
suffering  from  acute,  active  streptococcic  infection,  who  are 
running  a  high  temperature  with  great  pain  and  tenderness,  who 
are  in  splendid  physical  condition  and,  under  ordinary  circum- 
stances, ready  to  undertake  capital  operations,  and  in  whom 
there  can  be  felt  an  acutely  tender  mass  low  down  in  the  pelvis 
on  one  or  both  sides,  and  even  filling  up  the  cul-de-sac,  and  in 
whom  we  are  positive  there  exists  pus,  which  is  easily  determined 
by  a  large  aspirating  needle  passed  through  the  vault  of  the 
vagina.  In  this  class  I  strongly  recommend  an  early  vaginal  in- 
cision for  the  purpose  of  draining  off  all  the  free  pus.  and,  if 
necessary,  extend  the  incision  to  one  or  both  sides  and  evacuate 
a  tubal  and  ovarian  abscess,  if  easily  reached.  This  procedure  is 
without  danger,  and  instead  of  increasing  the  difficulties  of  fu- 
ture operations  they  are  very  much  simplified.  The  size  of  the 
mass  is  diminished;  the  immediate  dangers  of  rupture  into  the 
bowel  and  bladder  or  peritoneum  are  lessened;  the  pain  and  con- 
stitutional symptoms  subside;  and  the  pus  organisms  are  uo 
doubt  lessened  in  their  virulence,  and  the  whole  clinical  picture 
of  the  case  is  improved  and  changed. 

Of  course  it  is  possible  that  even  such  a  case  may  get  well 
without  any  further  interference,  and  it  is  so  claimed  by  many 
good  men,  but  on  that  point  I  have  expressed  my  doubts ;  but  the 
experience  with  a  number  of  successful  cases  of  this  kind  has 
satisfied  me  that  this  course  of  treatment  I  am  advocating  should 
be  very  generally  adopted.  For  a  number  of  years  I  have  felt 
an  increasing  anxiety  in  operating  upon  acutely  sick  women, 
with  high  temperature  and  marked  constitutional  disturbances, 
by  abdominal  section,  and  if  it  is  possible  for  me,  with  ease  and 
without  danger  to  surrounding  organs,  to  first  drain  off  the  pus 
through  the  vagina  and  in  this  way  to  lessen  the  possible  danger 
of  contaminating  the  peritoneal  cavity  at  the  time  the  abdominal 
section  is  performed,  I  attempt  to  do  so.  If  one  or  more  pus 
cavities  are  opened  and  the  pus  has  freely  escaped,  the  tempera- 
ture usually  falls  and  the  general  condition  of  the  patient  im- 
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proves  very  much ;  the  local  signs  arid  symptoms  of  the  disease 
are  relieved ;  and  then  in  the  course  of  a  few  weeks,  when  the  sec- 
tion is  done,  not  only  is  there  no  free  pus  encountered,  but  I  am 
satisfied  the  micro-organisms  have  lost  most  of  their  virulence 
and  consequently  the  dangers  of  the  operation  are  very  much 
lessened.  If,  however,  the  temperature  continues  high  I  should 
not  hesitate  to  act  promptly  and  operate  from  above,  because  I 
should  then  assume  that  higher  up  there  must  be  another  collec- 
tion of  pus,  and  to  make  any  further  attempts  to  locate  it  from 
below  would  be  unwise,  because  such  manipulations  are  blind 
and  perhaps  would  be  dangerous  procedures.  Unfortunately 
these  patients  are  not  cured  by  vaginal  drainage,  and  sooner  or 
later,  often  within  the  first  few  weeks,  the  diseased  organs  must 
be  removed  by  laparatomy  or  through  the  vagina ;  and  it  is  sur- 
prising to  see  how  easily  the  various  structures  are  separated,  and 
if  the  vagina  has  been  properly  prepared  and  the  abscess  cavity 
thoroughly  washed  out  with  peroxide  and  copious  irrigations  of 
water  or  weak  bichloride  solution,  the  dangers  of  infection  are 
practically  nil. 

Last  winter  I  had  an  interesting  run  of  these  cases,  having 
operated  upon  three  in  two  months,  and  I  was  impressed  more 
strongly  with  the  wisdom  of  the  practice,  although  for  a  number 
of  years  I  have  been  carrying  out  this  course  of  treatment.  All 
the  women  made  splendid  recoveries  and  are  well  and  happy. 
These  three  cases  practically  presented  the  same  history.  All 
had  suffered  for  years  from  womb  trouble,  but  not  seriously,  and 
none  had  had  children  for  a  number  of  years.  So  far  as  I  could 
make  out,  in  none  had  there  been  recent  gonorrhea  or  a  history 
of  abortion.  All  were  suddenly  taken  ill  with  great  pain  and 
high  fever  and  marked  constitutional  disturbances.  In  all,  huge 
abscesses  had  been  drained  through  the  cul-de-sac — one  of  the 
patients  Dr.  Crockett  operated  upon  twice  through  the  vagina 
and  evacuated  a  large  collection  of  pus  each  time.  A  low  fever 
continued  for  three  weeks;  the  evening  temperature  would  run 
to  101°,  with  exacerbations  of  acute  pain;  and  when  it  was  evi- 
dent that  no  cure  could  result  without  further  interference,  the 
abdominal  section  was  performed.  All  the  operations  were  sur- 
prisingly easy ;  the  adhesions  were  very  general,  but  easily  sep- 
arated. No  free  pus  was  met,  and.  other  than  thickened  tubes 
and  enlarged  ovaries,  nothing  was  found,  although  the  ampullar 
end  of  one  tube  contained  pus,  but  the  broad  ligaments  were  not 
especially  involved.     These  cases  were,  therefore,  the  result  of 
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mixed  infection  and  took  the  route  of  the  tubes  and  had  a  com- 
plicating purulent  peritonitis;  and  it  was  this  pus  collection 
which  we  drained  per  vaginam,  and  had  we  not  done  so  before 
performing'  the  section  I  am  sure  a  large  mortality  would  have 
resulted.  All  pus  in  the  pelvis  is  fortunately  not  dangerous — in 
fact,  most  old  collections  are  sterile;  and  it  does  not  matter 
whether  the  bowels  are  bathed  in  it  as  the  result  of  a  rupture  at 
the  time  of  operation,  little  harm  results.  But  active,  virulent 
pus,  as  indicated  by  high  fever  and  marked  systemic  disturb- 
ance, is  not  so  benignant.  Many  of  you  will  claim  that  the  ac- 
complished surgeon  can  protect  the  peritoneal  cavity  by  gauze 
towels  and  do  away  with  the  necessity  of  previous  vaginal  drain- 
age. Others  of  you  will  say  that  with  copious  irrigation  and  a 
properly  placed  drainage  tube  the  peritoneum  will  take  care  of 
itself.  But  this  is  not  always  true,  as  all  these  precautions  have 
been  carefully  and  thoroughly  attended  to  by  myself,  yet  too  many 
of  my  cases  have  gone  on  nicely  for  thirty-six  to  forty-eight 
hours,  and,  when  hope  was  high,  quickly  died  of  septic  perito- 
nitis. Through  the  opening  in  the  cul-de-sac  a  piece  of  iodoform 
gauze  was  loosely  packed  and  served  for  drainage.  The  vaginal- 
lrysterectomist  has  to  remove  the  uterus  in  order  to  deliver  satis- 
factorily the  pelvic  masses,  but  he  also  claims  that  the  uterus 
without  tubes  and  ovaries  has  no  value  in  the  physical  economy. 
Moreover,  he  says  it  is  a  menace  to  the  woman's  future  well- 
being.  because  cancer  is  so  easily  engrafted  upon  it.  These  are 
also  sweeping  statements  and  will  not  bear  the  crucial  test  of  ex- 
perience. True,  cancer  may  develop  in  a  womb  without  tubes 
or  ovaries,  and  a  womb  without  tubes  or  ovaries  may  be  the 
source  of  future  annoyance  and  suffering  and  may  have  to  be 
removed ;  but  that  is  no  reason  why  every  uterus  should  be  sacri- 
ficed when  it  appears  healthy  and  is  free  from  erosions  and 
cervical  tears.  Moreover,  it  is  impossible  to  always  tell  what  the 
condition  of  the  tube  and  ovary  is  when  a  pelvic  abscess  exists, 
because  one  tube  or  ovary  could  have  caused  this  complication 
and  the  other  be  quite  healthy  or,  at  all  events,  capable  of  being 
restored  to  future  usefulness.  In  one  of  the  three  women  I  re- 
cently operated  I  did  the  laparatomy  later  to  relieve  a  retro- 
verted  uterus  which  I  did  not  know  existed  when  the  big  abscess 
was  opened,  and  I  found  one  tube  and  ovary  practically  healthy. 
I  then  did  a  ventral  fixation,  and  since  then  the  woman  has 
menstruated  regularly  and  may  at  any  time  conceive  and  beget 
a  family.    Such  possibilities  are  denied  women  when  every  uterus 
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is  removed,  because  we  conclude  upon  a  vaginal  examination 
that  with  a  big  pelvic  abscess  surely  both  tubes  and  ovaries  can 
be  no  good.  Moreover,  it  was  not  possible  in  this  case  to  tell  what 
condition  the  tube  and  ovary  were  in  until  they  were  inspected 
from  above.  From  below  it  was,  impossible,  because  the  tube 
and  ovary  were  adherent  high  up  on  the  roof  of  the  pelvic  ab- 
scess, and  could  not.  be  distinguished  from  other  tissues.  The  ob- 
jections to  opening  the  abdomen  are  very  serious,  and  the  least 
of  them  is  that  a  scar  results.  The  great  danger  and  serious 
drawback  is  that  an  adhesive  inflammation  is  set  up  in  many  per- 
sons, and  as  a  result  adhesions  between  omentum  and  bowel  and 
abdominal  wall  are  made  possible,  with  all  their  future  danger- 
ous complications.  Three  times  I  have  operated  for  obstruction 
of  the  bowels  coming  on  some  years  after  a  simple  laparatomy. 
In  two  of  the  cases  I  did  a  simple  ventral  suspension,  because  I 
did  not  then  know  how  to  always  successfully  perform  an  Alex- 
ander operation,  and  from  the  third  woman  I  removed  a  small 
ovarian  cyst.  Each  life  was  sacrificed,  as  they  were  in  extremis 
before  I  saw  them ;  but  they  showed  what  possibilities  may  fol- 
low a  simple  abdominal  section.  The  mere  opening  of  the  abdo- 
men is  not  a  serious  matter,  so  far  as  the  immediate  mortality  is 
concerned,  but  it  is  the  dangers  from  remote  complications  which 
would  make  the  vaginal  route  preferable,  providing  we  could  es- 
tablish a  satisfactory  diagnosis  and  be  able  to  work  with  assur- 
ance and  confidence.  But  this  is  impossible,  and  there  must, 
therefore,  always  be  cases  best  attacked  per  abdominem,  and 
others  best  reached  per  vaginam,  backed  up  by  the  individual 
qualifications  of  the  operator. 
493  Delaware  avenue. 


THE  VAGINAL  ROUTE  FOR  OPERATIONS  ON  THE  UTERUS 
AND  APPENDAGES;  WITH  CASES. 


J.  H.  BRAXHAAI,   AI.D., 
Baltimore.   Md. 


In  contributing  this  paper  to  the  Society  my  object  is  simply 
to  give  my  personal  experience  in  operating  on  the  uterus  and 
its  appendages  by  the  vaginal  route,  deducing  therefrom  some 
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conclusions  which  I  hope  may  be  of  interest.  In  doing  this  I 
shall  try  to  bring  out  the  advantages  of  this  method,  and  also 
note  its  limitations.  To  study  more  carefully  the  results  of  this 
method,  I  shall  take  up  the  various  conditions  in  which  it  is  used 
and  consider  each  separately. 

1.  Pelvic  Inflammation. — The  most  common  condition  threat- 
ening the  life  of  our  gynecological  patients,  caused  by 
gonorrhea,  abortion,  tuberculosis,  and  other  conditions  not  al- 
ways discernible,  and  often  requiring  prompt  action  to  save 
life.  Here  the  vaginal  method  of  treatment  makes  its  best  show- 
ing.  Even  before  the  appearance  of  Henrotin's  timely  paper  I 
had  begun  to  use  the  method  of  vaginal  drainage  in  treating 
these  cases.  A  few  operations  by  the  abdominal  route  with  up- 
hill drainage  through  a  glass  tube,  resulting  in  sacrifice  of 
organs,  abdominal  hernia,  and  slow  or  incomplete  cure,  con- 
vinced me  that  opening  and  draining  the  abscess  through  the 
vagina  was  the  more  rational  method. 

The  operation  is,  briefly,  as  follows:  After  carefully  cleaning 
the  vulva  and  vagina,  the  uterus  is  curetted  and  packed  with 
sterile  gauze  saturated  with  a  solution  of  carbolic  acid  and  iodine 
20  per  cent)  in  glycerin.  A  small  incision  is  made  through  the 
mucous  membrane  back  of  the  cervix ;  then  a  pair  of  forceps  is 
forced  into  Douglas'  pouch,  the  blades  separated  so  as  to  admit 
the  fingers.  This  opening  can  be  dilated  to  almost  any  extent. 
The  pelvis  is  now  thoroughly  flushed  with  salt  solution,  after 
which  the  organs  are  carefully  explored;  usually  one  or  both 
tubes  and  ovaries  must  be  opened.  If  the  ovaries  are  entirely 
destroyed  they  can  be  readily  enucleated  and  removed.  In  such 
cases  it  is  sometimes  best  to  bring  down  the  tubes,  and,  if  they  are 
necrotic,  to  excise  them,  either  tying  or  clamping  the  stump.  In 
most  cases,  however,  it  is  best  to  simply  open  thoroughly  all  the 
cavities,  cleanse  them,  and  drain  with  iodoform  gauze. 

Results.— 1  have  operated  on  more  than  one  hundred  cases  by 
this  method,  with  three  deaths.  The  first  fatal  case  was  the 
result  of  general  septicemia,  due  to  forcing  a  sponge  tent  through 
the  uterine  wall  in  an  attempted  abortion.  The  tent  was  re- 
moved from  the  pelvic  peritoneal  cavity,  the  patient  dying  a  few 
hours  later.  A  hopeless  case,  operated  on  in  a  dying  condition. 
The  next  case  died  from  shock,  probably  due  to  the  use  of  a 
bichloride  solution  which  was  employed  by  the  nurse  instead  of 
salt  solution  as  had  been  directed.  The  third  death  followed 
n  exploratory  incision  in  a  case  of  general  plastic  peritonitis 
41 
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caused  by  the  use  of  a  strong  solution  of  mercuric  chloride  in  the 
bladder  of  a  woman  for  gonorrhea.  This  treatment  was  ordered 
by  her  husband  (a  mechanic)  without  consulting  a  physician. 
In  this,  as  in  the  first  case,  the  operation  was  done  in  a  hopeless 
condition,  had  nothing  to  do  with  the  fatal  result. 

More  important  than  the  mortality  is  the  condition  of  these 
patients  after  operation.  The  acute  case  in  which  the  toxic 
agent  is  gonococcus  or  other  germ  of  moderate  virulence  often 
entirely  recovers,  and  many  women  who  have  had  salpingitis  of 
this  type  afterward  become  pregnant.  In  others  the  results  are 
not  so  favorable  and  recurrent  or  chronic  inflammatory  condi- 
tions may  require  secondary  operations.  As  a  rule,  however, 
even  the  severer  cases  gradually  improve ;  and  although  the 
functions  of  the  ovaries  and  tubes  may  not  be  restored,  still  the 
lot  of  these  patients  is  happier  than  that  of  the  many  women 
who  have  undergone  castration. 

In  a  few  cases  the  organs  may  be  so  thoroughly  diseased,  es- 
pecially the  trouble  due  to  tuberculosis,  that  complete  removal 
of  the  uterus  and  appendages  becomes  necessary.  In  chronic 
cases  various  conservative  measures  may  be  employed,  adhesions 
broken  up,  tubes  and  ovaries  freed ;  the  former  may  be  straight- 
ened or  even  resected.  By  opening  Douglas'  pouch  great  assist- 
ance can  be  gained  in  doing  Alexander's  operation  when  the 
organs  are  bound  down  by  chronic  adhesion. 

Vaginal  drainage  is  the  method  usually  used  in  the  treat- 
ment of  pelvic  abscess  at  the  present  time.  Current  literature, 
however,  shows  that  many  operators  still  employ  the  abdominal 
section  in  pyosalpinx  with  ovarian  or  pelvic  abscess,  often  re- 
moving tubes  and  ovaries.  In  view  of  the  greatly  lessened 
danger  and  far  more  conservative  and  better  results  from 
vaginal  drainage,  the  grave  operation  should  at  least  be  limited 
to  those  cases  where  the  infected  tubes  are  situated  very  high  in 
the  pelvis,  or  after  the  acute  symptoms  have  passed. 

Case  I. — Miss  A.,  aged  16,  school-girl,  was  seized,  June  1, 
1902.  with  severe  abdominal  pain  accompanied  by  a  chill  and 
vomiting.  I  saw  her  June  2  at  10  a.m.  ;  found  her  condition  as 
follows :  Great  tenderness  over  the  entire  abdomen,  with  ex- 
aggerated sensitiveness  over  the  right  inguinal  region;  temper- 
ature 103°.  pulse  126.  Ordered  calomel  purge  and  hot  fomenta- 
tion to  the  abdomen.  June  3,  10  a.m.,  temperature  102|°,  pulse 
128,  general  condition  little  changed.  After  consultation  at 
1  p.m.  with  Prof.  C.  U.  Smith  and  Dr.  B.  K.  Stumburg— the 
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latter  of  whom  made  a  blood  count,  finding  marked  leucocytosis 
— diagnosis  of  internal  abscess,  probably  due  to  appendicitis, 
was  made.  Patient  was  removed  to  the  Franklin  Square  Hos- 
pital and  at  8  p.m.  was  anesthetized.  Examination  now  showed 
that  the  abscess  was  on  the  right  side  and  was  confined  to  the 
pelvis.  The  patient's  condition  at  this  time  was  very  bad;  tem- 
perature 105°  and  pulse  more  than  150.  Vagina  dilated  and  an 
opening  made  into  the  pelvic  peritoneum.  A  large  quantity  of 
foul-smelling  pus  escaped.  After  thorough  flushing  the  right 
ovary  was  found  to  be  thoroughly  necrotic  and  was  enucleated. 
The  abscess  was  limited  to  the  pelvis  and  no  evidence  of  ap- 
pendicitis could  be  discovered.  Patient  made  a  rapid  recovery 
and  returned  to  her  home  entirely  well  in  three  weeks.  Bacterio- 
logical examination  showed  the  presence  of  colon  bacillus  and  a 
staphylococcus.  The  vagina,  vulva,  and  uterus  were  all  small 
and  entirely  free  from  any  indication  of  infection,  so  that  the 
source  of  the  contagion  must  have  been  internal. 

Neoplasms. — Vaginal  hysterectomy  for  carcinomata.  The 
advantages  of  this  method  for  operation  on  uterine  cancer  are 
the  greater  ease  and  rapidity  with  which  it  can  be  done;  the 
more  complete  control  of  the  involved  area,  which  lessens  the 
danger  of  operative  transplantation ;  the  more  thorough  removal 
of  the  danger  zone  in  the  vagina  and  lower  pelvic  plane  •,  and  the 
lessened  mortality.  In  cases  where  the  lateral  pelvic  tissues 
and  glands  are  involved  abdominal  section  should  be  made  in 
order  that  the  diseased  tissue  may  be  more  thoroughly  resected. 

Myomata.  In  cases  of  small  multiple  myomata  where  tumors 
are  very  numerous,  vaginal  hysterectomy  is  easily  done  and  in 
my  experience  has  proved  a  very  safe  and  satisfactory  operation. 
Vaginal  myomectomy  is  advisable  when  the  growth  is  in  the 
lower  posterior  segment  of  the  uterus  and  is  single.  Under  these 
conditions  the  operation  is  not  difficult. 

Case  II.— Mrs.  C,  aged  40,  white,  widow;  operated  Septem- 
ber 20,  1900.  Examination  showed  a  small  myoma  situated  in 
the  lower  segment  of  the  uterus  posteriorly.  On  opening  into 
Douglas'  pouch  and  exploring  the  organ,  growth  was  found  to  be 
single  and  about  the  size  of  a  hen's  egg.  It  was  drawn  into  the 
incision  and  enucleated;  the  uterus  was  carefully  sutured  by 
catgut.  The  patient  made  an  uninterrupted  recovery  and  is  still 
in  excellent  health. 

Case  III. — Mrs.  W.,  aged  39,  white,  married;  operation  Jan- 
uary 10,  1901.     This  growth  was  smaller  than  in  the  previous 
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case  and  was  complicated  by  chronic  pelvic  inflammation  and 
purulent  endometritis.  After  uterine  curettement  an  operation 
similar  to  the  above  was  done.  In  this  case  acute  pelvic  inflam- 
mation followed  the  operation,  and  patient  was  quite  ill  for 
several  days ;  afterward  her  convalescence  was  slow.  She  was 
recently  examined  by  me  and  is  entirely  free  from  pelvic  symp- 
toms and  enjoying  excellent  health. 

Extrauterine  Pregnancy. — I  have  operated  in  four  cases  of 
this  nature  by  the  vaginal  route;  it  has  been  especially  ad- 
vantageous in  cases  of  some  days'  standing  where  elevated  tem- 
perature indicates  infection.  The  danger  of  infecting  the  gen- 
eral peritoneum  is  avoided  by  this  method.  All  my  cases  have 
done  well,  and  one  is  of  sufficient  interest  to  deserve  relating : 

Case  IV. — Mrs.  V.,  aged  21,  white,  married,  mother  of  one 
child  8  months  old,  complained  of  severe  uterine  cramp  for  sev- 
eral days,  which  was  accompanied  by  slight  bloody  discharge 
from  the  vagina.  On  November  30,  1897,  she  was  seized  with 
great  pain  and  symptoms  of  collapse,  followed  by  intense  uterine 
and  rectal  tenesmus.  Examination  showed  pelvis  filled  with 
fluid  and  clotted  blood.  Extrauterine  pregnancy  was  diagnosti- 
cated. As  soon  as  the  patient  could  be  prepared,  opening  was 
made  in  Douglas'  pouch,  large-  quantity  of  fluid  and  clotted 
blood  washed  out.  The  left  tube  was  brought  into  the  incision ; 
a  recent  rupture  was  found  near  its  fimbriated  end.  When 
the  adherent  clots  were  removed  a  vessel  began  to  bleed :  this 
hemorrhage  was  controlled  by  a  clamp  which  was  left  on  for 
twenty-four  hours.  The  pelvis  was  packed  with  iodoform  gauze, 
which  was  removed  on  the  third  day.  The  patient's  recovery 
was  uneventful;  she  became  pregnant  and  gave  birth  to  a 
healthy  child  about  seventeen  months  after  the  operation. 

Conclusions. — Vaginal  drainage, is  the  natural  method;  it  is 
far  more  effective  and  safer.  Extensive  pelvic  inflammation 
associated  with  pus  formation  rapidly  walls  off  the  general 
peritoneum ;  this  wall  should  not  be  broken  through  and  cannot 
be  interfered  with  without  danger  of  general  peritonitis.  Open- 
ing through  the  vagina  is  associated  with  a  minimum  amount 
of  shock  and  hemorrhage,  and  is  thus  indicated  in  extreme  cases 
associated  with  severe  toxic  symptoms. 

While  freer  dissection  in  the  lateral  pelvic  plane  for  infiltra- 
tion complicating  uterine  cancer  through  the  abdominal  route 
can  be  made,  yet  the  less  thorough  dissection  of  the  surrounding 
vaginal  wall,  and  the  greater  danger  of  operative  transplanta- 
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tiori  with  increased  mortality  due  to  shock  and  infection  by  it. 
render  vaginal  hysterectomy  the  safer  operation  and  the  one  to 
be  advised  in  most  cases. 

Dr.  Walter  B.  Dorsett  stated  in  reference  to  vaginal  inci- 
sion, not  vaginal  puncture,  that  in  recent  cases  of  pus  collection, 
not  confined  to  the  tube,  but  free  in  the  cul-de-sac  of  Douglas,  his 
experience  had  been  more  favorable  than  that  of  Dr.  Hayd.  inas- 
much as  he  had  two  cases  that  he  had  reported  in  which  pelvic 
abscesses  were  evacuated  through  the  vagina  through  the  cul-de- 
sac  of  Douglas,  and  one  of  these  women  had  borne  a  child  since, 
while  the  other  had  had  two  children,  showing  that  the  ovaries 
and  tubes  were  functionating.  They  were  perfectly  well  to-day. 
If  one  had  an  acute  inflammation  to  deal  with,  whether  it  was  a 
streptococcus,  a  staphylococcus,  or  a  gonorrheal  infection,  the 
ease  was  almost  always  more  serious  when  a  laparatomy  was  un- 
dertaken, and.  as  he  had  stated  in  a  paper  read  before  the  Asso- 
ciation at  its  meeting  in  Toronto,  incision  in  the  posterior  vaginal 
fornix  was  for  the  purpose  of  expediency,  not  for  a  moment  dis- 
missing the  patient,  taking  care  of  the  patient  when  the  pus  was 
virulent,  with  the  intention  of  doing  a  laparatomy  at  some  future 
time.  He  had  saved  some  patients  by  vaginal  incision  and  drain- 
age through  the  cul-de-sac  of  Douglas,  taking  out  the  ovaries  at  a 
subsequent  time.  In  a  case  of  ovarian  abscess  he  would  not  think 
of  -ning  through  the  posterior  cul-de-sac  with  a  view  of  removing 
the  ovaries  or  tubes  in  that  way. 

As  to  extrauterine  pregnancy,  spoken  of  by  Dr.  Branham,  he 
had  opened  the  cul-de-sac  of  Douglas  in  two  or  three  cases, 
drained,  and  gotten  the  fetus  out  in  that  way;  but  where  the 
afterbirth  was  attached  to  the  omentum,  the  intestine,  or  the 
end  of  the  tube,  it  was  an  extremely  hazardous  undertaking.  If 
the  afterbirth  was  loose  and  could  be  gotten  at,  this  was  the 
1  letter  way  to  accomplish  it. 

Dr.  C.  L.  Boxifield,  of  Cincinnati,  said  there  were  Ihree  ques- 
tions which  occurred  to  him.  First,  were  palliative  operations 
for  pus  in  the  pelvis  ever  indicated  1  Second,  shall  radical 
operations  be  done  through  the  abdomen  or  through  the  vagina? 
Third,  shall  gynecologists  employ  drainage  or  not  after  these. 
operations  .7 

Briefly,  as  to  the  first  question,  he  thoroughly  agreed  with 
everything  Dr.  Hayd  had  said,  and  disagreed  with  the  paper 
which  was  read  at  the  morning  session  which  stated  that  pallia- 
tive measures  were  never  indicated  and  that  drainage  of  pus 
through  the  vagina  was  unsurgical.  He  could  not  regard  it  as 
such.  Any  one  who  had  taken  pains  to  drain  these  cases  to  see 
whether  they  improved  or  not  could  be  convinced  of  the  good 
i  of  drainage.  He  did  not  claim  it  would  core  many  cases, 
but  the  great  majority  of  cases  would  be  benefited  by  it.  after 
which  operation  was  much  easier.  Oftentimes  the  incision  could 
be  made  above  Poupart's  ligament:  occasionally  in  the  median 
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line.  It  did  not  matter  very  much  whether  the  infection  was 
gonorrheal,  streptococcic,  or  tubercular:  if  the  accumulation  of 
pus  was  large  an  operation  would  be  rendered  easier  if  drainage 
was  previously  established.  He  cited  one  case  of  tubercular  in- 
flammation. The  right  tube  was  distended  above  the  umbilicus. 
He  made  an  incision  in  the  median  line  below  the  umbilicus, 
drained  off  a  gallon  of  pus,  and  when  he  came  to  do  a  radical 
operation  the  tube  was  scarcely  larger  than  his  two  fingers.  Its 
removal  was  very  easy.  The  same  was  true  of  infection  after 
delivery.  Any  one  who  operated  on  these  cases  during  the  acute 
attack  took  unnecessary  risk.  There  might  be  a  few  men  who 
were  sufficiently  skilful  to  operate  with  a  comparatively  low 
mortality,  but  the  average  practitioner  who  operated  for  pus  in 
the  pelvis  when  the  temperature  was  high,  with  the  pus  scattered, 
would  have  a  high  mortality.  He  had  been  incising  and  drain- 
ing these  cases  for  more  than  twelve  years.  He  had  seen  patients 
within  the  last  two  months  that  were  drained  six  years  ago,  and 
they  were  as  well  as  those  patients  who  had  been  subjected  to  the 
most  radical  operations.  He  admitted  that  these  results  were 
only  obtained  in  a  minority  of  cases.  He  was  an  advocate  of  the 
abdominal  route  because  the  operator  could  see  what  he  was  do- 
ing and  it  enabled  him  to  do  more  thorough  and  complete  work. 

As  to  whether  drainage  should  be  instituted  after  abdominal 
operations,  it  depended  on  whether  pus  had  been  spilled,  or 
whether  the  operator  was  able  to  cover  up  raw  surfaces,  and 
whether  there  was  any  oozing  when  he  had  finished.  If  the  sur- 
geon could  do  ideal  surgery  drainage  was  not  necessary. 

Dr.  Joseph  Price,  of  Philadelphia,  stated  that  one  or  two  of 
the  papers  were  a  surprise  to  him  on  account  of  their  teachings. 
If  the  surgeon  could  arrest  infection  he  would  save  life,  it  made 
no  difference  how  it  was  done.  For  instance,  an  acute  appendi- 
citis, taking  it  as  the  type  of  a  murderous  disease,  was  infectious 
from  its  inception.  All  over  this  country  at  present  there  was 
scarcely  a  railroad  which  was  not  carrying  children,  men,  or  wo- 
men who  were  dying  of  appendicitis.  He  thought  that  this 
simply  meant  that  surgeons  were  not  as  yet  fully  prepared  to 
meet  the  demands  of  the  laity.  No  one  would  dare  to  tell  him 
that  he  should  not  operate  upon  cases  of  acute  virulent  pelvic 
peritonitis  and  do  so  in  the  midst  of  the  flames,  so  to  speak.  He 
had  no  hesitation  in  saying  that  he  had  saved  such  cases  by  the 
hundreds,  and  there  was  scarcely  a  member  present  who  had  not 
seen  him  wash  away  pus  and  filth  in  large  quantities,  the  accu- 
mulation of  only  a  few  hours  or  days. 

Speaking  of  vaginal  work,  he  said  he  was  satisfied  that  it  was 
largely  practised  because  it  was  easy.  However,  there  was  a 
great  deal  the  operator  did  not  know  and  never  would  know  when 
he  resorted  to  the  vaginal  route,  except  to  ascertain  his  ignorance 
at  the  postmortem  examination.  Extirpation  of  the  uterus  by 
the  vagina  was  regarded  by  him  as  one  of  the  easy  operations  in 
surgery.     In  Jacobs'  seventy-two  cases  of  bilateral  suppuration 
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of  the  appendages,  he  had  nine  visceral  lesions  of  the  large  and 
small  bowel,  bladder,  etc.  Jacobs  and  Segond  had  both  aban- 
doned the  vaginal  route.  They  came  to  America  on  a  missionary 
trip,  but  admitted  later  that  they  had  been  enlightened  and  re- 
educated. He  knew  perfectly  well  that  suprapubic  work  was 
Trying  and  difficult  because  it  was  complete  work.  Vaginal  work, 
on  the  other  hand,  was  easy  because  it  was  imperfect. 

If  one  would  read  the  ancient  literature  before  advocating 
vaginal  incision  and  drainage,  he  would  find  that  vaginal  drain- 
age was  an  old  procedure.  In  advocating  vaginal  puncture  or 
incision  surgeons  were  giving  to  ignorant  general  practitioners 
without  experience  a  method  with  which  they  might  do  serious 
damage  or  mischief.  They  would  resort  to  vaginal  puncture 
when  they  would  not  go  in  by  the  suprapubic  route  and  do  an 
up-to-date  operation  with  both  eyes  open. 

Dr.  A.  Goldspohn  had  practised  vaginal  incision  and  drainage 
in  more  than  one  hundred  cases,  making  an  incision  transversely 
of  never  less  than  two  inches  in  length,  and  three  inches  often- 
times, made  preferably  with  the  Paquelin  cautery,  so  that  hemor- 
rhage could  be  controlled  whether  the  blood  came  from  the  vag- 
inal folds  or  the  structures  from  above.  The  cellular  tissues 
were  then  broken  down  and  the  cavity  entered  with  the  finger. 
If  it  be  an  ovarian  abscess  and  not  a  pelvic  cellulitis  abscess,  the 
linger  could  find  its  way  into  it  and  break  down  the  meshes,  mak- 
ing one  cavity  out  of  a  honeycomb,  then  packing  the  cavity  thor- 
oughly with  gauze,  so  that  permanent  or  long-continued  drainage 
would  be  possible.  In  the  class  of  cases  referred  to  by  Dr.  Price 
he  feared  that  if  they  were  attacked  by  the  suprapubic  route 
probably  one  out  of  ten  would  die.  These  patients  were  nearly 
dead  when  subjected  to  operation,  and  were  in  no  condition  to 
stand  such  a  radical  operation  as  an  abdominal  section.  The  ma- 
jority of  patients  whom  he  had  treated  by  vaginal  incision  and 
drainage  did  not  require  a  secondary  operation,  and  many  of 
ihem  had  borne  children  since  the  operation.  Of  course  in  some 
of  them  it  became  necessary  to  do  a  secondary  operation,  but, 
contrary  to  his  expectations,  the  majority  of  them  had  recovered 
and  did  not  require  a  secondary  operative  procedure. 

Dr.  John  B.  Murphy,  of  Chicago,  said  he  did  not  think  the 
Fellows  were  so  far  apart  in  their  views  as  the  discussion  would 
seem  to  indicate.  Furthermore,  he  thought  it  was  their  duty  to 
come  together,  to  know  what  they  were  talking  about,  and  the 
-Association  had  no  right  to  permit  its  proceedings  to  go  out  in  a 
loose  and  haphazard  way.  "We  must  have  definite  conditions  and 
a  definite  understanding.  Pelvic  inflammation,  in  his  opinion, 
had  no  right  in  surgical  literature.  It  should  be  expunged.  We 
had  in  the  pelvis  definite  types  of  pathology  due  to  definite  types 
of  infection  which  went  through  definite  and  classical  courses, 
and  until  the  pathology  of  the  pelvis  was  first  discussed  there 
could  be  no  rational  agreement  as  to  what  method  of  operation 
should  be  resorted  to.     He  spoke  of  pelvic  infection  and  of  the 
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conditions  under  which  it  came  on.  mentioning  postpartum,  post- 
abortion, gonorrheal,  or  appendical  infection.  If  pelvic  infection 
was  considered  in  that  way,  then  the  members  would  have  a  clear 
idea  of  what  it  meant.  Pelvic  infection  meant,  first.,  an  in- 
fection of  the  pelvic  cellular  tissue,  if  that  term  was  admissible, 
and  it  should  be  confined  to  that  alone.  "We  had  in  the  pelvis 
other  tissues,  as  the  uterus,  which  might  become  infected,  or  we 
might  have  a  uterine  phlebitis.  We  had  the  tubes  and  ovaries. 
which  might  become  infected;  also  the  cul-de-sac  of  Douglas, 
which  might  be  the  receptacle  of  infective  material.  If  the  in- 
fection was  gonorrheal  the  practitioner  would  start  from  the 
history  and  make  a  diagnosis.  If  the  infection  involved  the 
mucosa  of  the  tube  or  tubes,  naturally  the  mucosa  should  be  re- 
moved. A  typical  pus  tube,  in  his  opinion,  meant  not  alone  an 
infection  of  the  mucosa,  but  the  tube  was  either  strictured  or 
occluded,  "What  good  would  it  do  to  simply  drain  the  infected 
mucosa  and  allow  the  stricture  of  the  tube  to  remain?  The  tube 
would  have  to  be  taken  out  sooner  or  later,  no  matter  how  fre- 
quently one  drained.  It  was  an  entirely  different  proposition 
when  the  infection  was  due  to  the  streptococcus  or  staphylococ- 
cus. If  the  tubal  infection  was  of  the  streptococcic  variety,  as 
soon  as  the  tube  was  drained  the  tendency  was  for  the  tube  or 
mucosa  to  return  to  its  normal  condition. 

He  then  alluded  to  ovarian  abscess  of  the  mixed  type.  The 
ovary  might  have  an  epithelial  or  a  connective-tissue  lining ;  and 
if  it  was  the  former  and  the  infection  was  gonorrheal,  the  rule 
was  that  that  ovary  must  be  removed  to  cure  the  disease.  When 
one  had  an  infected  mucosa  to  deal  with  the  conditions  were 
different  and  the  treatment  should  be  radical.  He  did  not  re- 
sort to  the  vaginal  route  for  any  other  than  infections  of  the  con- 
nective-tissue type.  All  of  the  other  pathological  conditions,  in- 
cluding abscess  of  the  ovary,  he  thought  could  better  be  treated 
through  the  abdominal  route. 

Dr.  J.  H.  Carstens,  of  Detroit,  said  there  was  a  vast  difference 
between  a  pelvic  abscess  and  an  abscess  in  the  cellular  tissue  fol- 
lowing confinement.  He  maintained  that  it  was  good  practice 
to  incise  such  an  abscess,  as  healing  would  take  place  rapidly. 
If,  however,  he  had  a  case  of  large  p'us  tube,  situated  deep  in  the 
cul-de-sac,  adherent,  the  patient  lying  on  her  back  for  weeks  suf- 
fering from  inanition  and  indigestion,  also  septicemia,  he  would 
incise  it  and  let  out  the  pus.  and  when  the  woman  had  recovered 
from  this  conservative  operation  subsequently  he  would  remove 
the  pus  tube.  If  a  woman  was  brought  to  him  with  a  lot  of 
fibroid  tumors  of  the  uterus  which  were  causing  a  great  deal  of 
trouble,  he  would  not  hesitate  to  remove  the  uterus.  If  he  could 
take  it  out  through  the  vagina,  lessen  the  danger,  shorten  the 
convalescence,  prevent  an  abdominal  hernia,  get  the  w^oman  on 
her  feet  in  eight  or  ten  days,  he  held  that  this  was  good  practice, 
anybody  else  to  the  contrary  notwithstanding.     There  were  cases 
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suitable  for  the  vaginal  operation  ;  there  were  also  cases  which  it 
were  better  to  attack  through  the  abdomen. 

Dr.  Ruffs  B.  Hall,  of  Cincinnati,  did  not  believe  that  all 
gynecologists  who  resorted  to  vaginal  incision  and  drainage  oc- 
casionally should  be  relegated  to  the  scrap  pile,  as  railroad  men 
would  say.  He  thought  that  Dr.  Price  saw  cases  that  the  average 
operator  could  save  by  incision  and  drainage  temporarily, 
whereas  the  same  operator  would  probably  lose  patients  if  he  did 
a  radical  operation.  He  believed  it  was  the  duly  of  the  gyne- 
cologist to  practise  vaginal  incision  and  drainage  in  desperate 
cases,  tiding  them  over  for  a  subsequent  radical  operation.  Cases 
in  point  were  cited. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  said  that  vaginal  incision 
in  many  coses  was  a  life-saving  measure,  and  it  should  not  be  dis- 
carded in  ioto.  He  began  this  procedure  some  thirteen  years 
ago,  and  it  had  yielded  such  splendid  results  that  he  had  con- 
linued  to  resort  to  it  up  to  the  present  time.  Out  of  one  hun- 
dred and  fifty  cases  in  which  he  resorted  to  vaginal  incision,  he 
could  say  that  only  one  died  as  the  result  of  the  operation.  He 
had  not  been  called  upon  to  do  a  secondary  operation  more  than 
four  times.  There  were  a  few  indications  that  were  clear  and 
distinct  to  him  for  the  operation  from  below.  One  is  that  it  shall 
be  a  large  abscess;  it  shall  be  situated  behind  the  uterus;  it  shall 
push  the  uterus  forward  or  to  one  side ;  and  it  shall  be  immovable. 
He  would  not  attempt  to  incise  a  large  abscess  through  the  pelvis 
that  was  freely  movable.  He  would  remove  it  by  the  supravag- 
inal method.  Vaginal  incision  was  life-saving,  and  gynecologists 
must  resort  to  it  in  extreme  cases  if  they  desired  to  do  the  best  for 
their  patients. 

Dr.  James  F.  Baldwin  said  that  if  in  a  case  the  pelvic  inflam- 
mation was  limited  to  the  connective  tissue  the  patient  would  get 
well,  and  he  would  no  more  think  of  opening  the  abdomen  in  such 
a  case  than  of  amputating  a  man's  arm  because  he  had  a  boil  on 
it.  If  the  abscess  was  limited,  as  many  of  them  were,  to  the  cul- 
de-sac,  surrounded  by  peritoneum,  the  tubes  not  involved,  the 
case  would  get  well  if  the  surgeon  opened  through  the  vagina  and 
drained.  When,  however,  the  tube  was  involved,  it  was  a  doubt- 
ful question  whether  the  patient  would  get  well  with  vaginal  in- 
cision and  drainage,  but  occasionally  such  patients  did  recover. 
There  might  be  destruction  of  the  mucous  membrane  of  the  tube. 
If  so,  it  got  well.  But  if  it  was  not  destroyed,  then  there  would 
probably  be  an  abscess  remaining;  the  incision  closed  up,  there 
was  a  recurrence  of  the  trouble,  and  the  patient  did  not  get  well 
until  the  tube  was  removed.  Not  all  cases  of  pus  tubes  by  any 
means  came  to  operation.  There  were  prostitutes  in  all  cities  by 
the  thousand  who  had  pus  tubes,  but  who  had  never  been  oper- 
ated upon,  and  yet  they  were  symptomaticaliy  well.  There  were 
masses  on  each  side,  and  if  one  operated  on  them  he  would  find 
hydrosalpinx.  Nature  took  care  of  the  pus  under  many  condi- 
tions without  surgical  intervention.     He  narrated  such  cases. 
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Dr.  Howard  W.  Longyear,  of  Detroit,  in  speaking  of  drainage 
in  abdominal  section,  said  that  he  drained  less  and  less  because 
he  was  differentiating  the  land  of  pus  he  had  to  deal  with.  If 
possible,  a  pathological  or  microscopical  examination  was  made 
beforehand.  If  he  had  a  case  in  which  there  had  been  high  fever 
of  long  standing,  he  concluded  that  he  had  a  streptococcus  in- 
fection, and  in  that  case  he  would  drain.  If  he  did  not  drain  in 
a  case  in  which  such  pus  had  been  spilled  over  the  cavity,  he  knew 
the  patient  would  die,  and  if  he  did  drain  he  thought  she  would 
die  sooner,  but  he  would  drain  just  the  same.  As  to  infection  by 
the  colon  bacillus,  the  staphylococcus  and  gonococcus,  the  peri- 
toneum would  take  care  of  it,  in  his  experience.  He  recalled 
cases  in  which  pus  filled  the  pelvis  from  rupture  of  a  tubal  ab- 
scess, in  the  pus  were  found  the  colon  bacillus  and  staphylococ- 
cus, and  yet  those  patients  recovered  without  drainage.  In  these 
cases  he  said  he  washed  out  the  cavity  thoroughly  with  several 
gallons  of  normal  salt  solution,  then  closed  the  abdomen. 

In  regard  to  vaginal  incision  and  drainage  for  pus  in  the  pel- 
vis, he  agreed  with  Dr.  Hayd  in  his  conclusions. 

The  discussion  was  closed  by  the  essayists. 


Second  Day — Morning  Session. 

A    RESUME    OF    THE    RATIONALE    AND    THE    TECHNIQUE    OF 

BI-INGUINAL  CELIOTOMY  FOR  COMPLICATED  ASEPTIC 

RETROVERSIONS   OF  THE  UTERUS; 

AND   A    FURTHER   REPORT    OF    ITS    REMOTE    RESULTS. 


A.  GOLDSPOHN,  M.S.,  M.D., 

Professor    of    Gynecology     in    the    Post-Graduate     Medical     School ;     Attending 

Gynecologist    to    the    German,    Post-Graduate,    and    the 

Charity    Hospitals    of    Chicago. 


Rationale. — 1.  The  reasons  for  surgical  treatment  of  retro- 
versio-flexion  of  the  uterus  without  very  formidable  complica- 
tions, constitute  merely  an  indicatio  quoad  valetudinem  and 
never  an  indicatio  quoad  vitam.  Therefore  the  service  which  is 
thereby  rendered  the  patient  is  relatively  small  or  inferior  in 
degree  and  does  not  warrant  the  surgical  risk,  worry,  loss  of 
time  and  expense  incident  to  a  major  operation,  unless  such 
operation  be  not  merely  innocent  of  harmful  results  to  future 
gestation  and  labor,  but  yield  also  a  lifetime  service  to  the 
patient  in  not  permitting  a  return  of  the  displacement  after 
subsequent  parturition. 
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2.  The  one  only  operation  which  has  been  proved  to  stand 
this  double  test  of  pregnancy,  practically  without  exception,  in 
a  large  number  of  cases,  and  to  yield  the  more  ideal  results 
which  this  test  implies,  is  that  in  which  the  round  ligaments  of 
the  uterus  are  correctly  traced,  liberated,  shortened,  and 
anchored  in  an  anatomically  correct  and  thorough  manner  via 
their  natural  channels  from  without  (not  the  operation  or 
technique  of  Alexander,  Kellog,  or  Longyear).  This  operation 
has  no  real  competitor,  ten  operators  alone  having  eighty  cases 
which  have  passed  the  crucial  test  of  subsequent  normal  preg- 
nancy without  a  return  of  displacement  of  the  uterus  in  any, 
except  two  cases  in  which  it  was  to  be  expected  for  good  reasons. 
But  a  beginning  in  this  the  right  direction  was  made  by 
Wertheim  (Vienna),  who,  after  shortening  round  ligaments  via 
the  vagina,  had  seven  out  of  eight  cases  pass  the  crucial  test  suc- 
cessfully, but  he  had  20.7  per  cent  of  recurrences  of  displace- 
ments otherwise  independent  of  pregnancy;  and  the  tenfold 
greater  number  of  ventrosuspension  operators  have  recorded 
only  an  aggregate  of  seven  cases  of  this  kind,  examined  after 
subsequent  mature  delivery,  and  four  of  them  are  failures. 

3.  The  reason  why  the  round  ligaments  of  the  uterus  only, 
and  none  of  the  improvised  artificial  ligaments,  can  render  the 
required  service  is  because,  while  the  latter  can  stretch  to  ac- 
commodate the  maturely  pregnant  uterus,  they  cannot  retract, 
but  must  remain  long  and  therefore  useless  after  labor ;  and  that 
these  idle  pathological  bands  are  not  innocent  is  shown  by  at 
least  fifteen  cases  of  ileus,  usually  fatal,  that  were  directly 
caused  by  those  bands.  The  round  ligaments,  on  the  contrary, 
being  a  part  of  the  muscular  apparatus  of  the  uterus  itself,  not 
only  grow  with  it  during  every  gestation,  so  that  they  become 
palpable  through  the  abdominal  wall  at  term,  but  they  also 
undergo  involution  with  the  uterus  after  labor  and  thus  resume 
their  former  function.  Several  German  observers  have  noted 
that  when  normal  gestation  and  delivery  follows  in  a  case  of 
inguinal  shortening  of  the  round  ligaments,  they  become  rather 
shorter  and  stronger,  probably  through  the  incidental  muscular 
activity  (Arbeitshypertrophie);  and  observation  of  my  eleven 
cases  of  that  kind  tends  to  confirm  that  opinion. 

4.  The  reasons  for  choosing  the  inguinal  route,  specifically,  to 
operate  upon  these  ligaments,  are  that  their  weakest  spots,  where 
the  stretching  occurs,  are  at  their  insertion  in  the  abdominal 
wall,  where  they  are  often  very  slender  and  soon  become  frayed 
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out  in  the  inguinal  canals.  A  useful  shortening  of  these  liga- 
ments, one  that  at  the  same  time  strengthens  them,  implies  an 
elimination  of  these  weakest  portions,  and  that  can  be  done  only 
by  the  inguinal  canals  from  without;  because  the  vulnerable 
parts  are  not  accessible  via  the  vaginal  and  ventral  routes,  and 
all  shortening  of  these  ligaments  by  doubling-up  of  their  thicker 
and  proximal  portions  is  both  irrational  and  unstable. 

5.  The  greatly  superior  results  of  this  operation  indicate  that 
it  should  be  chosen  not  merely  for  the  small  number  of  unim- 
portant cases  of  uncomplicated  retroversion,  but  that  the  much 
larger  number  of  aseptic  cases  with  adhesions  or  degenerate 
conditions  of  the  appendages  should  also  be  given  the  benefit  of 
this  procedure.  For  there  is  a  large  class  of  retroversions 
with  complications  which  are  the  result  of  an  inflammatory  pro- 

■  cess  in  which  the  infectious  agent  has  died  out.  Adhesions  thus 
resulting  are  commonly  liberated,  by  all  considerate  operators, 
through  a  small  incision  by  touch  alone,  without  sight,  by  both 
the  vaginal  and  ventral  routes.  After  the  adnexa  have  been 
thus  liberated  by  those  routes,  they  are  drawn  near  to  or  into 
the  entrance  wound,  if  necessary,  and  inspected,  resected,  or  re- 
moved. The  same  thing  can  be  done  as  intelligently  and  thor- 
oughly by  bi-inguinal  celiotomy  via  the  inguinal  canals  and  the 
dilated  lateral  femoral  rings,  without  cutting  any  tissues,  aside 
from  the  skin  and  subcutaneous  fat  down  to  the  aponeurosis  of 
the  external  abdominal  oblique  muscle.  These  inguinal  rings 
are  readily  found  by  following  the  round  ligaments,  and  they 
usually  admit  one  finger  very  readily  and  can  be  stretched 
enough  for  two  fingers.  But,  as  the  normal  location  of  the  ovarv 
and  ampulla  of  the  tube  beneath  or  back  of  it  is  nearly  on  a 
line  running  directly  backward  from  the  ring  and  not  far  from 
it,  it  is  clear  that  the  respective  ovary  and  tube  can  be  drawn  into 
a  smaller  opening  and  treated,  in  that  part  of  the  abdominal 
wall,  than  would  be  required  near  the  linea  alba  or  via  the 
vagina  to  make  the  same  organs  equally  accessible  for  the  same 
treatment. 

6.  Introduction  of  an  index  finger  through  the  lateral  inguinal 
ring  on  each  side  should  be  practised  as  an  important  supple- 
mentary act  in  connection  with  every  so-called  Alexander  opera- 
tion, in  all  supposedly  simple  cases:  (a)  To  detect  obscure  ad- 
hesions of  appendages,  chiefly,  that  were  not  discovered  previ- 
ously. (&)  To  find  out  degenerate  conditions  of  these  parts, 
such  as  closed  tubes,  follicle  cysts,  or  cirrhotic  portions  of  ovaries. 
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which  cannot  be  certainly  recognized  by  bimanual  palpation. 
and  which  if  not  corrected  would  greatly  reduce  the  good  which 
the  operation  might  otherwise  have  done,  (c)  To  be  able  to 
know  whether  the  round  ligament  in  each  wound  lias  been  suf- 
atly  liberated  from  the  broad  ligament,  so  that  traction  upon 
it  imparts  a  direct  forward  impulse  to  the  fundus  uteri  or  pulls 
upon  the  broad  ligament  at  a  variable  distance  from  the  uterus, 
without  directly  influencing  the  latter  at  all.  The  latter  condi- 
tion is  the  case  in  about  every  fourth  or  fifth  individual  wound, 
even  in  simple  uncomplicated  retroversions  after  the  round  liga- 
ment has  been  apparently  drawn  out  as  far  as  it  can  be  made  to 
come  by  extraperitoneal  traction  and  dissection.  It  is  clear  that 
by  merely  pulling  upon  the  broad  ligament  at  some  distance  away 
from  the  uterus,  the  shortened  round  ligament  cannot  very  well 
prevent  a  return  of  retroversion  when  the  fundus  uteri  is  heavy 
or  is  bent  over  backward.  It  is  only  by  introducing  the  index 
finger  through  the  ring  against  the  uterus  and  then  pulling  upon 
the  round  ligament  that  this  condition  can  be  detected,  and  also 
corrected  by  carefully  freeing  the  round  ligament  sufficiently 
from  the  broad  ligament  and  then  testing  again,  so  that  thorough 
work  and  not  merely  a  blind  sham  may  be  produced — such  as 
has  resulted  in  very  discreditable  recurrences  of  retroversion  in 
cases  treated  upon  the  ephemeral  design  and  shallow  technique 
that  are  advocated  and  practised  on  this  subject  by  Kellog  and 
a  few  others.  In  a  thorough  operation  the  round  ligaments  are 
given  a  most  positive  and  useful  function  by  being  thus  really 
shortened  (with  the  incidental  elimination  of  their  useless  weaker 
portion)  and  by  being  changed  in  their  course  from  a  more 
lateral  to  a  nearly  forward  direction.  Whether  they  have  previ- 
ously had  or  have  exercised  any  similar  function  or  not  in  any 
given  case  is  of  no  significance  whatsoever.  The  supervention  of 
hernia  is  positively  prevented  by  the  application  of  a  reasonable 
degree  of  care  and  common  sense  to  the  abundance  of  normal 
tissues  which  are  always  available  for  the  very  freest  use  to 
that  end. 

Technique. — An  incision  varying  from  five  to  seven  centi- 
metres in  length,  according  to  the  amount  of  adipose  tissue,  is 
made  one  centimetre  above  and  parallel  toPoupart's  ligament, be- 
ginning near  to  the  pubic  spine,  and  down  to  but  never  into  the 
aponeurosis  of  the  external  abdominal  oblique  muscle.  The 
median  or  superficial  inguinal  ring  is  very  carefully  exposed, 
best  by  rubbing  with  a  gauze  sponge  toward  the  median  line. 
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Sometimes  this  ring  is  obscure  and  other  similar  and  adjacent 
triangular  clefts  in  the  aponeurosis,  emitting  vessels  and  nerves, 
are  easily  mistaken  for  it.  When  this  occurs  it  is  a  particular 
misfortune,  because  the  correct  or  actual  ring,  and  particularly 
the  bunch  of  fat  protruding  from  it  mostly  in  conjunction  with 
the  ileo-inguinal  nerve,  practically  always  contains  the  terminal 
portions  of  the  round  ligament  and  should  be  carefully  caught  in 
a  small  forceps.  With  or  without  cutting  a  few  crossing  fibres 
at  the  lateral  acute  angle  of  this  ring,  the  aponeurosis  is  split" 
from  that  angle  outward  about  four  to  five  centimetres,  entirely 
without  cutting,  and  its  edges  are  held  apart,  together  with 
those  of  the  superficial  tissues,  by  retractors.  From  the  floor  of 
the  inguinal  canal  thus  exposed,  the  round  ligament  is  gathered 
up,  beginning  with  the  bunch  of  fat  caught  in  the  forceps.  It  is 
seen  first  as  a  slender  band  of  muscle  tissue  containing  some 
vessels.  Further  inward,  nearer  the  peritoneal  investment,  it 
usually  has  a  slender  tendinous  appearance,  especially  when 
drawn  upon.  Its  attachments  to  the  internal  oblique  and 
transversalis  muscles  are  severed  very  carefully  until  the  apex 
of  the  peritoneal  investment  appears  drawn  up  into  the  wound. 
This  it  is  best  to  incise  on  the  lateral  side,  not  too  near  the  liga- 
ment, with  scissors,  in  order  to  obtain  clean-cut  edges  into  the 
peritoneum  for  the  finger  to  follow,  which  otherwise  easily  passes 
in  between  the  layers  of  the  broad  ligament  instead  of  into  the 
peritoneal  cavity.  With  the  ligament  constantly  drawn  upon, 
the  peritoneum  (broad  ligament)  is  now,  by  cutting  and  by 
traction,  severed  from  the  round  ligament  at  a  variable  distance 
from  it,  so  as  to  leave  a  strip  of  the  most  firmly  attached 
peritoneum  to  reinforce  the  round  ligament,  which  in  that 
manner  can  always  be  developed  strongly  enough  to  serve  the  de- 
sired purpose.  An  index  finger  is  now  inserted  into  the  poste- 
rior cul-de-sac  to  sever  adhesions  of  the  uterus  whenever  there 
are  any.  And  from  there  it  is  passed  along  the  upper  or  pos- 
terior surface  of  the  broad  ligament,  and  behind  the  ovarian 
ligament  and  the  tube  outward,  until  the  ovary  and  ampulla  of 
the  tube  are  reached  and  liberated  from  adhesions  which  occur 
there  chiefly.  Both  uterus,  and  tube  and  ovary  of  one  side  at 
least,  being  now  free,  come  forward  readily ;  the  tube  appears  in 
the  wound  almost  voluntarily,  and,  after  drawing  out  its  end, 
the  ovary  usually  follows  soon.  Rarely  its  attachments  will  re- 
quire to  be  drawn  upon,  or  the  ring  to  be  stretched  a  little,  in 
order  to  allow  the  ovary  to  pass  out;  and  when  it  tends  to  slip 
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back  it  is  readily  held  by  a  curved  pedicle  forceps  caught  upon 
the  tendinous  utero-ovarian  ligament.  Enucleation  of  the 
follicle  cysts,  or  resection  of  the  ovary,  or  salpingostomy,  is 
then  more  conveniently  performed  than  from  any  other  ap- 
proach to  the  parts,1  and  when  their  joint  lateral  support  allows 
them  to  hang  too  low  it  will  also  allow  them  to  advance  equally 
far  out  of  the  wound,  and  can  be  shortened  by  uniting  the  edge 
of  the  web  that  extends  from  the  ovary  toward  the  end  of  the 
tube,  at  about  its  middle,  by  one  or  two  silk  sutures  to  the  side 
or  edge  of  the  infundibulo-pelvic  ligament  where  this  emerges 
from  the  wound  while  stretched. 

Each  wound  is  closed  carefully  in  four  layers  of  sutures  and 
after  the  general  plan  of  the  Bassini  hernia  operation.  The  first 
layer  consists  of  a  pursestring  suture  that  catches  the  edge  of 
the  round  ligament  drawn  out  ad  maximum  and  the  edges  of  the 
ring  with  the  peritoneum.  The  second  tier  of  sutures  is  the  most 
important  of  all.  In  it  the  internal  oblique  and  transversalis 
muscles  are  in  part  drawn  down  into  the  inguinal  canal  and 
sutured  to  the  posterior  surface  of  Poupart's  ligament,  and  the 
round  ligament  is  sandwiched  in  between  these  two,  for  a  dis- 
tance of  four  to  six  centimetres,  by  the  same  sutures.  To  do 
this  the  posterior  surface  of  Poupart's  ligament  is  made  acces- 
sible for  this  suturing  by  turning  the  lower  edge  of  the  split 
wound  in  the  aponeurosis  of  the  external  oblique  muscle  down, 
or  down  and  forward,  by  means  of  a  broad-mouthed  pedicle 
forceps.  A  continuous  double  thread  is  used  in  this  important 
layer,  and  before  the  round  ligament  itself  is  caught  two  or  three 
good  rolls  of  muscle,  from  the  muscles  mentioned,  are  drawn 
down  over  the  closed  ring  and  anchored  laterally  from  the  round 
ligament.  After  that  the  round  ligament  is  caught  upon  the 
needle  in  the  four  to  six  succeeding  stitches,  but  never  without  a 
good  roll  of  vascular  and  elastic  muscle  tissue  being  first  hooked 
upon  the  needle  to  prevent  excessive  constriction  of  the  ligament. 
At  about  every  second  stitch  the  needle  is  passed  under  the  thread 
to  prevent  unfastening  and  to  secure  even  tension.  Thus  three 
important  things  are  secured  in  this  layer  of  sutures:  (1)  firm 
closure  of  the  inguinal  canal;  (2)  a  broad  attachment  of  the 
round  ligament  to  an  unyielding  fixation  point;  (3)  a  guarantee 
against  cutting  off  the  necessary  circulation  in  the  ligament, 

1  For  my  indications  and  technique  of  salpingostomy  and  resection 
of  ovaries  see  Jour.  Amer.  Med.  Assoc,  August  24,  1901,  and  American 
Journal  of  Obstetrics,  vol.  xliv.,  No.  5,  1901,  and  vol.  xlvi.,  No.  4. 
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which  would  certainly  occur  if  the  ligament  were  caught  alone 
in  the  sutures.  The  third  tier  of  sutures  consists  simply  in 
coaptating  the  edges  of  the  aponeurosis,  formerly  split  open. 
These  fall  together  as  they  are  liberated,  and  demonstrate  nicely 
that  all  structures  which  have  a  holding  capacity  have  been  pre- 
served for  use  to  guard  against  hernia.  For  these  three  tiers  of 
buried  sutures  catgut  only  is  used.  In  the  fourth  layer  the  skin 
and  subcutaneous  fat  are  united  by  silkworm  gut,  either  continu- 
ously or  interruptedly.  Drainage  is  never  needed,  as  the  several 
tiers  of  sutures  are  united  to  each  other  enough  to  prevent  ac- 
cumulation of  serum  or  blood  between  them. 

Cases. — The  present  collection  of  my  cases  of  1900  and  1901 
not  heretofore  reported  comprise  34  which  could  be  traced,  and 
have  each  been  carefully  examined  by  myself  or  by  one  of  three 
other  gynecologists.  Seven  cases  were  not  available  for  examina- 
tion, and  they  have  been  therefore  omitted  entirely,  although  4 
of  them  are  known  to  be  in  good  health.  The  dates  of  operation 
and  examination  are  given,  together  with  the  anatomical  findings 
at  both  times  in  each  case,  and  the  subjective  status.  The  aver- 
age length  of  time  between  operation  and  examination  is  16f 
months.  Of  these  34  cases,  9  presented  adhesions  of  both  uterus 
and  ovaries,  and  11  others  had  such  of  the  adnexa  alone  of  one  or 
both  sides.  In  two  cases  of  severe  fixation  two  fingers  were  intro- 
duced on  one  side,  and  in  one  of  these  a  thick  curved  dilating 
sound  was  introduced  into  the  uterus  to  steady  it  during  its  liber- 
ation. In  10  cases  both  ovaries  were  resected.  In  12  others  the 
right  ovary  was  resected  and  the  left  one  removed  along  with  the 
tube.  Resection  of  the  left  ovary  and  removal  of  the  right  one 
was  done  in  3  cases.  Resection  of  the  right  ovary  alone  was 
done  in  3  cases,  and  removal  of  the  right  ovary  alone  in  2 
casts:  while  removal  of  the  left  one  alone  occurred  once.  Sus- 
pension of  one  ovary  was  made  once  and  of  both  ovaries  also 
once.  Salpingostomy  was  performed  on  one  tube  in  two  in- 
stances, and  on  both  tubes  in  one  case.  There  was  not  one 
simple  case,  uncomplicated  by  either  adhesions  or  degenerate 
conditions  in  adnexa,  that  did  not  require  intraperitoneal  treat- 
ment. The  Schroder  operation  for  pathologic  cervix  was  per- 
formed in  5  cases  and  the  Emmet  operation  once.  My  intra- 
pelvic,  infravaginal  perineorrhaphy  was  performed  in  10  cases, 
and  hemorrhoids  were  removed  by  thermo-cautery  twice.  In 
one  ease  a  small  parovarian  cyst  was  extirpated  through  the 
dilated    inguinal    ring    without    difficultv.      Among    these    34 
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patients  no  childbirth  has  occurred  during  the  period  of  time 
they  have  so  far  been  observed:  9  were  single  and  remained  so 
at  the  time  of  the  reviewing  examination.  Of  these  34  patients, 
2!)  are  now  in  good  pelvic  and  general  health,  but  in  two  of  them 
hysterectomy  lias  been  performed  because  of  insufficient  relief 
afforded  by  the  previous  conservative  operation.  Two  others 
required  intrauterine  irrigation,  iodine  and  local  galvanic  treat- 
ment of  tender  ovaries,  before  getting  well.  The  remaining  7 
rases  are  able  to  attend  to  their  regular  duties  most  of  the  time. 
hut  are  somewhat  ailing,  some  of  them  from  endometritis,  due 
in  3  cases  to  a  reinfection,  others  from  chronic  parametritis  and 
one  from  renal  insufficiency. 

I  have  heretofore  made  a  report,  similar  to  this  one,  of  49 
eases  before  the  International  Congress  of  Obstetricians  and 
Gynecologists  at  Amsterdam  in  1899, 1  and  of  22  cases  before  the 
meeting  of  this  Association  at  Louisville,  Ky.,  in  1900.2  In  this 
aggregation  of  105  cases  one  death  has  occurred  thai  is  ascrib- 
able  to  the  bi-inguinal  operation.  In  one  single  instance  a  re- 
Turn  of  retroversion  was  found  of  sufficient  degree  to  require  the 
use  of  a  pessary.  This  has  never  been  advised  in  any  other 
ease  after  the  operation.  No  Ik  ruin  occurred  in  any  case,  aside 
from  a  weakness  or  predisposition  to  one  in  one  case  that  slid 
down  an  entire  icy  stairway  on  her  buttocks  five  weeks  after 
operation. 

The  operation  has  certainly  been  innocent  of  unfavorable 
effects  upon  gestation  and  labor.  Seventeen  cases  of  conception 
are  known  to  me  among  my  cases.  Only  four  abortions  have 
become  known  in  these  105  cases  during  the  time  they  were 
under  observation,  and  three  of  these  were  confessedly  induced, 
Leaving  only  one  as  spontaneous.  Eleven  cases  went  to  term 
normally,  and  all  had  normal  deliveries,  except  one  with  a 
breeeh  presentation.  In  every  one  of  these  a  uterus  well  in- 
voluted and  in  pronounced  anteversion  was  retained.  Two  other 
■  •ases  are  near  the  end  of  an  uneventful  gestation  period. 

519  Cleveland  avenue. 

'American  Joir.val  of  Obstetrics,  vol.  xlii.,  No.  5,  1900. 
2Ibid.,  vol.  xlii.,  No.  5,  1900. 
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Case  number.    Age. 
Para  (?).    Occupation. 


1.  24  years.  Nulli- 
para and  abortion 
Laboringhousewife. 


,    33  years  old.    Mul- 
tipara.    Widow. 
Runs  grocery  store. 


Anatomical  diagnosis  at  time  of 
operation. 


3.    22  years  old.    Mul- 
tipara.    Barber's 
wife. 


35  years  old.    Sin- 
gle.   Nullipara. 
Dressmaker. 


5.  Age  24  years. 
Multipara.  Work- 
ing housewife. 


Age  35  years. 
Multipara.  Work- 
ing housewife. 


Puerperal  endometritis  and 
metritis.  Mobile  retrover- 
sion. Large  cystic  de- 
scended ovaries. 


Metritic.  retroverted  ute- 
rus. Both  ovaries  cystic. 
Right  hydrosalpinx.  All 
densely  adherent.  Lacer- 
ated perineum. 


Retroverted,  metritic  uterus. 
Multicystic  adherent  ova- 
ries. 


Extreme  retroversion.  Mov- 
able cystic  and  cirrhotic 
ovaries  markedly  descend- 
ed.    Endometritis 


Operations  performed  in  addition 
to  shortening  and  anchoring  the 
round  ligaments  via  the  inguinal 
canals.    Date  of  same. 


January  18,  1900.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Resection  of 
both  ovaries. 


January  19,  1900.  Curette- 
ment.  Intrapelvic,  infra- 
vaginal  perineorrhaphy. 
Bilateral  inguinal  celioto- 
my. Liberation  of  uterus 
and  left  adnexa.  Removal 
of  right  ovary.  Resection 
of  left  ovary. 


February  1,  1900.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Liberation  and 
resection  of  both  ovaries. 


April  9,  1900.  Curettement. 
Bilateral  inguinal  celioto- 
my. Removal  of  left 
ovary.  Resection  of  right 
ovary. 


Mobile  retroversion.     Endo-  April  12,  1900.  Curettement. 
metritis.     Cystic    ovaries.      Bilateral  inguinal  celioto- 
my.    Removal  of  left  ova- 
ry and  tube.    Resection  and 
liberation  of  right  ovary. 


Adnexa  adherent. 


Severely  adherent  and  me-  April  17,  1 900.  Curettement. 

Bilateral  inguinal  celioto- 
my. Difficult  but  com- 
plete liberation  of  uterus 
and  appendages,  assisted 
by  thick,  curved  sound  in 
the  uterus  and  use  of  two 
fingers  in  one  of  the  in- 
guinal wounds.  Removal 
of  right  ovary  and  tube. 


tritic  uterus.  Ovaries 
walled  over  by  extensive 
adhesions  to  rectum  and 
cul-de-sac. 
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Nature  of  convalescence 
after  operation. 


Uneventful.  Com- 
plete primary 
union. 


Normal,  and  primary 
union  complete. 


iDate  of  last  examina- 
tion.       Position     and 

I  condition  of  pelvic  or- 
Kans.  objectively  con- 
sidered. 


Some  temperature, 
but  otherwise  nor- 
mal. Primary 
union. 


August  6,  1902. 
U  terus  and  ovaries 
in  good  normal 
position,  but  endo- 
metritis and  dys- 
menorrhea since  a 
reinfection.  Cu- 
rettement  needed. 

August  17,  1902. 
Uterus  normally 
anteverted  and  in 
healthy  condition. 
Both  ovarian  re- 
gions negative  and 
painless.  Little  re- 
laxation of  pelvic 
floor,  drawing  cer- 
vix toward  vulva. 

August  15,  1902 
Normal  uterus 
and  adnexa  in 
ideal  position. 


Patient's  subjective 
condition,  and  treat- 
ment received. 


Other  concomitant 
disorders,  and  re- 
marks. 


Patient     suffering  Peculiar  ridges  of 
from  new    gon-      cicatricial      tis- 


orrheal  infec- 
tion and  rheu- 
matic condi- 
tions. 


Menses  normal, 
with  little  pain 
first  day.  Some 
dyspepsia.  Is 
strong  and 

working  hard  in 
her  own  grocery 
daily. 


Menses  normal 
and  painless. 
Great  gain  in 
weight  Gener- 
al health  very 
good.  Working 
hard. 


Smooth.        Complete  August       6,       1902  Menses  sometimes 
primary  union.  Uterus  and  ovary'     delayed         and 

in  condition.     No     then       profuse, 
pain.  General     health 

good.  Gained 
weight  from  117 
to  140  pounds. 


sues  in  line  of 
inguinal  scars, 
said  to  be  ten- 
der and  some- 
times painful. 


Uneventful. 
ry  union. 


Prima- 


With  considerable 
temperature  for 
several  days,  and 
slight  suppuration 
in  one  wound. 


August  10,  1902.  Menses  painless 
Ideal  condition  and  normal, 
and  position  of  all  General  health 
organs.  perfect 


January  31, 
Abdominal 
hysterectomy,  and 
with  removal  of 
left  pyosalpinx  and 
ovarian  abscess 
(free  pus)  on  ac- 
count of  a  reinfec- 
tion. Subsequent- 
ly vaginal  extir- 
pation of  broad- 
ligament  cyst. 


1901.  Patient  hadrecov- 
total  ered  fair  health 
previous  to  re- 
infection, and 
now  is  in  good 
health,  after 
third  operation. 


Patient  required 
several  intraute- 
rine applica- 
tions of  chlo- 
ride of  zinc  a 
couple  of 
months  after 
operation,  to 
control  menor- 
rhagia. 

Patient    also     re- 
ceived     several 
extrauterine  ap- 
plications of 
tincture  of 
iodine. 
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Case  number     Age. 
Para  (?).     Occupation. 


Operations  performed  in  addition 
Anatomical  diagnosis  at  time  of       to  shortening  and  anchoring  the 
operation.  |     round  ligaments  via  the  inguinal 

cauals.    Date  of  same. 


7.       Age      30     years  Mobile  retroversion,  with  se-  June  4,    1900.  Curettement. 


Illpara  -t-  two  abor 
tions      Laboring 
housewife. 


Age      24     years 
Virgin.     Nurse. 


vere  endometritis  Both 
ovaries  cystic  and  much 
descended.  Lacerated  pe- 
rineum. 


Bilateral  inguinal  celioto- 
my. Resection  of  both 
ovaries.  Intrapelvic,  in- 
fravaginal  perineorrha- 
phy- 


Extreme  retroversion  and  July  5,  1900.  Curettement 
endometritis.  Cystic  ova-  (without  cauterization), 
ries  Anemia  and  renal  Bilateral  inguinal  celioto- 
insufficiency.  my.  Resection  of  both  ova- 

ries, right  one  .slightly. 


9.  Age  38  years. 
Multipara.  Labor- 
er's wife. 


10.      Age    29      years. 
IV  para  +  one  abor- 
tion.    Working 
housewife. 


11.       Age    27    years 
Virgin.     Domestic. 


12.  Age  32  years. 
Vpara.  Working 
housewife. 


Adherent  retroversion.  En- 
dometritis. Left  ovary 
cirrhotic;  right  ovary  cys- 
tic.    Lacerated  perineum. 


Extreme  retroversion  mov- 
able. Endometritis.  Se- 
vere menorrhagia.  Right 
ovary  cystic  and  adherent 
with  tube;  left  ovary 
cirrhotic,  movable.  Lacer- 
ated perineum. 

Uterus  large;  in  marked  re- 
troversion; mobile.  Exco- 
riated external  os.  Left 
ovary  normal,  but  a  par- 
ovarian cyst  size  of  walnut 
near  it;  right  ovary  with 
corpus  luteum  and  other 
cysts. 

Subinvoluted,  large,  friable 
uterus  in  extreme  retro- 
version, mobile.  Left  ova- 
ry cirrhotic;  right  ovary 
with  large  corpus  luteum 
and  other  cysts. 


August  4.  1900.  Curette- 
ment. Bilateral  inguinal 
celiotomy.  Removal  of 
left  tube  and  ovary.  Re- 
section and  liberation  of 
right  ovary.  Intrapelvic. 
infravaginal  perineorrha- 
phy. 

September  24.  1900.  Curette- 
ment. Bilateral  inguinal 
celiotomy.  Left  ovary  and 
tube  removed,  right  ovary 
resected  and  liberated 
Intrapelvic.  infravaginal 
perineorrhaphy. 

September  24,  1900.  Curette- 
ment. Bilateral  inguinal 
celiotomy.  Resection  of 
right  ovary.  Removal  of 
left  parovarian  cyst. 


October  9.  1900.  Curette- 
ment Bilateral  inguinal 
celiotomy.  Removal  of 
left  ovary  and  tube.  Re- 
section of  right  ovary. 


COMPLICATED    RETROVERSIONS    OF    THE    ITKKl'S. 
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Nature  of  convalescence 
after  operation. 


Date  of  last  examina 
tion.  Position  and 
condition  of  pelvic  or- 
gans, objectively  con 
sidered. 


Primary    union,    but 
much  nervousness 


Primary  union,  but 
some  temperature. 
Much  spinal  and 
occipital  pain,  and 
later  hysterical 
symptoms. 


August  6,  1902 
Uterus  and  ova- 
ries in  good  posi- 
tion; the  latter 
normal  and  pain 
less,  but  uterus 
large  and  tender 

June  1, 1902.  Uterus 
and  ovaries  in 
normal  position, 
but  uterus  and 
left  ovary  quite 
tender. 


Patient's  subjective  Other  concomitant 
condition,  and  treat-  disorders,  and  re- 
ment  received.  marks. 


Menses        painful 
and     excessive. 
Curettement 
needed. 


Menses  excessive 
with  pain  in  left 
ovary.  Leucor- 
rhea  constantly. 
Needs  another 
curettement. 


Stitch  abscess  on  one  July  30,  1902.   Posi-  Amenorrhea  since 
wound.    Otherwise     tion  and  condition     last  six  months. 


normal  recovery. 


of     uterus     ideal. 
Adnexa  sensitive. 


General  health 
excellent,  and 
working  hard. 


Hysterical  first  day.  July  30,  1902.  Posi-  Menses  scant  but 
Afebrile  course,  tion  and  condition  painless.  Corn- 
Perfect  primary  of  ovaries  very'  plains  of  general 
union.  good        Perineum     nervousness. 

a     little      relaxed 

again. 


Has  also  some 
dyspepsia,  ane- 
mia, and  neu- 
rasthenic status. 


Has  decided  renal 
insufficiency, 
with  severe  pe- 
riodical head- 
aches and  faint- 
ing spells,  but 
has  gained  in 
weight  and 

works  hard  as 
trained  nurse 
most  of  time. 


Normal, 
union. 


Primary 


Uneventful 
nineteenth 
Patient  sat  up  and 
walked.  Felt  sud- 
den pain  in  pelvis: 
fainted,  and  slight 
chill.  Pulse  rapid 
and  temperature 
102°.  Painful  swell- 
ing and  induration . 
deep  in  both 
wounds,  from  sec- 
ondary hemorrhage 
from  some  stump. 
Wounds  opened, 
and  healing  by 
granulation.  An- 
teversion  of  uterus 
retained. 


August  4,  1902.  Nor- 
mal position  and 
condition  of  ute- 
rus and  adnexa. 


until  May   11,    1901.   Nor- 
day.j     mal  position    and 
condition  of  right 
ovary.    No  tender- 
ness. 


Occasional  inter 
costal  neuralgia. 
Menses  scant 
but  painless 
Gain  in  flesh 
Good  general 
health. 

Some  occasional 
pain  and  tender- 
ness on  left  side 
from  stump  of 
removed  ad- 
nexa. Great  im 
provement  in 
general  nutri 
tion.  Menses 

three    days  and 
normal. 
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Cass  number.    Age. 
Para  (?).     Occupation. 


Anatomical  diagnosis  at  time  of 
operation. 


13.      Age     20     years. 
Virgin.     Domestic. 


14.  Age  33  years. 
Nullipara.  Dress- 
maker. 


15.      Age     37     years. 
Illpara  •+-  five  abor- 
tions.   Working 
housewife. 


Operations  performed  in  addition 
to  shortening  and  anchoring  the 
round  ligaments  via  the  inguinal 
canals.    Date  of  same. 


Small  catarrhal  uterus  in 
mobile  retroversion.  Nar- 
row, contracted  vagina. 
Left  ovary  large,  cystic, 
and  adherent;  very  low 
down.  Compression  ex- 
cites her.  Constant  lum- 
bar and  sciatic  pain 

Extreme  retroversion,  mov- 
able. Catarrhal  endome- 
tritis. Left  ovar}r  cirrho- 
tic: right  ovary  follicular 
cystic.  Neurasthenic.  Se- 
verely hysterical.  Drug 
habit. 

Severely  metritic  uterus 
extremely  retroverted 
Right  ovary  cystic;  left 
ovary  cirrhotic  Lacerat- 
ed perineum. 

Cf.  "  treatment  received  " 
column. 


16.       Age     24    years. 
Ilpara  4-  two  abor- 
tions.    Working 
housewife. 


17.  Age  36  years 
Ipara.  Lady  house- 
wife. 


October  20,  1900.  Curette- 
ment.  Bilateral  inguinal 
celiotomy  Resection  of 
both  ovaries  after  libera- 
tion of  left  ovary. 


November  11,  1900.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Removal  of 
left  ovary  and  tube.  Re- 
section of  right  ovary. 
Round  ligaments  firmly 
held  in  broad  ligaments 

December  11,  1900.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Removal  of 
left  tube  and  ovary.  Re- 
section of  right  ovary.  In- 
trapelvic, infravaginal 
perineorrhaphy. 


18.   .  Age     20     years. 
Virgin.     Schoolgirl. 


Metritic,  retroverted  uterus. 
Left  ovary  cirrhotic,  de-| 
scended,  very  adherent 
and  tender;  right  ovary 
cystic.  Lacerated  peri- 
neum. Valvular  heart 
lesions. 

Large  metritic  uterus,  ex- 
tremely retroflexed  and 
severely  adherent,  along 
with  extremely  descended 
right  ovary  and  ampulla 
of  tube  against  cervix. 
Right  ovary  composed  of 
serous  and  bloody  cysts 
chiefly.  Left  tube  and 
ovary  also  adherent  and 
cirrhotic.  Lacerated  peri- 
neum- 

Extremely  retroverted  ute 
rus,  movable.  Descended 
cystic  left  ovary.  Hema- 
toma of  right  ovary,  size 
of  hen's  egg.  Catarrhal 
endometritis 


January  12,  1901.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Removal  of 
left  tube  and  ovary.  Re- 
section of  right  ovary. 
Intrapelvic,  infravaginal 
perineorrhaphy. 

February  4,  1901.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Difficult  but 
perfect  freeing  of  uterus 
and  appendages.  Removal 
of  right  tube  and  ovary. 
Inspection  of  left  ovary 
and  tube.  Intrapelvic,  in- 
fravaginal perineorrha- 
phy. 


March  1,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Resection  of  both 
ovaries  and  suspension  of 
right  ovary. 


COMPLICATED    RETROVERSIONS    OF    THE   UTERUS. 
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Nature  of  convalescence 
after  operation. 


Smooth, 
union. 


Primary 


Afebrile.  Primary 
union.  Some  ner- 
vousness. 


Afebrile.  Perfect 

primary  union. 

Little  bladder  irri- 
tation. 


Date  of  last  examina- 
tion. Position  and 
condition  of  pelvic  or- 
gans, objectively  con- 
sidered. 


August  18,  1902 
(Dr.  R.  N.  Rice  ) 
Uterus  antevert- 
ed.  Some  tender- 
ness on  left  side. 


Patient's  subjective 
condition,  and  treat- 
ment received. 


Complete  primary 
union.  Some  bron- 
chitis. 


Afebrile  course.  Per- 
fect primary  union. 
Was  up  in  twelve 
days  and  home  in 
seventeen  days. 


May  21,  1902.  Uterus 
still  large  and  ten- 
der. Right  ovary 
tender.  Both  in 
very  good  position. 
Marked  •  tender- 
ness of  left  stumps 

July  29,  1902.  Large 
metritic,      tender 
uterus     in      com 
plete  anteversion 
not        descended 
Ovary  negative. 


Menses  scant, 

with  some  dys- 
menorrhea. 
General    health 
good. 


Primary  union.  Afe- 
brile, but  much 
nervousness. 


September  12,  1902 
Uterus  and  ova- 
ries in  good  con- 
dition, aside  from 
a  little  cervical 
catarrh. 

August      12,      1902 
(Dr.  Barnard.) 

Normal  position 
and  condition  of 
uterus  and  ovary. 


July  25,  1902.  Posi- 
tion and  condition 
of  organs  ideal. 


Complains  of  pain 
there.  Has  con- 
tinued former 
drug  habits.  Is 
markedly  hys- 
terical and  neu- 
rasthenic 

Excessive  menses, 
with  pain  in  ute- 
rus. Much  in- 
tercostal neural- 
gia and  parox 
ysms  of  pain  in 
region  of  solar 
plexus,  but  has 
gained  in 
weight.  Patient 
had  elsewhere 
curettement  and 
trachelorrhaphy 
five  months  pre 
viously  without 
noticeable  ben 
efit. 

Nervousness  at 
menstrual  peri 
ods.  General 
health  good. 


Menses  regular 
and  painless. 
Leucorrhea  at 
times.  No  other 
symptoms. 
Good  general 
health  and  in- 
crease in 
weight. 


Menses  two  days; 
painless.  Gene- 
ral health  good. 


Other  concomitan- 
disorders,  and  ret 
marks. 


Abdominal     total 
hysterectomy. 
Drug  habit 

stopped  in  hos- 
pital, and  sub- 
jectively well 
when  dismissed. 


But  was  feeble 
and  quite  hys- 
terical for  a 
year  after  ope- 
ration. 
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Case  number.    Age. 
Para  ( ?).     Occupation. 


19.      Age 
Ipara. 
wife. 


30     years. 
Teamster's 


20.      Age     31     years. 
Ipara.     Barber's 
wife. 


21.  Age  19  years 
Virgin.  Telephone 
operator. 


22.      Age     22     years. 
Virgin.     Domestic. 


Anatomical  diagnosis  at  time  of 
operation. 


Operations  performed  in  addition 
to  shortening  and  anchoring  the 
round  ligaments  via  the  inguinal 
canals.    Date  of  same. 


Endometritis  and  metritis. 
Uterus  retroverted  and 
very  tender.  Right  ovary 
enlarged,  descended  and 
cystic;  left  ovary  cirrhotic. 
Pathological  cervix. 

Adherent,  retroverted,  me- 
tritic  uterus,  with  patho- 
logic laceration  of  cervix. 
Right  ovary  cystic,  tender, 
and  painful;  left  ovary 
less  so.     Hemorrhoids. 


Extreme  retroversion.  Mov- 
able catarrhal  cervix. 
Cystic,  descended,  and  ten- 
der ovaries. 


Catarrhal  endometritis. 
Movable  retroversion. 
Left  subacute  salpingitis 
and  ovaritis.  Parts  very 
adherent. 


March  4,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Removal  of  left 
ovary.  Resection  of  right 
ovary.  Schroder  cervix 
amputation. 

April  3,  1901.  Curettement. 
Schroder  cervix  amputa- 
tion Bilateral  inguinal 
celiotomy.  Liberation  of 
uterus.  Removal  of  right 
ovary  and  tube  Resec- 
tion of  left  ovary.  Re- 
moved three  hemorrhoids 
by  cautery. 


April  15,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Resection  of  both 
ovaries. 


April  20,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Removal  of  left  tube 
and  ovary  with  difficulty. 
Parts  extremely  adherent. 


i  (IMPLICATED    RETROVERSIONS    OF    THE    UTERUS. 
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Date   of    last    examina- 
tion       Position      and  Patient's      subjective  Other        concomitant 
condition  of  pelvic  or-     condition,  and  treat-      disorders,    and     re- 
gans,  objectively   eon       ruent  received.  marks, 

sidered. 


Nature  of  convalescence 
after  operation. 


Extremely       smooth 
course.  Perfect 

primary  union. 


Afebrile  course. 
Complete    primary 
union. 


Afebrile  after  twen- 
ty-four hours. 
Primary  union 
throughout.     Al- 
most no  pain. 


Patient  in  good  con- 
dition four  and  a 
half  hours,  then 
signs  of  internal 
hemorrhage.  Sec- 
ondary laparatomy. 
Evacuated  much 
blood.  Clamped 
bleeding  left  broad 
ligament  and  ligat- 
ed  same  by  mass 
sutures,  stopping 
hemorrhage.  Pa- 
tient rallied  upon 
much  stimulation, 
but  pulse  and  tem- 
perature rose  rapid- 
ly until  death  oc- 
curred, twenty 
hours  after  opera- 
tion, as  from  acute 
sepsis.  Bleeding 
occurred  from  slip- 
ping of  ligature 
from  stump,  owing 
to  inclusion  |of  tis- 
sues from  parietal 
wound  in  the  liga- 
ture of  stump. 


September  6,  1902 
Uterus  reduced  in 
size,  not  tender. 
In  excellent  posi- 
tion. Adnexa 
negative. 

September  1,  1902. 
Uterus  in  good 
position,  and  now 
also  small  and  not 
tender.  Left  re- 
sected ovary  like- 
wise. 


August  8,  1902.  Ute- 
rus and  ovaries  in 
excellent  position 
and  normal  con- 
dition physically. 


Menses  normal 
and  painless 
Best  of  general 
health.  Gained 
much  in  weight. 

Is  now  in  good 
health,  but  was 
treated  for  lin- 
gering metritis 
and  persistent 
tenderness  of 
left  ovary  and 
parametritis  for 
six  months  with 
galvanism,  mas 
sage,  and  glyce 
rin  tamponade. 

Occasional  pain  in 
left  ovarian  re- 
gion during  her 
constant  sitting 
employment  at 
telephone. 
Menses  normal, 
general  health 
good. 
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Case  number.    Age. 
Para(?).     Occupation. 


Anatomical  diagnosis  at  time  of 
operation. 


23.  Age  23  years.  Mobile  retroversion  and  de- 
Virgin.  Seamstress,  scensus  of  uterus  Large 
cystic  ovaries.  Endome- 
tritis. Dyspeptic,  emaci- 
ated, and  nervous.  Severe 
dysmenorrhea. 


24.      Age     30     years 
Ilpara  +  one  abor- 
tion .     Laborer's 
wife. 


25.      Age     35     years. 
Ipara.     Housewife. 


26.  Age  22  years, 
Nullipara.  Labor- 
ing housewife. 


Operations  performed  in  addition 
to  shortening  and  anchoring  the 
round  ligaments  via  the  inguinal 
canals.    Date  of  same. 


April  28,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Resection  of  both 
ovaries. 


27.      Age     34     years. 
Ilpara  +   two  abor 
tions.     Widow. 
Washwoman. 


28.  Age  36  years. 
Ipara  -4-  two  abor- 
tions.   Housewife. 


Endometritis.  Uterus  retro- 
verted  and  retracted.  Ad- 
nexa  adherent.  Lacerat- 
ed perineum. 


Mobile  retroversion.  Metri- 
tis. Pathologic  cervix. 
Lacerated  perineum.  Cys- 
tic ovaries. 


Severely  adherent  retrover- 
sion. Adherent  right  ova- 
ry and  tube.  Extreme 
descensus  of  left  ovary. 
Menorrhagia.     Sterility. 


Severe  metritis.  Lacerated 
cervix.  Adherent  retro- 
version.    Cystic  ovaries. 


June  28,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Liberation  of  ad- 
nexa.  Removal  of  left 
tube  and  ovary.  Resec- 
tion of  right  ovary.  In- 
trapelvic,  infravaginal 
perineorrhaphy. 

July  11,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Resection  of  both 
ovaries.  Both  tubes  and 
ovaries  distinctly  adhe- 
rent. Some  fluid  in  pelvic 
cavity.  Schroder's  cer- 
vix amputation.  Intra- 
pelvic,  infravaginal  peri- 
neorrhaphy. 

July  16,  1901.  Curettement. 
Bilateral  inguinal  celioto- 
my. Difficult  but  com- 
plete liberation  of  all  parts 
by  two  fingers  in  one  side. 
Removal  of  left  tube  and 
ovary.  Left  salpingosto- 
my. Free  bleeding  from 
raw  surfaces.  Packing 
short  time. 

August  30,  1901.  Curette- 
ment. Bilateral  inguinal 
celiotomy.  Liberation  of 
uterus.  Resection  of  right 
ovary.  Emmet  cervix  ope- 
ration. Removal  of  left 
tube  and  ovary. 


Severe       chronic       metritis  October 
(fibrosis  uteri).     Adherent      ment 
retroversion.     Severe  fixa- 
tion of  adnexa. 


25,  1901.  Curette- 
Amputation  of  cer- 
vix. Bilateral  inguinal  ce- 
liotomy. Complete  libera- 
tion of  all  parts.  Opening 
of  both  tube  ostia  out  of 
very  firm  adhesions.  Re- 
section of  both  ovaries. 


COMPLICATED    RETROVERSIONS    OF    THE    UTERUS. 
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.Nature  of  convalescence 
after  operation. 


Afebrile.  Comfort- 
able and  perfect 
primary  union. 


Nearly  afebrile 

course.    Entire  pri- 
mary union. 


Smooth,        complete 
primary  union. 


Date   of 
tion. 


last    examina- 
Positkm       and  Patient's 


condition  of  pelvic  or- 
gans, objectively  con- 
sidered. 


subjective  Other        concomitant 


August  18,  1902.  Po- 
sition and  condi- 
tion of  uterus  and 
ovaries  now  nor- 
mal. 


condition,  and  treat- 
ment received. 


disorders 
marks. 


and    re- 


Maximum  tempera- 
ture 102°.  Slow 
pulse.  Primary 
union. 


June  1,  1902.  (Dr. 
Barnard.)  Position 
and  condition  of 
organs  very  good. 


July  31,  1902.  Ute- 
rus and  adnexa 
in  normal  position 
and  condition. 


Slight  dysmenor- 
rhea still  Gen- 
eral health  and 
strength  good, 
but  patient  re 
quired  five  or  six 
intrauterine  ap- 
plications. Tinc- 
ture of  iodine  to 
overcome  dys- 
menorrhea since 
operation. 

Menses  normal, 
painless.  Good 
general  health 


Menses  little, 

scant,  but  pain- 
less. Robust 
general  health 


AuguBt      15,      1902  Menses        regular 
(Dr.  Barnard.)     and  without  dis- 

position and  con-  comfort.  Per- 
dition of  organs  feet  general 
normal.                        health 


Comfortable.        Nor- August      1, 


mal.      Perfect    pri- 
mary union. 


1902. 
Uterus  remains 
large,  but  in  good 
position.  Marked 
metritis.  Left  fe- 
moral hernia  has 
veloped. 


Smooth  course.  Good  August      10,      1902. 

„    primary  union.      (Dr.  Barnard.)  Po- 

Very  comfortable.  sition  and  condi- 
tion of  organs 
normal  on  careful 
examination. 


Menses  profuse 
and  painful. 
August   1,  1902, 
curettement. 
High      amputa- 
tion   of    cervix 
and  femoral 
hernia        opera- 
tion. 

Has  intervals  of 
four  or  five 
months  amenor- 
rhea without 
discomfort. 
General  health 
good. 
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Case  number.    Age. 
Para(?)    Occupation. 


Anatomical  diagnosis  at  time  of 
operation. 


29.     Age     22     years. 
Nullipara.     Clerk. 


30.  Age  32  years 
Illpara  +  three 
abortions.  Laborer's 
wife. 


31.  Age  27  years 
Vpara.  Laborer's 
wife. 


Endometritis.  Retroversion. 
Left  ovary  cystic,  size  of 
small  ben's  egg;  right  ova 
ry  normal,  but  adherent 
Right  floating  kidney. 


Metritis. 


Operations  performed  in  addition 
to  shortening  and  anchoring  the 
round  ligaments  via  the  inguinal 
canals.    Date  of  same. 


November  19,  1901.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Resection  of 
left  ovary  and  suspension 
of  same.  Right  ovary  lib- 
erated. 


Pathologic  cervix.  Ova- 
ries normal,  but  adherent 
Lacerated  perineum. 


Large  metritic  uterus.  Ad- 
herent retroversion.  Both 
tubes  and  ovaries  adhe- 
rent. Left  ovary  sclero- 
cystic,  right  ovary  cystic. 
Lacerated  perineum. 
Hemorrhoids. 


32.      Age     25     years  Anteflexed  uterus  in  mobile 
Nullipara.       House-1     retroversion.        Retracted 


Retroversion.  November  19,  1901.  Curette- 


wife. 


posterior      vaginal 
Cystic  left  ovary. 


wall 


33.      Age     24     years.  Endometritis,  metritis.     Re- 
Hpara.    Housewife,      troversion.       Left     ovary 
large.         Corpus      luteum 
cyst. 


34.      Age     32     years. 
Ipara.     Housewife. 


Metritic,  retroverted  uterus.  December  6,  1901.    Curette 


ment.  Amputation  of  cer- 
vix. Intrapelvic,  infra- 
vaginal  perineorrhaphy. 
Bilateral  inguinal  celioto- 
my.   Liberation  of  adnexa. 

December  2,  1901.  Curette- 
ment.  Intrapelvic,  infra- 
vaginal  perineorrhaphy. 
Bilateral  inguinal  celioto- 
my. Liberation  of  organs. 
Removal  of  left  tube  and 
ovary.  Resection  of  right 
ovary.  Removal  (by  cau- 
tery) of  three  hemorrhoids. 

December  9,  1901.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Resection  of 
left  ovary. 


December  16,  1901.  Curette- 
ment.  Bilateral  inguinal 
celiotomy.  Resection  of 
left  ovary. 


Appendages  severely  ad 
herent.  Left  tube  a  hy- 
drosalpinx. Cystic  ova- 
ries. Movable  right  kid- 
ney. 


ment.  Bilateral  inguinal 
celiotomy.  Liberation  of 
adnexa.  Resection  of  left 
ovary.  Amputation  and 
salpingostomy  on  left 
tube  stump.  Removal  of 
right  ovary  and  tube. 
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Nature  of  convalescence 
after  operation. 


Date   of    last    examina- 
tion.      Position      and  Patient's      subjective 
condition  of  pelvic  or-     condition,  and  treats 
gans,  objectively  con-     ment  received 
sidered. 


Normal, 
union. 


Primary 


Uneventful, 
ry  union. 


Prima 


Aseptic 
union . 
course. 


primary 
Normal 


Very     smooth,     afe 
brile.      Primary 


Other  concomitant 
disorders,  and  re- 
marks. 


August  19,  1902. 
Position  and  con- 
dition of  uterus 
and  ovaries  nor- 
mal. Has  extreme 
descensus  of  both 
kidneys. 


June  1,  1902.  (Dr 
Barnard.)  Posi- 
tion and  condition 
of  organs  normal. 


June  1,  1902.  Ute- 
rus in  good  posi- 
tion, but  too  ten- 
der bimanually. 
Right  ovary  ten- 
der, source  of 
right-side  pain 
most  of  time. 

September  1,  1902. 
Uterus  and  left 
ovary  in  normal 
position  and  con- 
dition. 


Menses  regular, 
but  somewhat 
scant,  and  pain 
ful  one  to  two 
hours  before 
flow  appears. 
August  26,  1902: 
Bilateral 
nephrorrhaphy. 

Menses  regular 
and  painless. 
Occasional  blad- 
der symptoms 
General  health 
much  improved; 
good  now. 

Patient  anemic 
and  neurotic. 


Afebrile,  but  much 
nervousness.  Pri- 
marv  union. 


Some  temperature 
and  stitch  abscess. 
Otherwise  normal. 


September  1,  1902. 
All  organs  in  good 
position.  Little 
tenderness  of  one 
ovary 

August  8,  1902.  (Dr 
Barnard.)  Posi- 
tion and  condition 
of  uterus  and  ova- 
ry normal. 


Recently  pain    in 
right  ovary 

Subsided  after 
four  applica 
tions  of  vaginal 
galvanism. 
General  health 
good.  Menses 
normal  and 

nearly      always 
painless. 

Little  pain  at 
menses.  Some 
nervousness, 
but  fair  general 
health. 

Menses  regular, 
painless.  Has 
occasional 
symptoms  from 
right  kidney. 
Otherwise  in 
good  health. 
Working  regu- 
larly. 
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Dr.  Herman  E.  Hayd  thought  the  ground  of  the  essayist  was 
untenable.  All  were  agreed  that  there  were  simple,  uncompli- 
cated cases  of  retroversion  of  the  uterus ;  there  were  likwise  com- 
plicated cases  where  the  uterus  was  either  fixed  or  bound  down, 
with  or  without  tubal  and  ovarian  mischief — appendicitis,  intra- 
ligamentary  cysts,  dermoid  cysts,  or  any  complication  which 
might  exist  in  the  pelvis.  The  Alexander  operation  was  intended 
for  use  in  uncomplicated  retrodeviations  of  the  uterus,  where  the 
organ  was  freely  movable  and  the  ovaries  and  tubes  healthy. 
Was  it  possible  to  make  a  diagnosis  of  a  simple,  uncomplicated 
retroversion  of  the  uterus'?  It  was.  If  it  was,  the  Alexander 
operation  was  simple,  without  mortality,  without  danger,  and 
easily  done.  If,  however,  after  having  operated  upon  one  of 
these  patients,  there  was  complaint,  the  explanation  was  not  that 
the  Alexander  operation  was  to  blame  for  the  condition  which 
existed,  but  there  was  latent  tubal  and  ovarian  mischief,  so  slight 
that  the  operator  did  not  recognize  it,  and  by  pulling  the  liga- 
ments he  had  lighted  it  up  in  the  cavity.  Having  put  the  uterus 
into  its  normal  anteverted  position,  if  pain  and  suffering  con- 
tinued and  the  patient  desired  relief,  one  could  operate  through 
the  median  line,  which  would  enable  him  to  do  better  work  than 
the  essayist  could  through  the  route  advocated  by  him.  If  the 
first  test  of  the  Alexander  operation  was  taken  as  to  whether  the 
patients  were  subjected  to  the  possibilities  of  pregnancy  and  had 
remained  cured  after  the  operation,  he  agreed  with  the  essayist 
thoroughly,  and  he  could  report  128  cases,  of  which  he  had  con- 
fined 26  women,  and  in  every  one  of  them  the  uterus  had  re- 
mained where  he  had  placed  it  from  three  to  ten  years  ago. 

Dr.  Howard  W.  Longyear  said  that,  after  listening  to  the  es- 
sayist's description  of  his  operation,  he  thought  it  must  be  looked 
upon  largely  as  a  surgical  curiosity,  excepting  possibly  in  his 
hands.  Undoubtedly  it  was  possible  for  an  expert  anatomist  to 
accomplish  it.  As  far  as  he  could  judge,  the  essayist  made  a 
hernia,  and  did  a  Bassini  operation,  which  of  itself  was  a  long 
procedure.  Where  there  were  adhesions  and  it  was  necessary  to 
go  into  the  abdomen,  by  going  in  the  median  line,  breaking  up 
adhesions,  doing  what  was  necessary,  and  afterward  shortening 
the  round  ligaments  externally,  he  contended  that  any  operator 
half  as  expert  as  Dr.  Goldspohn  could  do  both  in  less  time  than  it 
took  him  (Dr.  Goldspohn)  to  do  the  two  tedious  operations  he 
had  outlined  in  his  paper.  The  speaker  had  not  done  the  oper- 
ation of  Dr.  Goldspohn  for  the  reason  that  it  did  not  appeal  to 
him.  He  shortened  the  round  ligaments  by  a  modified  Alexander 
operation  which  he  had  found  satisfactory  in  60  cases. 

Dr.  John  B.  Deaver,  of  Philadelphia,  had  never  found  it 
necessary  to  open  the  peritoneal  cavity  in  stripping  the  round 
ligament.  He  had  opened  it  accidentally,  but  he  did  not  think 
there  was  a  good  reason  why  it  should  be  opened.  It  was  easy  to 
strip  the  peritoneum  back,  but  if  one  was  in  a  hurry  he  might 
open  the  peritoneal  cavity.     He  had  in  the  majority  of  instances 
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in  doing-  this  operation  avoided  opening-  the  peritoneal  cavity. 
He  spoke  of  this  from  an  anatomical  standpoint,  saying  that  it 
conld  be  done  without  opening  this  cavity.  He  questioned  if  it 
was  a  more  simple  matter  to  find  the  ligament  in  the  inguinal 
canal  than  at  the  external  abdominal  ring. 

Dr.  Joseph  Price  said  that  most  of  the  members  were  familiar 
with  the  evils  or  disasters  of  ventrofixation,  and  operators  were 
willing  to  accept  procedures  that  were  more  scientific.  The  Alex- 
ander operation,  as  practised  years  ago,  was  very  much  lauded, 
and  at  that  time  it  seemed  a  very  successful  operation.  At  pres- 
ent the  so-called  Alexander  operation  in  the  hands  of  a  number 
of  operators  was  a  positive  failure.  He  did  not  see  the  necessity 
of  doing  two  operations  where  one  ought  to  be  sufficient,  as  in 
the  method  advocated  by  the  essayist.  The  method  of  the  essayist 
was  complicated.  The  tendency  in  these  days  was  to  simplify  all 
surgical  procedures. 

Dr.  Goldspohn,  in  closing  the  discussion,  said  that  the  Alex- 
ander operation  was  for  simple  cases.  This  fact  was  recognized 
by  the  men  who  did  the  Alexander  operation  to  the  best  effect 
and  most  frequently :  they  did  so  because  it  was  anatomically  the 
right  thing;  and  not  only  that,  because  it  cured  the  displacement, 
which  no  one  could  say  of  his  operation  who  did  anything  but  the 
inguinal  shortening  of  the  round  ligaments.  If  this  was  true, 
why  not  give  a  much  larger  class  of  patients  the  benefit  of  this 
permanent  cure  ?  Where  we  had  one  simple  case  of  retroversion 
of  the  uterus  we  had  three  complicated  cases  in  which  the  in- 
fection had  died  out.  Why,  he  asked,  should  he  not  give  these 
three  cases  the  benefit  of  a  permanent  operative  procedure,  which 
he  could  do  by  extending  a  simple  procedure,  rather  than  cure  a 
simple  case  that  did  not  require  an  operation  perhaps,  but  which 
could  be  treated  by  means  of  a  pessary  ? 

Dr.  Loxgyear  asked  whether  the  essayist  had  had  suppuration 
in  any  of  his  cases,  to  which  Dr.  Goldspohn  replied  that  in  his 
table  were  two  cases  in  which  stitch-hole  abscess  had  occurred. 


THE  IRRATIONAL  STARVATION  TREATMENT  OF 
APPENDICITIS. 


JOHN  B.  DEAVER,  M.D., 

Surgeon-in-Chief,  German  Hospital, 

Philadelphia,  Pa. 


Acute  appendicitis  is  dangerous  in  that  it  excites  septic  peri- 
tonitis, the  gravity  of  the  appendical  inflammation  depending 
upon  the  severity  of  the  peritoneal  infection.  In  my  experience, 
based  upon  several  thousand  cases,  this  infection  is  progressive, 
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and  in  order  to  stop  the  invading  process  the  source  of  infection 
must  be  removed.  We  must  then  admit  that  the  early  removal  of 
the  appendix  is  the  only  treatment  which  promises  a  low  mor- 
tality. Furthermore,  if  the  appendix  is  taken  out  in  the  pro- 
inflammatory stage,  that  of  appendical  colic,  with  aseptic  surgery, 
and  barring  accidents,  there  should  be  no  mortality. 

Were  it  possible  to  be  as  cock-sure  of  the  degree  and  bacterio- 
logical type  of  the  peritoneal  inflammation  as  we  are  of  the  good 
results  following  the  early  removal  of  the  appendix,  then,  and 
then  only,  might  there  be  ground  for  arguing  in  favor  of  delay. 
To  claim  to  foresee  the  degree,  type,  and  extent  of  the  peritoneal 
inflammation  is,  to  say  the  least,  absurd.  It  is  the  privilege  of 
the  gentlemen  who  make  these  pretensions  to  claim  so  great 
knowledge,  but  to  possess  this  knowledge  I  do  not  think  any  sane 
mortal  will  admit.  I  have  no  sympathy  for  those  deceiving  them- 
selves in  this  way.  but  great  sympathy  for  the  poor  sufferers  who 
unfortunately  come  under  their  care. 

AVe  claim  to  be  able  to  recognize  a  grave  type  of  peritonitis, 
but  beyond  this  we  make  no  pretensions  and  have  but  little  con- 
fidence in  statements  made  as  to  the  degree,  type,  and  extent  of 
the  peritoneal  infection.  Bearing  this  in  mind,  we  wish  to  sound 
a  note  of  warning  against  the  advocates  of  the  so-called  '"rest"  or 
starvation  treatment  of  appendicitis,  not,  however,  against  the 
practice  in  certain  cases  of  washing  out  the  stomach  and  giving  of 
all  nourishment  per  rectum.  For  this  method  it  is  claimed  that. 
by  withdrawing  all  nourishment  and  cathartics  by  the  mouth,  by 
rectal  feeding,  gastric  lavage,  and  the  use  of  small  doses  of 
opium  and  local  antiphlogistics.  particularly  antiphlogistine 
(whatever  that  may  be),  which  I  have  seen  used,  the  extension  of 
the  peritoneal  inflammation  in  the  presence  of  a  gangrenous  and 
perforative  appendicitis  will  "regularly"  remain  circumscribed. 
It  is  further  claimed  that  these  patients,  recovering,  come  to  the 
operating  table  with  their  abdominal  cavities  practically  in  a 
normal  condition,  except  occasionally  a  small  abscess  at  the  site  of 
the  origin  of  the  trouble,  or  the  presence  of  adhesions.  Lastly,  it 
is  claimed  that  by  the  use  of  this  method  of  treatment  the  mor- 
tality of  acute  appendicitis  may  be  markedly  reduced. 

Against  these  statements  it  is  the  object  of  this  paper  to  pro- 
test and  to  make  a  firm  stand  against  any  form  of  treatment, 
other  than  early  operation,  aiming  to  restore  the  peritoneal  cavity 
to  the  condition  which  exists  in  the  early  hours  of  an  appendical 
inflammation. 
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The  author's  experience  for  the  past  two  and  a  hal  f  months  has 
furnished  the  lesson  from  which  the  objection  to  the  rest  treat- 
ment is  drawn.  From  June  15  to  September  1  there  were  oper- 
ated upon  in  the  German  Hospital  98  eases  of  appendicitis,  not 
including'  the  cases  occurring  in  children.  (These  statistics  were 
compiled  by  my  Senior  House  Surgeon.  Dr.  Miiller.  i  Twenty- 
seven  cases  were  of  the  type  called  chronic,  and  all  recovered. 
The  remainder,  71,  were  acute  in  character  and  12  died,  a  mor- 
tality of  16.9  per  cent.  A  detailed  study  of  these  cases  reveals 
the  following  points  of  interest :  Thirty-two  patients  suffering 
from  acute  appendicitis  were  sent  to  the  hospital  early  in  the 
course  of  the  disease,  and  in  whom  the  infective  process  was 
limited  to  the  appendix  or  to  the  tissues  immediately  contiguous. 
These  cases  were  operated  upon  immediately,  after  cleansing  the 
digestive  tract  with  a  gentle  cathartic  or  after  the  giving  of  an 
enema.  They  were  typical  of  the  acute  type  of  appendicitis,  with 
the  sudden  onset,  the  usual  symptoms,  and  a  swollen,  edematous, 
and  congested  appendix,  sometimes  with  exudate  or  a  local 
peritonitis  about  the  diseased  organ;  in  a  few  eases  there  was  a 
small  abscess  immediately  about  a  necrotic  focus  in  the  appendix. 
With  the  exception  of  one  case,  they  all  made  a  nice  and  unevent- 
ful  recovery — a.  mortality  of  3.1  per  cent.  The  single  death  was 
a  man  61  years  of  age.  whose  appendix  was  removed  twelve 
hours  after  the  onset  of  the  attack.  His  abdomen  was  closed 
with  silk  tier  sutures  and  he  made  a  good  recovery  from  the 
effects  of  operation.  Nine  days  later  he  collapsed  and  suddenly 
died  from  cardiac  dilatation.  Autopsy  showed  a  healthy  peri- 
toneum and  the  wound  in  the  cecum  healed  and  in  good  condi- 
tion. 

The  remaining  39  cases  were  those  unfortunate  patients  in 
whom  the  infective  process  was  allowed  to  proceed  until  the 
diseased  appendix  had  perforated  and  become  necrotic.  About' 
this  organ,  and  sometimes  extending  into  the  pelvis  or  upward 
toward  the  liver,  an  abscess  existed.  They  were  suffering  from 
systemic  poisoning  induced  by  the  presence  of  this  highly  in- 
fectious pus,  and  an  examination  of  the  condition  of  the  abdomen 
revealed  a  grave  peritonitis  from  leakage.  Prom  their  symptoms 
we  knew  that  they  had  had  an  acute  attack  of  appendicitis:  from 
their  appearance  Ave  knew  that  they  were  suffering  from  grave 
peritonitis-,  but  beyond  this  Ave  made  no  pretensions.  I  Kving,  in 
most  instances,  to  the  Avishes  of  the  attending  physician  or  to  the 
43 
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in- 
patient himself,  operation  was  performed  within  thirty-six  hours 
on  122  of  these  patients.    Five  died,  a  mortality  of  22.7  per  cent. 

In  every  ease  there  was  bilateral  rigidity,  slight  distension, 
and  a  more  or  less  well-defined  mass.  At  operation  an  abscess 
was  found,  usually  behind  the  cecum  and  surrounding  the 
necrotic  and  perforated  appendix.  There  was  but  little  difficulty 
in  protecting  uninfected  peritoneum  with  gauze  pads.  The  ab- 
scess Avas  opened,  evacuated,  the  cavity  thoroughly  cleansed  and 
drained  after  removing  the  appendix  or  its  remains.  At  opera- 
tion three  of  the  cases  were  found  to  have  free  pus  throughout  the 
abdominal  cavity.  These  all  died  twenty-four  to  forty-eight 
hours  after  operation,  and  the  autopsy  revealed  general  purulent 
peritonitis. 

A  fourth  death  was  that  of  a  patient  with  a  large  abscess, 
well  walled  off.  but  suffering  from  the  absorption  of  septic  prod- 
ucts. The  operation  further  weakened  the  resisting  power  and 
death  ensued  in  a  few  days.  Autopsy  revealed  gangrene  of  the 
cecum,  local  adhesive  peritonitis,  with  the  remaining  peritoneum 
apparently  healthy. 

The  fifth  case  was  one  that  had  been  treated  for  gastritis  for 
six  weeks  before  admission ;  she  was  confined  to  bed  and  given 
minute  quantities  of  nourishment  by  mouth  and  with  occasional 
rectal  alimentation — a  sort  of  modified  "rest"  treatment.  She 
slowly  became  more  and  more  septic  and  was  operated  upon  in 
twenty-four  hours  after  admission.  A  large  mass  of  adhesions 
was  present.  There  was  pus  about  a  badly  diseased  appendix  in 
the  pelvis,  and  an  infected  tube  on  the  right  side.  Patient  died 
five  days  after  operation,  and  the  autopsy  showed  a  gangrenous 
cecum  with  a  local  peritonitis.  It  is  hardly  fair  to  class  this 
case  among  these  deaths  because  of  the  closeness  with  which  her 
attending  physician  followed  the  starvation  treatment  for  so 
many  weeks. 

The  remaining  17  eases  were  treated  by  the  ••rest""  or  starva- 
tion treatment  as  practised  by  Dr.  Ochsner.  These  patients  were 
admitted  on  an  average  of  five  days  after  the  onset  of  the  attack. 
Fifteen  eases  had  marked  bilateral  rigidity.  In  '2  cases  right- 
sided  rigidity  alone,  was  present.  In  every  ease  distension  was 
present  in  greater  or  less  degree.  There  was  fever,  a  rapid  pulse, 
and  tenderness  over  the  entire  abdomen.  In  9  cases  a  mass  could 
be  palpated.  In  8  eases  none  was  present.  The  leucocytes  num- 
bered from  15.D00  to  30,000,  with  a  polynuclear  increase  indicat- 
ing pus.     Tlie  stomach   was  well   washed  out  and  all  food  and 
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catharsis  by  mouth  was  withdrawn.  Rectal  feeding  every  four 
to  six  hours  was  resorted  to.  and  either  ice  or  warm  fomentations 
applied  to  the  abdomen.  The  progress  of  the  ease  was  then 
carefully  watched.  We  found  that  the  distension  lessened  in  13 
of  the  cases  and  that  the  rigidity  became  less  pronounced  in  these 
cases.  In  the  other  4  there  was  no  improvement  noticed  a  tier 
from  four  to  seven  days  of  treatment. 

In  those  cases  where  a  mass  existed  on  admission  we  found  a 
slow  and  steady  increase  in  the  size  of  this  tumor.  It  never  de- 
creased in  the  slightest  extent.  Of  the  8  cases  in  which  a  mass 
was  absent  on  the  first  examination,  in  4  a  mass  promptly  ap- 
peared a  few  days  after  the  inauguration  of  the  rest  treatment 
and  was  accompanied  by  agonizing  pain.  In  8  cases  there  never 
was  a  mass,  and  these  were  those  cases  where  a  small  abscess  was 
found  about  the  appendix  with  a  mass  of  adhesions  in  the  right 
iliac  fossa.  One  of  them  died  five  days  after  operation.  This 
patient  was  admitted  seven  days  after  the  onset  of  the  attack, 
with  marked  abdominal  distension,  pain,  and  tenderness,  most 
marked  on  the  left  side.  No  distinct  mass  could  be  determined. 
There  was  a  leucocytosis  of  17,600.  The  patient  was  slightly 
septic.  The  starvation  treatment  was  inaugurated  and  continued 
for  nine  days.  During  the  first  few  days  of  this  treatment  the 
condition  seemed  to  improve — that  is,  the  condition  of  the  ab- 
domen—but the  patient  slowly  weakened  and  about  the  fifth  day 
a  tier  admission  relapsed,  the  abdomen  once  more  distending. 
There  was  slight  delirium  for  a  few  hours.  Again  an  improve- 
ment began  and  operation  was  performed.  About  the  appendix 
a  small  abscess  was  found,  with  the  organ  on  the  brim  of  the 
pelvis  and  adherent  to  the  cecum,  which  was  soft  and  friable. 
The  right  side  of  the  abdominal  cavity  was  a  mass  of  adhesions, 
which  were  more  highly  organized  about  the  site  of  the  appendix 
and  more  recent  toward  the  middle  line.  The  appendix  was  re- 
moved and  the  pelvis  and  right  iliac  fossa  were  drained.  On  the 
second  day  after  operation  the  patient  began  to  show  the  char- 
acteristic signs  of  septic  peritonitis  and  died  on  the  fifth  day. 
An  autopsy  revealed  a  general  adhesive  peritonitis,  with  collec- 
tions of  pus  in  the  pelvis  and  among  the  coils  of  intestine,  and  a 
gangrenous  cecum.  It  is  evident,  in  my  mind,  that  an  early 
operation  would  have  saved  this  case— one  performed  before  the 
advancing  peritonitis  had  sapped  the  resistance  of  the  patient 
until  operation  was  too  late  to  prevent  death. 

The  eighth  case  was  one  in  which  the  diagnosis  grossly  exag- 
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gerated  the  gravity  of  the  intraperitoneal  lesion.  After  fifteen 
•  lays  of  "rest"  treatment  the  appendix  was  found  thickened  and 
nearly  occluded  and  adherent  to  the  floor  of  the  iliac  fossa ;  very 
few  adhesions  were  present.  A  microscopical  examination  re- 
vealed an  interstitial  appendicitis  of  long  standing. 

The  course  of  the  13  cases  with  large  abscess  formation  was 
that  of  a  steady  progressing  toward  increase  in  size  of  the  mass 
and  sooner  or  later  the  absorption  of  its  septic  products.  AVhen 
the  symptoms  of  pyemia  began  operation  was  performed.  It  was 
then  found  that,  instead  of  the  nearly  normal  peritoneum,  the  en- 
tire right  side  was  a  mass  of  adhesions,  with  a  large  abscess  about 
the  infecting  appendix,  in  several  cases  extending  from  the 
pelvis  to  the  liver.  The  amount  of  pus  in  some  of  these  cases 
was  too  enormous  for  description  and  was  very  malodorous.  In 
2  fatal  cases  the  entire  pelvis  was  a  huge  abscess  extending  up 
to  the  right  iliac  fossa.  In  6  cases  no  attempt  was  made  to  find 
the  appendix  -.  we  were  satisfied  with  opening  and  draining  the 
abscess,  so  terrible  was  the  condition  of  affairs  found.  In  one 
case  the  appendix  had  sloughed  off.  Two  cases  were  opened  by 
reflecting  the  peritoneum  and  going  into  the  abscess  from  the  out- 
side. 

The  cases  were  all  well  drained  and  left  unsutured. 

Six  of  these  17  cases  died,  a  mortality  of  35.3  per  cent.  "Where, 
then,  is  the  reduction  in  the  mortality .'  Five  of  these  6  patients 
were  distinctly  made  worse  by  waiting,  and  some  of  them  would 
probably  have  recovered  had  they  been  operated  upon  earlier. 
It  was  observed  that  even  the  etherization  of  these  cases  was 
more  difficult  than  usual,  and  I  have  frequently  remarked  to  my 
students  that  the  way  a  patient  takes  ether  is  often  an  index  as  to 
the  gravity  of  the  intraperitoneal  lesion.  After  opening  the 
abdomen  it  was  a  serious  problem  how  to  dispose  gauze  pads  be- 
fore opening  the  abscess;  there  were  so  many  adhesions,  not  so 
complete  as  to  effectually  wall  off  the  pus.  but  enough  to  inter- 
fere with  the  placing  of  the  gauze.  It  was  also  found  that  the 
infected  coils  of  intestine  were  so  friable  that  the  breaking  of  any 
adhesions  would  canst-  the  serous  coat  to  peel  off.  The  latter 
remark  might  suggest  that  in  the  presence  of  a  walled-off  abscess 
the  peritoneal  cavity  should  not  be  opened  ;  but  it  is  impossible  to 
gain  access  to  these  abscesses  in  any  other  way.  situate  as  they 
are  behind  the  cecum  and  colon  and  well  to  the  median  line  side 
of  the  flank. 

The  autopsies  revealed  a  general  purulent  peritonitis  in  4  cases. 
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a  general  adhesive  peritonitis  in  2  cases,  with  pockets  of  pus 
among  the  coils  of  bowel  and  in  the  pelvis.  The  cecum  was  gan- 
grenous in  5  of  the  autopsies. 

The  cases  recovering  were  discharged  on  an  average  of  thirty- 
two  days  after  operation,  while  5  of  the  cases  are  at  date  of  writ- 
ing still  in  the  hospital,  one  of  them  with  a  large  fecal  fistula 
twenty-nine  days  after  operation.  In  a  second  case  a  secondary 
pus  collection  was  evacuated  a  few  days  ago. 

\Yhat  are  the  lessons  we  draw  from  these  cases  .' 

1.  That  an  early  operation,  preferably  in  the  stage  of  ap- 
pendical  colic,  is  the  only  rational  procedure  and  is  the  only 
treatment  which  will  reduce  the  mortality  in  acute  appendicitis 
to  insignificant  figures. 

'_'.  That  the  so-called  "rest''  treatment  of  appendicitis  fails  to 
check  peritoneal  inflammation  and  will  in  the  majority  of  in- 
stances harm  the  patient. 

The  figures  presented  in  this  paper  bear  their  statements  out 
to  the  letter.  In  the  cases  where  there  was  no  active  inflamma- 
tion, no  infection,  the  mortality  was  nil.  In  the  cases  operated 
upon  before  the  peritoneal  inflammation  had  become  extensive, 
or  in  those  where  the  appendix  alone  was  involved,  the  mortality 
was  3.1,  and  that  mortality  due  to  a  late  complication.  In  those 
cases  suffering  from  advanced  peritonitis  with  abscess  formation 
and  operated  upon  immediately  the  mortality  rose  to  22.7  per 
cent,  while  the  ' '  rest ' '  treatment,  for  which  it  is  claimed  that  the 
mortality  is  greatly  reduced,  gave  35.3  per  cent  of  deaths. 

It  is  evident  that  the  gentlemen  who  make  these  claims  have 
either  been  deceived,  in  that  they  have  encountered  a  different 
class  of  cases  than  we  have,  or  that  they  have  misjudged  their 
cases.  I  believe  that  teaching  the  ''rest"  or  starvation  treatment 
has  and  will  raise  the  mortality  of  the  disease  under  discussion. 
in  that  it  cannot  benefit  nor  improve  the  serious  cases  where  the 
intraperitoneal  lesion  is  extensive:  that  it  defeats  the  caus^  of 
early  operation;  and  last,  but  by  no  means  least,  it  gives  the 
attending  medical  man  as  well  as  the  friends  of  the  patient  a 
false  hope.  It  gives  them  something  apparently  tangible  to  cling 
to  as  against  the  teaching  of  operation  immediately  following  the 
making  of  an  early  diagnosis.  In  my  own  experience  I  find  that 
a  septic  process  once  inaugurated  continues  to  play  havoc  so  long 
as  it  lasts,  and  no  treatment  other  than  early  operation  will  stay 
that  process. 

Those  cases  of  appendicitis  brought  to  the  operating  table 
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several  days  after  the  onset  of  the  disease,  where  the  starvation 
treatment  has  been  carried  out  and  a  local  abscess  or  a  mass  of 
exudate  and  adhesions  is  found,  do  not  by  any  means  convince 
me  that  those  patients  would  not  have  been  better  off  by  opera- 
tion earlier.  In  my  experience  these  cases  do  not  give  a  high 
mortality  from  operation.  To  attempt  to  foretell  what  the  intra- 
peritoneal condition  is.  or  what  it  will  be  a  few  days  or  weeks 
later,  is  assuming  a  graver  responsibility  than  is  justifiable. 
Such  a  prediction  is  never  made  by  those  whose  experience  with 
the  disease  would  justify  such  a  confidence. 

I  have  never  had  cause  to  regret  the  removal  of  a  healthy 
appendix,  if  there  is  such  a  thing,  and  I  have  not  yet  seen  any 
influence,  except  for  the  worse,  exerted  upon  the  progress  of 
peritoneal  inflammation  following  acute  appendicitis  by  the  use 
of  the  "rest"  treatment.  I  am  willing  to  grant  that  operation  in 
the  presence  of  an  acutely  inflamed  general  peritonitis  is  at- 
tended by  great  risk  to  life,  and  therefore  it  is  often  wise  to  defer 
operation  in  the  hope  that  the  inflammatory  process  will  become 
localized.  This  is  often  my  practice:  but  I  flatly  deny  that  the 
starvation  plan  of  treatment  promises  more  in  these  cases  than 
the  more  common  practice  of  abstaining  absolutely  from  giving 
opium,  keeping  the  bowels  freely  open  by  solid  cathartics,  giving 
nourishment  by  the  rectum  when  the  stomach  is  intolerant,  and 
using  ice  or  heat  locally  in  the  shape  of  poultices  or  hot  turpen- 
tine stupes. 

Dr.  L.  S.  M<  Murtry  thought  that  there  were  some  cases  pre- 
sented by  the  essayist  which  should  not  have  been  operated  on. 
He  referred  particularly  to  cases  of  general  suppurative  peri- 
tonitis, the  patients  being  almost  in  a  dying  condition,  and  when 
operated  upon  tended  to  throw  discredit  upon  surgical  inter- 
vention in  appendicitis  and  deterred  and  delayed  others  that 
might  be  saved  by  prompt  operations.  He  had  seen  such  cases. 
Mnd  he  did  not  believe  surgeons  were  able  to  save  patients  by 
operation  who  were  dying  of  general  suppurative  peritonitis. 

An  important  point  to  discriminate  between  in  the  discussion 
was  as  to  the  influence  of  rest  and  delay  as  separated  from  star- 
vation and  opium.  In  his  judgment  there  was  nothing  to  be 
gained  by  the  administration  of  opium  in  appendicitis.  In  a 
large  experience  extending  over  a  number  of  years,  seeing  and 
operating  on  every  variety  of  case  that  had  been  mentioned,  he 
had  never  seen  an  instance  in  which  opium  had  any  place  what- 
ever in  the  successful  therapy  of  this  disease.  In  the  next  place, 
all  of  his  experience  had  been  a  protest  against  delay.  He  was 
satisfied  that  Dr.  Deaver  had  presented  some  cases  where  an 
operation  was  practically  hopeless,  but  the  man  was  not  living 
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who  was  able  before  operation  to  make  an  accurate  diagnosis  and 
separate  the  hopeless  cases  from  those  that  might  be  successfully 
operated  upon. 

Dr.  Rupus  B.  Hall  said  that  every  patient  with  an  abscess  in 

the  side,  who  was  not  dying,  should  have  the  chance  offered  by 
surgery.  He  believed  all  cases  should  be  operated  upon  as  soon 
as  possible,  and  patients  should  understand  how  little  chance 
they  have  from  delayed  operations.  They  should  be  operated 
upon  because  they  would  die  if  they  were  not  so  treated. 

Dr.  F.  D.  Thompson,  of  Fort  Worth,  Texas,  said  that  operation 
should  always  be  done,  if  possible,  in  the  first  twenty-four  to 
thirty-six  hours,  and  when  so  treated  such  patients  got  well.  He 
had  never  seen  a  case  that  had  been  operated  upon  in  the  interval 
that  did  not  get  well.  What  should  be  done  with  those  cases  of 
appendicitis  that  ran  over  and  the  surgeon  did  not  hear  of  them 
for  three  or  four  or  possibly  five  days  ?  In  such  cases  there  was 
great,  distension  of  the  abdomen,  with  a  pulse  of  150  or  Kit),  with 
well-marked  general  peritonitis.  He  had  quit  operating  on  those 
cases.  In  his  early  experience  he  made  a  small  opening  and 
drained,  and  the  patients  died:  he  made  a  larger  opening, 
drained,  and  they  died:  he  made  an  opening  on  both  sides, 
drained,  and  still  they  died — so  that  he  had  given  up  operating 
on  patients  with  general  suppurative  peritonitis. 

Dr.  Brooks  F.  Beebee,  of  Cincinnati,  0..  had  become  a  convert 
from  the  medical  to  the  surgical  treatment  of  appendicitis,  and 
this  change  had  come  about  because  of  his  own  personal  expe- 
rience. 

Dr.  Miles  F.  Porter  said  that  Dr.  Ochsner  believed  in  the 
early  removal  of  the  appendix,  and  that  he  would  not  starve  some 
of  the  cases  that  had  been  mentioned.  He  said  that  Ochsner 
likewise  believed  in  the  removal  of  appendices  in  the  interval. 
He  treated  by  the  starvation  method  only  those  cases  that  had 
been  described  by  Dr.  McMurtry  as  inoperable,  and  by  Dr.  Hall 
as  the  patients  that  die,  and  by  the  gentleman  from  Texas  as  the 
ones  that  died  whether  operated  upon  or  whether  they  were  let 
alone.  It  did  not  occur  to  him  that  it  was  good  surgery  to  let 
any  man  die  with  his  belly  full  of  pus.  It  was  a  good  plan  to 
let  out  pus,  and  not  treat  it  with  the  respect  of  an  ordinary 
funeral.  Not  every  case  with  distended  abdomen,  with  a  pulse 
of  150,  would  die  if  let  alone.  Xot  every  patient  with  a  cold, 
clammy  skin,  rapid  pulse,  and  distended  belly  had  peritonitis. 
He  might  have  a  limited  virulent  peritonitis,  but  he  had  a  Load  of 
toxic  material  in  his  blood.  Such  a  patient  would  undoubtedly 
get  better,  so  that  he  could  be  operated  upon  in  the  interval  if 
the  surgeon  had  a  chance  to  do  it.  This  kind  of  cases  could  be 
dealt  with  successfully  by  the  starvation  treatment  and  operated 
upon  in  the  interval,  provided  any  man  living  could  tell  that  kind 
of  case  from  one  that  had  the  abdomen  full  of  pus.  Was  there 
any  such  man?     He  had  never  seen  him. 

Dr.  C.  L.  Bonifield  stated  that  there  were  few  operators  at  the 
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present  time  who  did  not  agree  with  Dr.  Deaver  that  every  case 
of  appendicitis  should,  if  the  diagnosis  can  be  made  and  the  pa- 
tient, can  have  a  skilled  operator  to  do  the  work,  be  operated  upon 
within  the  first  twenty-four  hours.  What  shall  be  done  with 
those  cases  that  are  not  seen  at  that  time  or  that  the  surgeon 
did  not  have  an  opportunity  to  operate  upon  .'  He  prefaced  his 
remarks  with  that  statement  because  he  tried  to  prove  that  the 
Ochsner  treatment  was  not  irrational  in  that  class  of  cases. 

As  to  the  uselessness  of  opium,  he  called  attention  to  the  fact 
that  many  years  ago  Alonzo  Clark  brought  forward  the  opium 
treatment  of  peritonitis,  which  was  accepted  for  a  number  of 
years.  AVhile  the  opium  treatment  had  grave  objections,  and 
personally  he  never  resorted  to  it,  yet  he  believed  it  was  founded 
on  a  little  sense,  and  it  was  this:  The  peritoneum,  in  attempting 
to  limit  inflammation,  welds  together  the  bowels  to  make  a  dam. 
The  only  good  effect  opium  had  was  to  stop  peristalsis,  and  in 
that  regard  it  was  good;  but  it  had  the  disadvantage  of  obscur- 
ing symptoms,  blocking  up  the  secretions,  and  its  disadvantages 
outweighed  its  advantages.  A  peritonitis  arising  from  appendi- 
citis or  from  salpingitis  was  an  entirely  different  state  of  affairs. 
When  one  operated  on  such  a  patient  he  disseminated  more  or 
less  infection  over  the  peritoneal  cavity;  while  Nature's  method 
of  treating  peritonitis  was  to  limit  it  as  much  as  possible.  Now. 
if  the  surgeon  could  help  Nature  to  limit  peritonitis  without  the 
disadvantages  of  opium,  he  was  helping  to  treat  the  disease,  and 
this  was  all  the  treatment  Ochsner  claimed  to  do.  By  keeping 
the  stomach  absolutely  empty  peristalsis  was  arrested,  and  he 
thought  in  many  of  these  cases  it  was  better  to  abstain  from 
rectal  feeding. 

Dr.  John  B.  Mcrphy  said  that  the  Ochsner  treatment  was 
founded  on  two  conditions.  First,  that  by  withdrawing  food 
peristalsis  was  arrested.  Second,  by  not  allowing  food  it  pre- 
vented decomposition  above  the  site  of  inflammation  and  the  ab- 
sorption of  the  decomposing  contents  of  the  intestinal  tract,  The 
first  condition  obtained  under  physiological,  but  it  was  absolutely 
false  under  pathological,  conditions.  He  contended  that  peri- 
stalsis could  not  be  produced  in  the  presence  of  a  general  sup- 
purative peritonitis  with  abrasions,  he  did  not  care  whether 
calomel  or  food  was  given.  In  the  sero-purulent  type  of  peri- 
tonitis, where  there  was  a  quart  or  more  of  fluid  in  the  cavity, 
where  the  intestine  was  not  blistered,  he  looked  upon  the  case 
as  favorable  for  recovery,  and  he  did  not  recall  a  single  patient 
with  that  type  of  peritonitis  who  had  died  after  operation. 

The  next  condition  was  with  reference  to  stopping  the  decom- 
position above  the  site  of  inflammation,  etc.  This  had  a  deleteri- 
ous influence.  He  believed  that  it  depressed  the  patient  mentally 
the  same  as  the  decomposition  above  the  point  of  obstruction  in 
a  case  of  mechanical  ileus  where  there  was  no  strangulation,  es- 
pecially where  obstruction  had  existed  for  four  or  five  days. 

Should  the  surgeon  operate  on  every  case  when  he  saw  it.  tak- 
ing the  desperate  with  the  favorable  cases,  and  would  the  results 
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justify  him  in  waiting'  weeks,  thinking  that  he  could  tell  what 
the  subsequent  pathological  course  would  be.  and  going  ahead  in 
others,  thinking  that  he  could  not?  He  believed,  first,  that  no 
one  could  estimate  what  the  subsequent  pathological  course  of 
the  case  was  going  to  be.  Second,  while  many  cases  looked  as 
though  they  were  a  general  suppurative  peritonitis,  where  one 
would  imagine  there  was  a  large  quantity  of  pus,  yet  at  the 
operation  nothing  but  a  deep  retrocecal  cellulitis  and  a  circum- 
scribed inflammation  were  found,  and  the  paralysis  of  peristalsis, 
which  was  believed  to  be  due  to  a  general  peritonitis,  was  the 
paralysis  of  peristalsis  from  the  intense  infection  which  occurred. 

The  public  generally  were  being  educated  in  regard  to  ap- 
pendicitis, and  he  thought  if  they  were  educated  in  other  sub- 
jects as  much  as  they  were  in  appendicitis  there  would  be  a 
greater  decrease  in  the  mortality  from  this  disease  than  now. 

Dr.  Joseph  Price  lamented  the  publication  of  the  paper  of 
Dr.  Ochsner  in  reference  to  the  starvation  treatment  of  this 
disease.  It  would  take  a  long  time  to  get  at  the  large  number  of 
practitioners  who  had  heard  his  paper  with  a  view  to  counteract- 
ing the  influence  it  had  produced  over  48  States.  He  said  there 
were  400  deaths  recorded  in  Chicago  alone  from  appendicitis, 
and  this  was  not  one-fourth  of  the  deaths  said  to  be  due  to  and 
recorded  as  cholera  infantum,  cholera  morbus,  inflammation  of 
the  bowels,  etc.  Many  deaths  could  be  attributed  to  the  use  of 
calomel.  Rochelle  salts,  and  procrastination. 

Dr.  J.  H.  Carstexs  agreed  with  Dr.  Deaver  in  everything  he 
had  said.  The  objection  he  had  to  the  Ochsner  treatment  was 
not  the  manner  in  which  he  had  qualified  it  since,  but  in  his 
original  statement  he  (Dr.  Ochsner)  never  said  anything  about 
operative  intervention  the  first  and  second  days.  This  was  an 
afterthought.  He  now  came  around  and  said  that  he  would 
operate  in  the  first  forty-eight  hours,  and  if  he  could  not  operate 
then  he  would  wait.  This  idea  of  the  Ochsner  treatment  had 
gone  out  and  general  practitioners  had  made  use  of  it,  and  some 
of  them  had  told  the  speaker  that  they  could  practise  it  just  as 
well  on  the  first  and  second  days,  and  they  did  not  call  in  a 
surgeon.  It  was  here  that  the  harm  came  in.  A  good  deal  de- 
pended on  the  men  who  operated  for  appendicitis.  He  thought 
a  great  many  practitioners  were  trying  to  do  too  much.  Some 
of  them  tried  to  remove  the  appendix  from  amongst  a  mass  of 
adhesions.  If  they  did  like  Deaver  and  others,  simply  open  the 
abscess,  drain,  and  give  the  vis  medicatrix  natura  a  chance,  the 
patients  would  recover;  but  many  of  them  fished  around  for  the 
appendix,  spread  pus  over  the  peritoneal  cavity,  and  the  patients 
died. 

Dr.  Willis  G.  Macdoxald  said  every  method  of  treatment,  the 
starvation  treatment,  or  whatever  it  might  be,  which  involved 
delay  in  undertaking  an  operation,  was  a  bad  thing,  lie  was 
satisfied  that  if  every  case  of  appendicitis  in  the  United  States, 
regardless  of  the  character  of  the  operator,  was  operated  upon 
under  the  best  local  conditions  that  could  be  obtained,  the  mor- 
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tality  on  the  whole  would  be  less  than  it  was  now.  Appendicitis 
had  become  a  local  question  in  a  good  many  neighborhoods,  and 
in  a  certain  territory  there  was  a  very  small  mortality  from  this 
disease,  because  the  general  practitioners  and  surgeons  were 
educated  up  to  the  point  that  this  disease  was  not  one  to  speculate 
about.     It  demanded  immediate  action. 

Dr.  Deaver,  in  closing  the  discussion,  said  that  the  principal 
object  of  his  paper  was  to  impress  the  importance  of  early  oper- 
ation as  against  the  abominable  treatment  of  starvation  in  cases 
of  appendicitis. 


SURGICAL    RELATIONS    THAT    THE    REGION    OF    THE 

APPENDIX   BEARS   TO   PELVIC   SUPPURATION 

AND   OPERATIVE   COMPLICATIONS. 


JOSEPH    PRICE,    M.D., 
Philadelphia.   Pa. 


The  title  of  this  paper  takes  up  a  simple  discussion  of  the 
important  complications  found  and  dealt  with  surgically  by 
removal  of  pathologic  conditions  of  the  right  tube  and  ovary — a 
complication  occurring  in  at  least  10  per  cent  of  suppurative 
forms  of  tube  and  ovary  on  the  right  side  and  occasionally  on 
the  left.  In  bilateral  pelvic  suppurations  we  occasionally  find 
the  appendix  on  the  left  side,  fixed  to  tube,  ovary,  bowel,  or 
epiploic  appendages.  I  have  several  times  found  it  on  the  left 
side  or  situated  in  the  middle  of  the  pelvis  in  a  tangle  of  adhe- 
sions; and,  again,  in  post-operative  complications,  in  operations 
done  for  pus  tube  or  a  hysterectomy,  have  seen  the  appendix  in 
many  anomalous  places.  Only  recently  I  found  a  large  appendix 
lying  across  the  stump  of  a  supravaginal  hysterectomy;  it  was 
strongly  adherent  and  strictured,  and  constantly  tugging  at 
the  cecum.  It  is  well  to  be  prepared  for  finding  and  dealing 
with  anomalous  positions  and  conditions  of  this  character,  now 
that  we  have  so  many  operations  to  repeat. 

In  a  good  number  of  eases  normal  topographical  or  anatomical 
landmarks  do  not  exist.  Freeing  the  tangled  bowel,  relieving 
all  adhesions,  repairing  all  surrounding  lesions,  and  removing 
the  appendix  ends  the  complications.  In  suppurative  forms  of 
pelvic  disease  in  the  female  the  appendix  is  often  removed, 
as  it  is  quite  commonly  found  strongly  adherent,  much  enlarged, 
and  occasionally  disorganized.  I  have  repeatedly  tied  off  the 
tube  and  ovary,   and   then   the   appendix,   without   freeing   the 
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adhesions  between  them.  The  fusion  of  appendix  to  tube  and 
ovary,  all  disorganized  and  in  the  midst  of  tilth,  occurred  in  this 
city,  a  few  years  ago,  in  the  daughter  of  a  prominenl  Governmenl 
official.  The  removal  of  the  diseased  tube,  ovary,  and  appendix, 
cleansing  and  draining  of  pelvis  and  groin,  resulted  in  speedy 
recovery.  The  operative  complications  are  quite  familiar  to  all 
of  you. 

The  importance  of  removing  the  appendix  when  the  slightest 
complication  exists,  and  the  adoption  of  the  rule  of  removal 
whenever  the  patient's  abdomen  is  opened,  is  a  good  one.  I 
have  repeatedly  had  patients  ask  me  to  remove  the  appendix 
while  the  abdomen  was  opened  for  some  other  purpose.  The 
danger  is  so  slight,  the  operation  so  simple,  so  little  time  and 
surgery  are  recpiired  for  the  safe  and  clean  removal  of  a  very 
common  offender,  that  I  am  strongly  inclined  to  urge  its  re- 
moval in  all  cases  while  doing  pelvic  surgery.  Again,  we  see  a 
good  number  of  patients  complaining  of  obscure  symptoms  am! 
pelvic  pain,  general  ill  health,  abdominal  colic,  and  intestinal 
disorders,  coming  from  general  practitioners  for  treatment  or 
operation  on  the  pelvic  organs.  In  a  good  number  of  these 
cases  the  appendix  is  the  cause,  its  removal  speedily  relieving 
the  patient  of  all  symptoms. 

The  symptoms  are  so  conspicuous,  the  diagnostician  so  cock- 
sure, in  the  male,  that  they  are  operated  upon  in  great  numbers. 
What  a  number  of  cases  we  must  be  overlooking  in  the  female ! 
I  find  the  profession  are  making  a  more  careful  study  of  this 
important  subject.  Teachers,  authors,  and  prominent  operators 
have  strongly  advocated  conservative  or  non-operative  methods 
of  treatment  until  they  lost  one  or  more  of  their  own  children 
or  were  driven  to  operative  interference  after  some  delay  or  the 
loss  of  a  dear  friend  or  relative. 

The  operation  cannot  be  too  early  in  the  acute  attack.  It  is 
fire  department  work.  If  done  the  first  day.  they  all  recover. 
Positive  arrest,  of  the  peritoneal  infection  is  secured,  as  is  beauti- 
fully demonstrated  in  the  cases  operated  upon  on  the  verge  of 
perforation.  The  mortality  increases  with  the  number  of  days 
of  the  illness.  In  fulminating  cases  it  is  always  high  after  the 
fourth  or  fifth  day;  yet  even  in  these  eleventh-hour  operations 
there  ought  not  to  be  16  or  20  per  cent  mortality,  if  toilet  and 
drainage  are  complete  in  general.  Exceptionally  few  recover 
spontaneously;  the  recurring  and  well-to-do  cases  go  to  health 
resorts  or  travel  with  an  abscess  in  their  right  groin  or  beneath 
their  cecum,  and  often  die  with  a  recurrence  away  from  home. 
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The  operation  is  often  charged  with  the  death.  Xot  so;  these 
cases  are  really  dying  during  their  second  or  third  recurrence, 
and  should  have  been  operated  upon  on  the  first  day  of  their 
first  attack-,  or  it  may  be  the  procedure  was  an  incomplete  one, 
as  the  Willard  Parker  operation.  Large  numbers  who  have 
been  treated  medically  are  reported  as  cures  after  they  are  dead 
and  buried,  by  the  man  who  saw  them  in  their  first  attack. 
Larue  numbers  remain  chronically  ill,  the  precise  nature  of 
their  trouble  not  being  recognized  by  their  attendant.  Our 
present  precise  knowledge  of  the  acute  and  chronic  pathology 
are  the  results  of  the  operations  done  in  both  conditions. 

Operations  upon  nurses  and  resident  physicians  in  hospitals 
demonstrate  beautifully  the  value  of  early  interference ;  most 
are  done  on  the  first  day.  One  nurse  in  every  six  in  my  private 
hospital,  and  in  two  public  hospitals  with  which  I  am  connected, 
has  been  operated  upon  for  appendicitis — all  early  operations, 
without  a  death,  and  with  pleasing  recoveries.  All  of  them 
have  continued  their  profession  in  better  health  than  their 
associates.  The  same  is  the  history  of  the  operations  on  the 
resident  physicians.  The  mortality  in  students  in  the  same 
school  or  college  hospital  is  high,  the  operation  being  com- 
monly done  two  or  three  days  later  than  on  the  residents. 
Treves  continues  to  teach  conservative  treatment  and  discour- 
ages prompt  surgical  interference,  while  he  publishes  a  large 
number  of  internal  operations  with  a  low  mortality — and  it 
should  be  nil  in  such  a  group  of  cases,  the  death  of  any  only 
due  to  error  in  diagnosis  or  overlooking  diseased  conditions  of 
the  heart  or  some  other  important  organ.  He  makes  the  remark- 
able statement  that  if  none  were  operated  upon,  5  per  cent  only 
would  die.  If  this  were  true,  I  am  satisfied  most  prominent, 
successful  operators  would  weed  out  the  five  cases  for  operative 
interference  and  the  ninety-five  for  'non-operative  interference, 
and  in  all  probability  save  the  five  operated  upon.  The  diag- 
nosis is  so  easy,  the  symptoms  so  prominent,  that  it  would  be 
not  difficult  to  exclude  the  ninety-five  that  ought  to  recover  with- 
out operation. 

To  illustrate  what  I  mean  I  will  cite  a  recent  experience. 
I  was  called  to  Eochester.  X.  Y.,  to  see  a  Yale  student  on  the 
fourth  day  of  his  illness,  dying  of  appendicitis;  it  was  a  mid- 
night operation  and  a  number  of  good  clinicians  and  surgeons 
were  present,  AVhile  washing  for  the  operation  I  alluded  to 
Mr.  Treves'  statement  and  remarked  that  the  young  man  be- 
longed to  the  5  per  cent  group ;  that  I  was  satisfied  all  of  them 


APPENDIX    TO    PELVIC    SUPPURATION.  685 

felt  that  nothing  short  of  operative  interference  could  save  him; 
if  let  alone  or  tinkered  with  he  would  surely  die — with  which 
opinion  they  all  agreed.  He  was  greatly  distended  and  vomit- 
ing almost  continuously.  A  gangrenous  and  perforated  appen- 
dix was  quickly  and  easily  removed  and  the  dirty  groin  carefully 
cleansed.  Just  at  this  point  in  the  operation  I  remarked  thai 
the  procedure  seemed  complete,  but  that  the  general  surgeon's 
inflammatory  vail  was  rarely  complete  at  either  end,  and  that 
to  have  stopped  there  the  operation  had  just  as  well  not  have 
been  done.  I  then  pushed  two  fingers  over  the  ilio-pectineal 
line  into  the  pelvic  cavity,  and  a  gush  of  dirty  fluid  flooded  the 
field  of  operation.  Probably  twenty  inches  of  adherent  ileum 
was  freed  and  cleansed  of  all  lymph,  the  peritoneal  cavity 
washed  and  drained.  He  will  go  back  and  finish  his  college 
course. 

AVhile  speaking  of  the  general  surgeon's  inflammatory  wall  I 
must  call  your  attention  to  the  remarkable  series  of  four  cases 
of  appendicitis  reported  by  Senn  from  the  Berlin  Clinic : 

Case  I. — Diffuse  peritonitis  following  appendicitis.  First  at- 
tack; had  lasted  two  weeks  previous  to  operative  interference, 
although  "the  symptoms  had  been  strong  from  the  beginning." 
Vomiting  and  distension  of  abdomen  were  suspicious  of  pus  in 
the  right  iliac  fossa.  Long  incision  was  followed  by  large  quan- 
tities of  fetid  pus.  Diffuse  peritonitis  was  present,  with  no 
tendency  to  limitation.  The  inflamed  appendix  was  ligated  and 
removed.  There  was  no  gangrene  or  perforation.  The  extent 
of  the  disease  was  mentioned  as  a  contraindication  to  irrigation. 

(  ase  II. — Perforative  appendicitis  recognized  on  the  ninth 
day.  Pain,  vomiting,  and  frequent  eructations,  accompanied  by 
tympany  and  pain  in  right  iliac  fossa.  The  initial  symptoms 
were  mild.  Large  quantities  of  pus  followed  the  incision:  The 
peritoneal  cavity  generally  dirty,  and  no  attempt  was  made  to 
cleanse  it.  The  tissues  were  so  much  disorganized  that  they 
Avould  not  hold  a  ligature. 

Case  III.  — In  this  case  there  was  doubt  as  to  the  diagnosis, 
the  physical  signs  indicating  an  accumulation  of  pus  in  the  Lef1 
iliac  region.  Almost  the  entire  linea  alba  was  incised,  with 
negative  results.  Then  a  transverse  incision  was  made  over  the 
pubes  and  left  Poupart's  ligament,  and  a  Large  quantity  of  ex- 
tremely offensive  pus  was  evacuated.  Careful  search  failed  to 
ascertain  the  cause,  but  an  abnormally  situated  appendix  was 
suspected  as  the  starting  point  of  the  infection. 


686  PRICE:  RELATIONS  OF  APPEXDIX  TO  PELVIC  SUPPURATION. 

Case  IV. — "Fetid  empyema  following'  rupture  of  an  appendi- 
cal  abscess  into  the  left  pleural  cavity.  This  case  was  an  ex- 
tremely obscure  one.  The  patient,  a  young  man  of  16.  when  ad- 
mitted into  the  hospital  presented  all  the  indications  of  empy- 
ema. The  early  history  of  the  case  was  obscure.  A  segment 
of  the  seventh  rib  was  excised  in  the  axillary  line,  and  a  large 
quantity  of  very  fetid  pus  was  liberated.  The  patient  not  im- 
proving as  was  expected,  the  opening  in  the  chest  wall  was  en- 
larged by  resection  of  the  adjacent  lower  rib.  As  the  suppura- 
tion and  septic  condition  persisted,  it  was  finally  decided  to  fol- 
low the  abscess  cavity  its  entire  length  in  a  downward  direction. 
The  remaining  lower  ribs  were  excised  and  a  perforation  was 
found  in  the  diaphragm.  The  abscess  cavity  was  followed  by 
extending  the  incision  downward  as  far  as  the  crest  of  the  ilium. 
From  this  time  the  patient  improved  rapidly,  and  at  the  present 
time  the  enormous  wound  is  granulating  satisfactorily  and  prom- 
ises to  heal  in  a  short  time.  It  is  believed  that  an  appendicitis 
was  the  cause  of  abscess  formation,  and  that  the  secondary  sup- 
purative pleuritis  resulted  from  the  entrance  of  pus  into  the 
pleural  cavity  through  a  perforation  in  the  diaphragm." 

I  have  briefly  abstracted  the  first  three  and  quoted  entire 
the  fourth  of  the  Berlin  cases  to  illustrate  the  rapidly  destruc- 
tive nature  of  the  disease,  and  demonstrate,  in  a  series  of  four 
cases,  how  incomplete  or  wholly  absent  is  the  general  surgeon's 
inflammatory  wall.  In  the  series  this  point  is  not  referred 
to.  Our  distinguished  friend.  Beaver,  at  a  very  late  hour  in  his 
life,  gives  us  a  good  paper  on  the  general  surgeon's  " walled-off . " 
My  Vale  student's  operation  demonstrates  very  beautifully  how 
incomplete  the  wall  was  below.  Senn's  fourth  case  how  incom- 
plete above,  and  there  are  numerous  cases  quoted  in  papers  and 
discussions  of  similar  nature,  one  recently  reported  by  Br. 
La  Place.  In  the  cases  reported  by  Senn  we  see  beautifully 
illustrated  the  progressive  nature  of  an  appendical  inflammation 
and  of  how  speedily  the  general  peritoneal  cavity  or  remote 
points  of  the  body  may  be  involved.  Again,  we  see  that  they 
are  not  operating  sufficiently  early  on  the  Continent,  as  three 
of  the  four  reported  cases  were  about  destroyed  by  the  disease, 
as  the  diagnosis  in  each  ease  was  of  obscure  and  doubtful  origin. 

We  have  referred  pointedly  to  the  ease  and  facility  of  diag- 
nosis in  appendicitis  early  in  the  disease.  This  reference  is 
made  to  demonstrate  how  little  importance  the  teachers  and 
authors  place  upon  the  necessity  of  an  early  diagnosis.  The 
general  peritonitis,  the  partial  destruction  of  important  organs. 
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and  the  invasion  of  other  cavities  would  never  occur  if  practi- 
tioners were  all  good,  wide-awake  diagnosticians  and  could  be 
more  speedily  convinced  of  the  importance  of  early  operative 
interference. 

Dr.  Herman  E.  Hayd  said  the  most  important  area  in  the 
physical  makeup  of  either  man  or  woman  was  the  lower  right 
quadrant  of  the  abdomen,  and  it  was  surprising  to  see  how  much 
trouble  could  quickly  occur  in  that  area.  The  question  of  diag- 
nosis largely  depended  upon  one's  environment,  bow  he  had  been 
educated.  For  instance,  the  general  surgeon  assumed  that  every- 
thing in  that  territory  of  a  pathological  character  was  appendi- 
citis, while  the  man  who  had  devoted  himself  to  the  diseases  of 
women  found  that  this  was  not  true;  consequently,  although  Dr. 
Price  considered  the  diagnosis  was  ordinarily  easy  in  these  eases, 
yet  there  occurred  cases  from  time  to  time  where  the  difficulties 
in  diagnosis  were  great.  In  this  area  there  could  be  either  an 
appendicitis  with  localized  abscess,  a  tubal  or  ovarian  abscess,  or 
a  suppurating  extrauterine  pregnancy  in  woman,  and  really  it 
was  very  difficult  at  times  to  make  a  differential  diagnosis. 

If  he  found  tubal  or  ovarian  trouble  complicated  with  appendi- 
citis, he  favored  operating  through  a  median  incision.  If  he  did 
not  encounter  pus  he  did  not  drain,  but  sewed  up  the  wound. 
All  such  cases  invariably  recovered.  If,  however,  he  found  pus, 
he  protected  the  abdominal  cavity  from  the  infection  or  rupture 
of  a  possible  abscess;  then  he  dug  out  the  appendix,  broke  up  ad- 
hesions, and  drained  both  in  front  and  to  the  side. 

The  next  thing  in  order  was  the  President's  address,  which 
was  delivered  by  Dr.  Edwin  Ricketts,  of  Cincinnati,  Ohio.  Dr. 
Kicketts  selectee!  for  his  subject 

OUR   SHORTCOMINGS:    LET    US   REASON    TOGETHER.1 


Second  Day — Afternoon  Session. 

SOME  UNUSUAL   CASES   OF  APPENDICITIS  AND   THE   LESSONS 

THEY    TEACH. 


MILKS  F.  PORTER,  M.D.. 

Professor  of  Surgery,  Clinical  Surgery,  and  Gynecology,  Fori   Wayne- 
College  of  Medicine.  Fort  Wayne,  Ind. 

Case  I.— Mrs.  S..  set.  '21.  was  taken  with  cramps  and  vomiting 
during  a  menstrual  period  when  15  years  of  age,  and  up  to  the 
time  of  operation  had  had  numerous  attacks  of  typical  appendi- 
1  See  address,  p.   577. 
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citis.  For  four  months  prior  to  operation  the  tenderness  and 
pain  were  constant.  She  had  been  in  bed  several  weeks. 
On  opening  the  abdomen  the  adhesions  between  the  cecum, 
ileum,  parietal  peritoneum,  and  omentum  were  found  to  be 
dense.  Attached  to  the  cecum  was  a  small  stump,  closed, 
which  was  all  of  the  appendix  which  could  be  found.  Behind 
this  and  under  the  iliac  fossa  was  a  small  abscess,  which  was 
drained.  Immediate  relief  followed  the  operation,  and  she  was 
discharged  January  25.  twenty-five  days  after,  with  a  small  sinus. 
Six  months  later  I  learned  that  she  had  been  having  some  pain 
and  that  the  wound  had  again  opened,  but  I  have  not  seen  her. 
Possibly  the  distal  end  of  the  appendix  or  a  fecal  concretion  was 
left  behind  and  caused  the  trouble  to  recur. 
That  this  is  probable  is  proved  by 

(  !ase  II.— Master  J.  J.  was  operated  by  me  on  June  17  last  for 
frequently-recurring  attacks  of  pain,  tenderness,  etc.,  following 
a  simple  drainage  operation  for  appendical  abscess  done  eleven 
months  before.  AYhile  the  sinus  was  open  he  was  free  from  pain. 
Shortly  after  it  would  close  an  attack  would  come  on,  to  be  re- 
lieved by  spontaneous  opening  of  the  abscess.  On  opening  the 
belly  there  was  found  in  the  centre  of  an  abscess  cavity  a  large 
fecal  concretion  and  the  appendix,  the  latter  free  from  all  con- 
nection either  to  bowel  or  meso-appendix. 

In  these  cases  of  long  standing  the  operator  should  search  as 
thoroughly  as  consistent  for  fecal  concretions,  and,  in  cases  of 
detachment  of  the  appendix  from  the  cecum,  for  the  appendix, 
and.  finding  either  neither  or  both,  should  provide  ample  drainage 
and  not  be  in  haste  to  secure  closure  of  the  external  wound. 

The  appendix  may  become  separated  from  the  cecum  and  be- 
come surrounded  by  adhesions  in  a  position  cpvite  removed  from 
its  normal  position,  as  is  illustrated  by  a  case  referred  to  me  by 
Dr.  Cook,  of  Bluffton,  Ind. 

Case  III.— The  patient  had  presented  the  usual  symptoms  of 
recurrent  appendicitis,  save  that  in  the  last  attack  the  pain  and 
tenderness  were  widespread  at  first,  but  when  I  saw  him  several 
days  after  the  onset  the  tenderness  was  very  slight,  as  determined 
by  abdominal  palpation,  and  located  centrally.  By  rectal  pal- 
pation a  very  tender  mass  was  found  low  down  in  the  pelvis  be- 
tween rectum  and  bladder.  Through  the  open  belly  this  mass 
proved  to  be  composed  of  intestine,  bladder,  and  the  rectum 
bound  by  adhesions  enclosing  a  small,  yellowish-white  mass  of 
necrotic  tissue  which  in  no  way  resembled  an  appendix  to  the 
naked  eye,  but  which  was  declared  to  be  a  necrotic  appendix  by 
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Dr.  Rhainy,  who  examined  it  for  me.  The  cecum,  released  from 
adhesions,  showed  a  cicatrix  marking  former  attachment  of  ap- 
pendix. 

Case  IV.— The  next  case  I  have  to  report  emphasizes  the  more 
remote  dangers  incurred  by  delay  in  operating  in  appendicitis. 
I  found  the  boy  with  an  abscess  of  appendical  origin  occupying 
the  lower  right  fourth  of  the  abdomen.  His  general  condition 
was  extremely  bad  and  a  simple  drainage  operation  was  done. 
From  this  he  rallied  and  did  well  for  two  weeks,  when  another 
abscess  formed  in  the  opposite  quadrant  and  was  opened.  From 
this  he  recovered  completely  and  was  enjoying  the  ordinary 
pleasures  of  boys  of  his  age,  when,  at  the  supper  table  at  the 
close  of  a  hearty  meal,  he  was  taken  with  pain  in  the  belly,  which 
three  days  later  was  known  to  be  due  to  bowel  obstruction.  The 
point  of  obstruction  was  located  above  the  umbilicus.  Incision 
was  accordingly  made  here  in  the  mid-line,  and  the  obstruction, 
due  to  peritoneal  adhesions,  was  relieved.  To  get  the  bowels  back 
in  the  abdomen  it  was  necessary  to  empty  them  through  a  hole 
cut  with  the  scissors.  His  recovery  was  uneventful  and  he  en- 
joyed good  health  for  five  years,  when  he  had  several  attacks  of 
belly  pain  accompanied  by  obstinate  constipation.  These  attacks 
grew  more  severe,  frequent,  and  obstinate,  until  finally  an  attack 
came  on  which  failed  to  respond  to  the  usual  measures.  A 
celiotomy  was  done,  and  only  after  nearly  three  hours  of  patient 
and  hard  work  were  the  adherent  bowels  released  and  the  obstruc- 
tion overcome.  It  is  now  three  years  since  the  last  operation ;  the 
boy,  now  a  young  man,  is  in  perfect  health. 

Case  V.  —  The  only  case  I  have  ever  seen  of  what  seemed  to  me 
to  be  appendical  colic— i.e.,  pain  in  the  appendix  without  in- 
flammation—was that  of  a  farmer  referred  to  me  by  Dr.  Hack- 
erdorn,  of  Antwerp,  0.  The  pain  was  extreme,  but  the  constitu- 
tional symptoms  practically  nil.  The  tenderness  was  marked 
only  upon  rather  severe  pressure  over  a  space  not  larger  than  a 
silver  quarter.  On  removal  the  appendix  seemed  healthy,  but 
contained  a  seed,  of  a  kind  unknown  to  me,  which  was  triangular 
in  shape  with  exceedingly  sharp  corners.  The  seed  had  produced 
several  wounds  in  the  mucosa  of  the  appendix.  Appendectomy 
was  followed  by  complete  relief.  Prof.  Schultze,  of  the  Fort 
Wayne  High  School,  examined  the  foreign  body  and  pronounced 
it  a  seed,  but  could  not  tell  the  kind. 

Case  VI.  —  I  have  many  times  found  the  lumen  of  the  appendix 
obliterated  partially  at  the  distal  end.  and  have  often  met  with 
44 
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strictures,  but  never  saw  but  one  example  of  complete  oblitera- 
tion of  the  lumen.  The  patient  was  an  elderly  lady  referred  to  me 
by  Dr.  Sprowl,  of  Warren,  Ind.  Celiotomy  was  done  for  diag- 
nostic purposes.  There  was  a  history  of  attacks  earlier  in  life 
that  were  thought  might  have  been  attacks  of  appendicitis.  At 
the  time  of  operation  there  were  no  signs  of  appendicitis,  save  a 
complaint  of  pain  over  the  whole  right  side  of  the  abdomen.  On 
opening  the  abdomen  the  appendix  was  found  considerably  ad- 
herent, exceedingly  firm  to  feel,  and  not  larger  than  three-six- 
teenths of  an  inch  in  diameter.  On  examination  after  removal 
it  was  found  to  have  no  lumen,  but  was  merely  a  solid  cord  of 
what  seemed  connective  tissue  covered  with  peritoneum.  No 
microscopical  examination  was  made.  "Whether  this  appendix 
was  simply  a  deformed  one,  or  whether  its  condition  at  the  time 
of  operation  was  the  result  of  previous  inflammatory  attacks.  I 
cannot  say.  That  the  latter  is  true  seems  not  improbable  from  the 
history  and  the  adhesions  found. 

Case  VII. — I  was  called  by  Dr.  Harrold.  of  Roll.  Inch,  to  oper- 
ate on  an  elderly  lady  for  an  appendicitis  of  a  week's  duration. 
The  case  presented  no  unusual  feature,  save  that  the  tumor  was 
very  prominent  to  sight  (the  belly  -was  rather  flat,  flabby,  and 
thin  .  and  on  palpation  was  found  to  be  almost  spherical  and  so 
freely  movable  as  to  permit  of  its  being  pushed  to  the  left  of  the 
median  line.  This  condition  was  easily  understood  after  the 
belly  was  opened.  There  was  a  long  meso-appendix  and  a  long 
meso-eecum.  The  inflamed  appendix  was  found  wrapped  in  the 
omentum,  but  there  were  no  adhesions  to  surrounding  structures. 
This  case  is  reported  because  of  its  rarity,  and  because  of  the 
possible  difficulty  in  diagnosis  which  such  cases  might  present, 
especially  if  not  seen  until  all  active  inflammation  had  subsided. 
I  know  of  no  similar  case  on  record,  but  Dr.  Ochsner,  of  Chicago, 
told  me  of  a  similar  case  which  occurred  in  his  practice  and 
which  was  considered  by  him  to  be  a  malignant  tumor  until  the 
operation  had  progressed  until  the  infected  appendix  was  un- 
covered. 

Case  VIII.  Cancer  of  the  Ileo-cecal  Valv(  mistaken  for  Ap- 
pendicitis.— This  case  came  to  me  for  operation  after  having  the 
diagnosis  of  chronic  appendicitis  confirmed  by  several  physicians, 
among  whom  was  Dr.  Nanerede,  of  Ann  Arbor.  I  also  confirmed 
the  diagnosis,  but  on  opening  the  belly  found  the  trouble  to  be 
cancer  of  the  ileo-cecal  valve  with  adhesions  in  the  region  denot- 
ing peritoneal  inflammation.  The  tenderness,  pain,  etc..  due  to 
the  latter  condition  led  to  the  diagnosis  of  appendicitis.    As  I  look 
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back  upon  this  case  I  can  find  some  features  in  the  case  which 
might  help  me  to  a  correct  diagnosis  were  a  similar  case  presented 
to  me  in  the  future.  They  were  as  follows :  1.  The  pain  was  too 
great  for  the  tenderness.  2.  There  was  too  much  loss  of  flesh  and 
too  much  anemia  to  be  accounted  for  on  the  ground  of  sepsis. 
The  patient  could  get  up  and  move  about  the  next  day  after  an 
attack  of  pain.  So  far  as  I  could  learn,  there  never  had  been  any 
but  very  mild  symptoms  of  sepsis,  and  yet,  as  indicated  above, 
the  man  had  lost  quite  a  good  deal  of  weight  and  was  anemic— in 
a  word,  was  showing  the  cachexia  of  cancer. 

Case  IX.— Ethel  B..  get.  11  years.  Referred  by  Dr.  Webber,  of 
Warsaw,  Ind.  She  gave  a  history  of  three  previous  attacks  of 
pain  in  the  appendix  region,  all  of  which  had  come  on  suddenly 
and  disappeared  suddenly  after  a  few  hours'  duration  at  the 
most.  One  of  the  three  had  disappeared  immediately  after  a 
warm  rectal  injection;  the  others  had  disappeared  spontaneously. 
In  neither  attack  was  there  any  tenderness  after  the  pain  left, 
although  it  was  present  and  well  marked  while  the  pain  lasted. 
The  child  had  never  menstruated,  nor  did  her  development  indi- 
cate a  near  approach  to  menstrual  activity.  She  was  of  consti- 
pated habit.  When  I  saw  her,  forty-eight  hours  after  the  attack 
came  on,  there  was  an  elevation  of  one  degree  in  temperature,  the 
pulse  was  100,  there  was  some  pain  and  exquisite  tenderness  in 
the  right  iliac  region,  with  an  exquisitely  sensitive  tumor  just 
above  Poupart's  ligament.  It  was  remarked  at  the  time  that  the 
tenderness  and  tumor  were  both  rather  low  for  the  appendix.  A 
digital  examination  per  rectum,  made  without  the  aid  of  an 
anesthetic,  was  negative.  I  told  the  parents  that  I  thought  the 
case  was  one  of  appendicitis,  but  that  I  might  be  mistaken  in  this. 
However.  I  was  positive  that  there  was  something  there  causing  a 
peritonitis  and  that  the  proper  course  to  pursue  was  to  operate 
and  remove,  if  possible,  the  cause  of  the  trouble.  A  vertical  in- 
cision through  the  right  rectus  muscle  revealed  a  right  ovarian- 
cyst  the  size  of  a  small  egg,  with  a  pedicle  tightly  twisted  by 
three  complete  turns,  and  gangrene  commencing.  It  is  but  right 
to  say  that  disease  of  the  uterine  adnexa  was  thought  of  before 
the  operation,  and  ruled  out.  The  child  made  a  prompt  recovery. 
This  case  is  interesting  for  other  reasons,  but  is  reported  here 
for  the  purpose  of  emphasizing  the  importance  of  tenderness  dis- 
associated with  pain  in  differentiating  between  inflammatory 
and  non-inflammatory  lesions. 

Case  X.— Miss  H.  was  seen  by  me  at  the  request  of  Dr.  Deming, 
of  our  city,  on  the  second  day  of  a  very  mild  attack  of  appencli- 
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citis.  It  was  the  first  attack.  On  the  next  day  the  symptoms 
were  practically  gone,  save  localized  tenderness  which  was  not 
very  marked.  The  belly  was  opened  and  the  appendix  was  re- 
moved. Near  the  distal  end  was  a  cyst  the  size  of  a  large  pea, 
with  walls  not  thicker  than  the  normal  peritoneum.  The  contents 
were  clear.  It  was,  in  my  opinion,  a  retention  cyst  following  in- 
flammatory occlusion  of  the  lumen  of  the  appendix. 

Case  XI. — This  case,  the  last  I  shall  report,  is  one  of  main- 
similar  ones  I  have  had  and  is  in  no  way  unique,  but,  for  reasons 
which  will  appear  later,  I  deem  it  worthy  of  consideration.  Mr. 
Q.,  a  middle-aged  man,  was  seen  by  me  at  the  request  of  Dr. 
Harrod,  of  our  city,  forty-eight  hours  after  the  onset  of  his  first 
attack  of  appendicitis.  There  was  slight  tympany,  frequent 
vomiting,  great  pain  and  tenderness,  with  some  hardness  in  the 
appendix  region.  The  pain  and  tenderness  were  spreading  over 
a  greater  area.  Pulse  was  84,  temperature  was  101°.  He  was 
moved  to  Hope  Hospital  and  operated  on  at  once.  Some  muddy 
serum  was  free  in  the  peritoneal  cavity.  The  appendix  was 
gangrenous  and  perforated;  it  was  removed  and  drainage  pro- 
vided for.  The  man  made  a  prompt  recovery.  Here  was  a  case 
in  which  the  infection  was  already  spreading,  the  infectious 
material  was  free  in  the  peritoneal  cavity.  Had  this  case  been 
put  under  the  starvation  treatment  what  would  have  been  the 
result?  As  stated  above,  this  is  but  one  of  many  (perhaps  200  j 
similar  cases  that  have  occurred  in  my  practice  in  which  there 
was  infectious  material  free  in  the  peritoneal  cavity,  the  symp- 
toms and  appearances  inside  the  belly  indicating  a  widespread 
and  rapidly-spreading  virulent  infection.  "Will  any  mode  of 
treatment  give  these  patients  as  good  a  chance  to  recover  as  will 
the  operative  treatment?  Can  any  treatment  corral  germs  dis- 
tributed over  a  large  part  or  the  whole  of  the  peritoneum,  and 
pen  them  up  in  a  small  corner  and  keep  them  there?  No  one 
doubts  that  the  majority  of  cases  of  suppurating  appendicitis 
will  result  in  circumscribed  abscess  if  properly  treated,  but  is 
there  any  medical  treatment  which  will  lead  to  this  result  in  all 
cases?  Can  those  which  can  be  made  to  yield  this  happy  result 
be  differentiated  from  those  which  cannot  be  made  thus  to  yield  ? 

As  for  myself,  I  want  the  truth,  and  am  free  to  confess  that 
my  own  experience  is  perhaps  not  sufficient  to  base  conclusions 
upon:  but  I  am  of  the  opinion  that  the  case  last  narrated  would 
have  ended  fatally  had  it  not  been  promptly  operated :  that  the 
sooner  a  case  of  appendicitis  which  is  growing  progressively 
worse  is  operated  the  better;  that  no  man  can  tell  in  a  given 
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case  the  pathologic  changes  that  have  taken  place  until  he  sees 
them. 

207  West  Wayne  street. 

Dr.  Washington  H.  Baker,  of  Philadelphia,  would  like  to 
answer  yes  to  the  question  which  was  asked  in  the  paper,  and  he 
was  thankful  to  be  supplied  with  such  a  beautiful  illustration  as 
the  first  case  mentioned.  In  that  case  the  pain  was  not  in  the 
appendix;  it  was  due  to  reflex  symptoms;  the  irritation  was 
transmitted  from  the  appendix  to  the  intestine  reflexly  and  pro- 
duced intestinal  colic.  The  indication  was  not  an  operation,  but 
to  help  the  great  effort  Nature  was  making  to  get  rid  of  some 
irritating  influence  there.  The  great  indication  was  to  him, 
whenever  the  system  made  a  decided  effort  in  any  direction,  to 
further  that  effort  all  he  could,  and  he  felt  that  he  was  proceed- 
ing naturally  and  to  the  great  advantage  of  the  patient,  and  he 
would  not  institute  any  operative  procedure  in  opposition  to 
that  until  his  efforts  had  entirely  failed.  Nature  gave  the 
physician  an  intimation  in  these  cases,  and  what  he  should  do 
was  to  endeavor  to  supply  what  was  wanting.  The  physician 
should  not  force  Nature,  but  aid  her  in  these  cases. 

Dr.  John  C.  Sexton,  of  Rushville,  Ind.,  said  he  believed  it 
was  the  sense  of  the  Association  that  it  would  be  a  backward  step 
to  delay  operative  intervention  in  cases  of  appendicitis  after 
making  the  diagnosis,  and  he  thought  it  would  be  a  retrogressive 
step  if  the  so-called  starvation  or  waiting  plan  was  generally 
adopted.  As  to  fulminating  appendicitis,  the  surgeon  might 
open  the  abdomen  and  find  a  large  amount  of  dirty  brown, 
watery  fluid,  with  no  pus  or  rupture,  yet,  on  account  of  the 
epithelial  plate  being  stripped  off,  absorption  would  rapidly  take 
place  and  the  patients  would  die.  On  the  other  hand,  if  the  ab- 
scess had  not  broken  down  into  a  dirty  brown,  watery  fluid  there 
would  still  be  a  chance  to  save  the  life  of  the  patient,  for  the 
reason  that  the  epithelial  plate  had  not  been  removed.  He  be- 
lieved it  was  the  duty  of  practitioners  to  continue  along  the  old 
line,  namely,  to  operate  upon  every  case  of  appendicitis  as  soon 
as  the  surgeon  got  to  it. 


FOUR  CASES   ILLUSTRATING   THE   DIFFICULTIES   OF 
DIAGNOSTICATING  APPENDICITIS. 


WILLIAM  WOTKYNS  SEYMOUR,,  M.D.. 
Troy,   N.   Y. 


My  excuse  for  presenting  a  paper  founded  upon  so  few  cases  is 
that,  they  are  to  be  taken  as  the  text  of  my  remarks  and  to  elicit 
discussion. 

For  some  years  I  have  been  greatly  impressed,  on  listening  to 
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and  reading'  society  discussions,  with  the  apparently  current 
opinion  that  appendicitis  was  one  of  the  easiest  of  diseases  to 
diagnosticate.  While  this  has  been  my  experience  in  most  cases, 
yet  there  is  also  a  considerable  percentage  of  cases  which  in  their 
very  inception  simulate  very  closely  appendicitis  of  such  severity 
as  ordinarily  to  require  operation.  These  cases  of  simulated 
appendicitis  may  be  divided  into  two  great  classes — those  actually 
of  the  right  iliac  fossa,  arising  from  inflammation  of  other  organs 
than  the  appendix,  and  those  more  misleading  cases,  from  the 
purely  diagnostic  standpoint,  in  which  severe  symptoms  of  ab- 
dominal trouble  appear  and  yet  the  actual  disease  is  an  effusion 
in  the  chest  or  an  inflammation  of  the  lung  of  the  same  or  even 
opposite  side,  without  any  actual  implication  of  the  appendix. 
If  Richardson,  with  a  personal  experience  of  between  two  and 
three  thousand  eases,  can  be  mistaken  in  diagnosticating  as  acute 
appendicitis  a  case  of  inflammation  of  the  right  pleura,  it  seems 
that  every  one  dealing  with  appendicitis  should  have  burned 
into  his  memory  the  existence  of  such  treacherous  cases  of 
mimicry.  Unless  this  is  done,  sooner  or  later  our  preconceived 
opinions,  distorting  our  judgment,  will  lead  us  into  the  tempta- 
tion of  doing  an  operation  for  appendicitis  where  none  exists 
and  where  no  operation  is  needed. 

Case  I. — Mrs.  Florence  A.,  aged  19  years.  Armenian.  1  feet 
i*1-.  inches  in  height,  weight  90  pounds,  was  delivered  by  a  col- 
league of  a  dead  child,  after  a  severe  labor,  on  December  26.  1900, 
by  high  forceps.  The  hospital  records  give  no  details  of  the 
delivery  or  the  condition  of  the  fetus.  On  January  1  she  was 
transferred  to  my  care  and  almost  immediately  had  a  chill  and 
high  temperature;  my  colleague  who  delivered  her  said  she  had 
already  had  a  sudden  elevation  of  temperature  with  an  equally 
sudden  fall,  and  regarded  this  as  due  to  nervous  excitement.  He 
having  just  examined  the  patient,  I  refrained  from  so  doing.  The 
next  day  the  temperature  was  103.5°  and  pulse  120;  marked 
tenderness  under  McBurney's  point,  no  dulness,  some  muscular 
spasm.  Vaginal  examination  negative,  save  the  womb  was  tender 
on  elevating  the  cervix  and  the  pain  referred  to  the  right  side. 
My  diagnosis  was  septic  infection,  probably  of  tube  and  ovary 
of  right  side,  with  a  possible  involvement  of  appendix.  Immedi- 
ate operation  disclosed  absolutely  normal  tubes  and  ovaries,  no 
involvement  of  the  appendix,  but  a  sloughing,  gangrenous  fibroid. 
the  size  of  an  English  walnut,  in  the  right  anterior  Avail  of  the 
uterus  below  the   attachment  of  the   round  ligament.      This   I 
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enucleated,  and.  after  cleaning  out  its  bed  and  stitching  it  over, 
I  drained  with  gauze  drains  and  the  patient  made  a  good  recov- 
ery, to  require  at  my  hands  an  operation  for  post-operative 
hernia  in  March  of  this  year  and  an  elective  Cesarean  section 
for  a  conjugate  of  less  than  eight  centimetres  in  duly.  Mother 
and  son  are  now  wed. 

Case  II.— Lottie  B..  married,  aged  23  years.  Four  months 
after  delivery  was  operated  upon  by  a  colleague  for  an  abscess 
of  the  right  iliac  fossa  with  the  ante-operation  diagnosis  of  ap- 
pendicular abscess.  A  large  abscess  was  evacuated  and  drained, 
but  no  appendix  found,  and  the  post-operative  diagnosis  appen- 
dicular or  tubal  abscess  from  infection  made.  Four  months  later 
the  patient  entered  my  service  because  a  sinus  in  the  sear  was 
still  discharging  and  annoyed  her.  She  had  n<>  pain,  but  a  sore- 
ness, and  wished  to  be  relieved  of  the  sinus.  She  was  up  and 
around  the  wards  during  my  visits,  so  I  missed  her  for  a  few 
days,  and  then  had  my  attention  called  to  her  for  intense  pain 
in  the  right  iliac  fossa,  tenderness  under  McBurney's  point, 
rigidity  of  rectus  muscle,  and  an  extensive  mass  immediately 
beneath  the  cicatrix  of  the  former  operation.  I  believed  I  had  to 
deal  with  a  recrudescence  of  the  appendicular  abscess.  At  11  :30 
a.m.  her  temperature  was  103c  and  pulse  120.  and  I  appointed  3 
o'clock  p.m.  for  operation.  At  2:30  p.m.  I  was  telephoned  that 
her  temperature  was  107°  and  pulse  180,  and  was  asked  what  I 
intended  to  do.  My  reply  was  that  if  at  3  o'clock  she  was  living 
I  would  operate.  A  3  p.m.  the  temperature,  taken  with  three 
thermometers,  was  still  107c  and  pulse  from  180  to  nil.  After 
a  hypodermatic  of  morphine  and  atropine,  an  oblique  incision 
was  made  parallel  to  the  former  scar,  but  internal  to  it.  and  ths 
belly  entered  and  walled  off  with  gauze.  After  evacuating 
several  ounces  of  offensive  pus  I  enucleated  a  solid  suppurating 
tumor  of  the  right  ovary  the  size  of  my  closed  fist.  <  rauze  drain- 
age was  used  and  the  patient  made  a  good  recovery.  The  opera- 
tion was  completed  in  nineteen  minutes  from  start  to  finish,  and 
the  patient's  condition  was  actually  better  on  leaving  the  operat- 
ing room  than  when  she  entered.  Never  before  have  I  seen  such 
a  temperature  in  a  surgical  ease,  and  I  felt  that  on  thorough, 
rapid  work  her  future  depended. 

Case  III.  — I  was  asked  by  a  very  accurate  friend,  practising  in 
the  country  eleven  miles  from  Troy,  to  see  with  him  a  case  of 
appendicitis  and  to  come  prepared  to  operate.  The  patient,  a 
young  woman  of  25.  who  always  had  had  pain  and  distress  at 
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her  periods,  had  been  unwell  ten  days  before  my  visit  and  the 
period  had  lasted  the  usual  time.  Five  days  before  my  visit  she 
was  taken  with  a  severe  pain  in  the  left  side  which  lasted  several 
hours  and  was  only  quieted  with  morphine.  Three  days  later 
she  had  a  similar  attack,  but  not  so  severe.  The  pain  then  was 
referred  to  the  right  side,  which  was  tender  and  rigid.  The  day 
before  my  visit  a  distinct  mass  was  to  be  felt  in  the  right  iliac 
fossa  and  there  Avas  marked  tenderness  under  McBurney's  point. 
At  times  the  pain  was  paroxysmal  and  severe  and  referred  to  the 
right  side,  but  at  the  time  of  my  visit  the  pain  was  slight,  al- 
though the  tenderness  was  marked  under  MeBurney's  point  and 
there  was  some  rigidity  of  the  muscles.  The  temperature,  how- 
ever, was  normal  and  pulse  80.  A  mass,  however,  as  large  as 
my  closed  fist,  lay  in  the  right  iliac  fossa.  This  the  attendant 
declared  to  be  twice  the  size  which  it  was  at  the  visit  the  previous 
day.  This  statement,  together  with  its  apparently  close  connec- 
tion with  the  uterus,  its  closely  following  upon  the  usual  painful 
period,  the  absence  of  chills  and  temperature,  led  to  the  probable 
diagnosis  of  ovarian  tumor  with  twisted  pedicle.  The  patient's 
house  and  circumstances  precluding  a  satisfactory  operation  and 
care  so  far  from  medical  attendants.  I  advised  her  removal  to  the 
Samaritan  Hospital  in  Troy,  where  two  days  later,  October  17. 
1901,  I  did  a  celiotomy,  which  disclosed  an  ovarian  cyst  of  deep 
claret  color,  flecked  with  black,  holding  nearly  a  quart.  The 
pedicle  was  twisted  one  and  one-half  times.  The  tumor  was  the 
left  ovary,  and  the  torsion  of  the  pedicle  had  led  also  to  a  torsion 
of  the  uterus,  so  that  the  right  border  of  the  uterus  was  directed 
against  the  anterior  vaginal  wall.  The  removal  was  very  simple 
and  the  recovery  prompt. 

(  !ase  IV.— June  14,  1902,  I  was  asked  to  see  Miss  B.,  20  years, 
single,  whose  previous  medical  history,  apart  from  irregular 
menstruation,  had  been  excellent.  Her  periods  came  every  four 
or  five  weeks  and  usually  lasted  four  days,  with  neither  marked 
discomfort  nor  flow.  Her  last  period,  several  days  ahead  of  time, 
lasted  six  days,  with  considerable  flow,  and  ended  June  7,  1902. 
June  8,  the  day  after  the  period  ceased,  she  began  to  have  general 
pains,  not  merely  in  the  joints  of  the  extremities,  but  also  the 
abdomen.  Bowels  and  bladder  acted  normally.  At  the  time  of 
my  visit  the  temperature  was  101°.  pulse  120.  respiration  18; 
there  was  no  nausea  nor  vomiting,  but  great  complaint  of  con- 
st .-nit  pain  in  the  right  iliac  fossa,  with  paroxysms  of  epigastric 
pain.     The  liver  and  spleen  were  normal  and  no  tenderness  over 
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the  region  of  the  gall  bladder.  McBurney's  point  was  exquisitely 
tender,  and  the  immediate  neighborhood  also  tender  but  in  a 
less  degree.  There  was  no  muscular  spasm  and  no  tumor  could 
be  made  out  by  gentle  percussion  or  palpation.  The  rest  of  the 
abdomen  was  free  from  sensitiveness.  Examination  of  the  lungs 
disclosed  no  dulness  anywhere,  but  at  the  base  of  the  left  lung 
behind  there  was  an  increased  vocal  resonance  to  both  spoken 
and  whispered  voice  and  an  occasional  sibilaDt  rale.  The  uterus 
was  normal  and  no  evidence  of  ovarian  or  tubal  trouble  nor 
exudate.  I  could  not  believe  the  case  to  be  one  of  appendicitis. 
On  my  evening  visit  I  found  the  temperature  102°,  pulse  120, 
'respiration  20.  The  abdominal  tenderness,  however,  was  some- 
what diminished.  Some  sibilant  rales  were  to  be  heard  over  both 
backs.  June  15 :  The  abdominal  tenderness  vastly  less,  no  mus- 
cular spasm,  sibilant  rales  over  both  chests,  front  and  back,  on 
deep  inspiration,  no  dulness  nor  vomiting.  June  16  the  tem- 
perature, pulse,  and  respiration  were  normal  and  all  tender- 
ness about  McBurney's  point  had  disappeared.  Now  there  was 
cough,  but  without  expectoration,  and  a  few  sibilant  rales  in  each 
chest.  Some  tenderness  continued  along  the  descending  colon 
and  sigmoid  flexure,  which,  however,  disappeared  after  a  copious 
enema.    From  this  on  the  restoration  to  health  was  rapid. 

Was  the  pain  in  the  appendicular  region  in  this  case  to  be  re- 
ferred to  the  action  of  some  toxin  similar  to  that  of  the  so-called 
rheumatic  cases  of  appendicitis,  or  was  it  mimicry  pure  and 
simple  by  reason  of  the  usual  localization  of  pains  which  at  first 
had  been  articular?  So  strong  an  impression  did  the  case  make 
upon  me  at  my  first  visit — especially  as  I  had  only  a  few  days 
before  read  Maurice  Richardson's  article  from  the  Boston  Medi- 
al! and  Surgical  Journal  of  April  17,  1902— that  I  saw  the 
patient  several  times  that  day,  for  fear  that  I  might,  in  my 
hesitancy,  be  caught  napping  by  a  case  of  appendicitis  requiring 
prompt  operation.  The  other  three  cases  all  called  imperatively 
for  operation,  although  in  none  of  the  three  was  the  appendix  in- 
volved. Apart  from  the  high  temperature,  107°,  in  Case  2,  which 
I  have  never  before  seen  in  an  operative  case,  there  was  nothing 
Aery  remarkable.  Yet  each  of  the  three  cases  furnished  conditions 
in  the  right  iliac  fossa  easily  confused  with  appendicitis,  but  at 
the  same  time  imperatively  requiring  operation  for  the  dangerous 
condition  existing.  Time  and  again  I  have  been  in  grave  doubt 
whether  I  had  to  deal  with  a  stone  in  the  right  ureter  at  the 
pelvic  brim  or  a  case  of  chronic  appendicitis,  and  I  cannot  be- 
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lieve  that  the  diagnosis  of  appendicitis  is  as  simple  as  many  of 
the  discussions  would  imply. 

The  investigations  of  Arthur  Keith,  undertaken  at  the  request 
of  Sir  Frederick  Treves,  as  to  the  anatomical  relations  of  Me- 
Burney's  point,1  show  that  this  point  is  far  from  indicating  the 
location  of  the  base  of  the  appendix,  as  has  been  claimed,  but  that 
in  most  cases  it  corresponds  to  the  site  of  the  ileo-ceeal  valve. 
Tenderness  of  this  point  is  found  in  many  other  conditions  than 
appendicitis.  A  wise  scepticism  is  well  to  inculcate  regarding 
this  very  generally  cherished  symptom.  Far  be  it  from  me.  be- 
lieving as  I  do  in  early  operations,  to  inculcate  timidity  or  hesi- 
tancy in  operation.  However,  I  believe  that  if  we  are  as  a  pro- 
fession to  progress.  Ave  must  from  time  to  time  take  soundings  to 
learn  whether  our  accepted  landmarks  give  us  the  true  range  by 
which  to  pilot  our  ship  into  a  safe  harbor. 

Dr.  H.  Howitt.  of  Guelph,  Ontario,  called  attention  to  the 
temperature  and  pulse  in  appendicitis.  He  looked  upon  those 
cases  in  which  there  was  a  high  pulse  and  low  temperature  as 
desperate,  and  the  mortality  was  usually  high.  With  a  tem- 
perature of  105°-107°  the  chances  for  recovery  were  much  bet- 
ter than  when  the  temperature  was  low  with  a  high  pulse. 

Dr.  James  F.  Baldwin  said  that  in  the  beginning  of  an  attack 
of  appendicitis  pain  was  almost  invariably  felt  by  the  patient  in 
the  pit  of  the  stomach,  and  the  patient's  physician,  if  not  acniv- 
tomed  to  seeing  these  cases,  regarded  the  case  as  one  of  colic.  He 
had  had  within  the  last  year  two  eases  illustrating  that  point. 
One  patient,  a  very  intelligent  man.  had  had  several  attacks  of 
severe  pain  in  the  abdomen,  which  he  located  to  the  left  of  the 
umbilicus.  The  physician  had  made  a  diagnosis  of  appendicitis 
and  sent  the  patient  to  him.  The  symptoms  had  then  subsided, 
but  he  was  able  to  feel  on  the  right  side  a  nodule  about  the  size 
of  a  walnut.  After  getting  a  history  of  the  symptoms  in  the  case 
and  examining  the  patient,  he  agreed  with  the  diagnosis,  cut 
down,  and  found  a  gangrenous  appendix  with  a  mass  of  ad- 
hesions. It  was  removed  and  the  patient  recovered.  A  second 
similar  case  was  narrated. 

Dr.  W,  E.  B.  Davis  said  that  from  the  discussion  this  morning 
one  would  conclude  that  the  diagnosis  of  the  disease  was  a  very 
simple  matter  in  all  cases;  and  while  he  admitted  that  this  was 
true  in  many  instances,  in  others  it  was  exceedingly  difficult.  In- 
flammation of  the  gall  bladder  had  given  him  not  a  little  trouble 
in  some  cases  in  differentiating  it  from  appendicitis,  but  in  some 
of  them  he  had  made  his  incision  sufficiently  high  so  that  he  could 
reach  either  of  them.  In  gall-bladder  cases,  however,  there  was 
nut  the  same  amount  of  rigidity  of  the  abdominal  muscles  as  in 
1  British   Medical  Journal,   June  28,  1902. 
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appendicitis,  and  in  making  a  diagnosis  between  a  stone  of  the 
kidney  and  appendicitis,  or  any  intrapelvic  or  abdominal  inflam- 
mation, this  was  a  very  important  point.  In  the  severe  cases— 
speaking  now  of  the  desperate  ones — in  which  a  question  arose 
as  to  whether  one  had  peritonitis,  appendicitis,  or  obstruction  of 
the  bowel,  lie  did  not  believe  that  it  was  usually  difficult  to  make 
the  differential  diagnosis.  The  surgeon  who  had  seen  many  cases 
of  mechanical  obstruction  of  the  bowel  would  have  very  little 
difficulty  in  making  a  differential  diagnosis  of  the  conditions. 
In  mild  cases  of  appendicitis  he  believed  that  a  blood  examina- 
tion was  of  great  assistance.  In  a  case  of  appendicitis  of  any 
consequence  one  would  always  get  considerable  leucoeytosis,  and 
this  would  lead  him  to  operate  in  some  cases  of  mild  appendicitis 
where  he  might  not  get  the  patient's  consent  to  operate.  If  he 
found  a  marked  leucoeytosis  he  would  urge  operation  more  ener- 
getically. 

Dr.  J.  H.  Carstens  spoke  of  the  difficulty  of  diagnosticating 
some  cases.  For  instance,  during  last  year  he  had  operated  on 
two  patients  in  whom  a  diagnosis  had  been  made  of  kidney  stone. 
and  yet  both  proved  to  be  appendicitis.  He  was  called  now  and 
then  by  general  practitioners  to  operate  for  intestinal  obstruction, 
and  found  the  cases  to  be  plain  appendicitis.  The  general  prac- 
titioner had  diagnosticated  obstruction  of  the  bowels,  but  the  ob- 
struction was  secondary  to  peritonitis.  He  was  called  to  other 
cases  to  operate  for  appendicitis,  and  found  it  was  not  appendi- 
citis at  all.  The  patient  had  been  overeating  and  loading  up  the 
bowels,  or  there  had  been  constipation  with  resulting  absorption 
of  excrementitious  matter,  producing  toxemia  which  simulated 
appendicitis. 

Dr.  Washington  H.  Baker  discussed  the  methods  of  diag- 
nosticating appendicitis,  and  said  that  if  the  physician  felt  that 
he  could  not  do  anything  for  the  case  medically,  he  should  not 
delay  surgical  interference  an  instant. 

Dr.  Walter  B.  Chase  said  that  while  the  diagnosis  of  appendi- 
citis was  comparatively  easy  in  some  cases,  the  physician  should 
be  on  Ids  guard  and  not  make  a  superficial  examination,  thereby 
reaching  the  conclusion  that  there  was  nothing  serious  present. 
He  was  sure  that  physicians  and  surgeons  were  surprised  at  times 
in  not  detecting  evidences  which  later  on  were  indicative  of 
"lis  trouble,  and  then  they  felt  it  was  largely  due  to  lack  of 
proper  investigation  on  their  part. 

One  of  the  speakers  referred  to  rigidity  of  the  abdominal 
muscles  indicating  trouble  underneath.  He  thought  there  was  a 
great  deal  of  force  in  that  remark.  If  the  right  or  left  ovary 
was  involved,  the  rectus  muscle  on  the  corresponding  side  was 
sufficiently  rigid  to  prevent  the  production  of  pain. 

Dr.  Miles  F.  Porter  admitted  that  an  accurate,  scientific  diag- 
nosis Avas  impossible  in  many  cases.  As  a  rule,  however,  the 
diagnosis  of  appendicitis  was  comparatively  easy.  A  diagnosis 
sufficiently  accurate  for  a  working  basis  could  usually  be  made. 
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It  did  not  make  much  difference  if  a  diagnosis  of  appendicitis 
was  made  and  the  surgeon  cut  down  and  found  tubal  trouble  on 
that  side,  for  the  reason  that  the  latter  would  need  operation  any- 
how. It  was  nice  to  make  a  positive  diagnosis,  but  this  was  only 
easy  with  one  class  of  men,  namely,  those  who  had  never  seen  the 
inside  of  the  belly  more  than  two  or  three  times. 

His  observation  concerning  cases  of  mechanical  obstruction  of 
the  bowels  had  been  that  when  the  patient  came  to  him  the  case 
may  have  progressed  sufficiently  far  to  make  an  accurate  diag- 
nosis impossible.  But  cases  of  mechanical  intestinal  obstruction 
gave  a  history  of  intense  colicky  pains  coming  on  periodically  at 
intervals  of  hours,  unaccompanied  for  some  time  by  tenderness 
on  pressure,  and  this  was  the  history  in  nine-tenths  of  the  cases 
of  mechanical  intestinal  obstruction. 

Dr.  L.  H.  Dunning  and  Dr.  James  F.  Baldwin  related  inter- 
esting cases  illustrating  the  difficulty  attending  the  diagnosis  of 
appendicitis  in  some  cases. 

Dr.  Walter  P.  Manton  said  that  McBurney's  point  was  not 
reliable  for  diagnostic  purposes,  and  the  general  practitioner,  if 
he  did  not  find  pain  at  this  point,  was  very  apt  to  conclude  that 
the  patient  did  not  have  appendicitis.  In  many  cases  where 
the  pain  was  most  severe  there  was  absolutely  no  tumor  to  be 
felt.  There  were  perhaps  numerous  adhesions  binding  the  ap- 
pendix down  and  causing  the  patient  to  suffer  intensely. 


INTRAUTERINE    FIBROIDS    COMPLICATING    PREGNANCY,    AND 

RETAINED  PLACENTA  ASSOCIATED  WITH  INTRAUTERINE 

FIBROIDS    COMPLICATING    PREGNANCY. 

CASES    AXD    TREATMENT. 


MAGNUS  A.  TATE,   M.D., 
Cincinnati,  O. 


A  perusal  of  the  literature  at  my  command  on  the  subject  of 
intrauterine  fibroids  complicating  pregnancy  reveals  two  things : 
first,  that  I  am  dealing  with  an  extremely  rare  condition ;  and, 
second,  that  the  literature  on  this  subject  is  very  meagre.  I  am 
unable  to  state  the  frequency  of  intrauterine  fibroids  complicat- 
ing pregnancy,  but  that  I  am  dealing  with  a  great  rarity  when 
the  case  is  further  complicated  by  the  placenta  being  retained 
is  shown  by  my  inability  to  find  more  than  two  cases  besides  the 
two  that  I  report.  Intrauterine  fibroids  complicating  pregnancy 
may  give  rise  to  hemorrhage  before,  and  often  to  alarming 
hemorrhage  after,  the  birth  of  child  and  placenta,  as  some  of 
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the  cases  reported  will  show.  It  is  reasonable  to  suppose  that  the 
presence  of  a  foreign  body  in  the  uterus,  such  as  a  fibroid,  will 
naturally  interfere  in  many  cases  with  the  child  assuming  the 
normal  position,  and  that  the  breech  may  present  nearly  as  often 
as  the  vertex.  This  is  mentioned  by  Lefour  in  his  thesis,  where 
he  places  abnormal  presentations  in  the  following  ratio :  vertex 
50.58  per  cent  to  breech  32.25  per  cent.  It  is  also  reasonable  to 
suppose  that  an  intrauterine  polypus  (and  especially  if  it  be  of 
any  size)  will  be  a  prime  factor  in  the  causation  of  an  interrup- 
tion of  pregnancy,  and  this  is  shown  in  the  history  of  some  of 
the  cases  mentioned;  but,  on  the  contrary,  Lefour  (who  is  quoted 
by  Budin)  shows  that  pregnancy  is  frequently  not  interfered 
with,  however  profuse  the  hemorrhage.  If  hemorrhage  does 
occur  it  often  corresponds  to  the  menstrual  epoch,  and,  unless 
excessive,  simulates  menstruation,  and  in  this  way  is  misleading. 
Hence  a  proper  diagnosis  is  not  made  (if  at  all)  until  after  an 
abortion,  late  in  pregnancy,  or  after  birth  of  child  and  placenta. 
In  cases  where  pregnancy  has  gone  to  full  time  it  is  surprising 
to  note  that  so  many  of  the  labors  were  normal,  the  polypus  not 
being  discovered  until  after  the  birth  of  the  placenta,  when  one 
would  expect  that  labor  would  not  only  be  difficult  and  pro- 
longed, but  that  there  would  be  a  further  complication,  namely, 
that  of  improper  contraction  of  uterine  muscle.  Whenever  in- 
volution is  interfered  with  a  secondary  hemorrhage  is  a  common 
sequel.  The  results  of  feeble  contraction  of  uterus  during  labor, 
and  improper  involution  afterward,  may  be  contaminated  blood 
clots  and  a  gangrenous  polypus  (especially  if  there  has  been  any 
injury  during  labor),  and  these  in  turn  followed  by  sepsis.  If 
added  to  this  the  placenta  in  part  or  whole  be  retained,  the 
patient  is  indeed  a  fortunate  woman  if  she  escapes  with  her  life 
from  severe  septic  poisoning.  When  there  is  much  disturbance 
of  pelvic  circulation,  it  is  followed  by  a  serous  infiltration  which 
gives  rise  not  only  to  a  slight  enlargement  and  softening  of  the 
polypus,  but  the  uterus  becomes  heavy,  boggy,  and  flaccid,  and 
so  does  not  contract  properly  to  any  form  of  treatment;  and 
this  explains  why  the  patient  succumbs  to  uncontrollable  hem- 
orrhage. In  a  few  cases  the  tumor  extrudes  spontaneously  from 
the  uterine  cavity,  and  then  it  becomes  a  simple  one  to  manage. 
Ligate  and  cut  off  the  pedicle.  If  the  os  is  not  yielding  and 
the  growth  remains  in  the  uterus,  it  is  very  difficult,  if  not  impos- 
sible, to  remove  it.  Here  the  wisest  course  is  to  let  it  alone  and 
not  resort  to  anv  surgical  measure.     The  placenta,  remaining  in  ;i 
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uterus  which  contains  an  intrauterine  fibroid  is  a  serious  menace, 
for  the  longer  it  remains  the  greater  the  danger,  primarily  of 
hemorrhage  and  secondarily  of  sepsis.  Hence  the  sooner  the 
placenta  is  removed  the  less  the  danger,  the  better  the  treatment, 
the  easier  the  patient's  mind,  and  the  surer  the  chance  of 
recovery. 

Queries  which  are  of  much  interest  to  science  are :  Does  the 
existence  of  pregnancy  originate  polypi,  or  were  the  polypi 
minute  growths  existing  before  pregnancy  and  then  developed 
rapidly  with  the  advance  of  gestation  \ 

The  following  cases  I  take  from  the  paper  written  by  J. 
Halliday  Croom.  (1)  Ramsey:  Submucous  pediculated  fibroid ; 
hemorrhage;  expelled  spontaneously,  although  gangrenous,  on 
the  tenth  day;  recovery.  (2)  Sedgwick,  (3)  Maunvoury, 
(4)  Ashwell:  Reported  cases.  (5)  Tarnier,  (6)  Fallin.  (7)  Old- 
ham. (8)  Priestley,  (9)  Valtorta :  Tumor  expelled  by  simple 
uterine  contraction  without  either  being  gangrenous  or  decom- 
posed. (10)  Martin,  (11)  Horwitz :  Tumors  became  gangren- 
ous, gave  rise  to  septicemia,  with  a  fatal  result.  (12)  Kuchen- 
meister:  Tumor  expelled  the  fourth  day  post  partum,  after 
giving  rise  to  a  high  fever  from  suppuration.  (13)  J.  Halliday 
Croom  ■}  Fetus  expelled  at  the  fifth  month,  followed  by  profuse 
hemorrhage ;  tumor  removed  by  evulsion ;  on  the  fourth  day  the 
discharge  became  very  offensive,  and  patient  died  on  the  eighth 
day  of  septicemia;  the  septicemia  due  to  either  gangrene  of 
stump  of  tumor  or  a  second  polypus  becoming  gangrenous 
through  admission  of  air.  (14)  J.  Halliday  Croom:  Case  seen 
in  consultation  with  Dr.  Playf air ;  followed  a  normal  labor ;  pro- 
fuse hemorrhage  on  fifth  day,  due  to  a  uterine  polypus,  which 
was  removed  by  twisting,  and  a  perfect  recovery  follow  id. 
(14)  Senderling,  (15)  Yeld,  (16)  Kiwisch:  Reported  cases. 
(17)  Wynn  Williams:  Case  of  difficult  labor,  and  in  trying  to 
break  up  the  child  a  large  submucous  tumor  obstructed,  which 
was  enucleated,  and  recovery  of  patient  followed.  (18)  Duncan 
reported  a  case.  (19)  Weber:  Child  had  to  be  turned  to  be 
born,  from  the  presence  of  a  tumor,  which  polypus  was  removed 
at  the  same  time  with  placenta.  (20)  Simpson,  (21)  Underbill: 
Reported  cases. 

These  21  cases  were  grouped  by  Croom  as  follows,  he  also 
making  the  statement  that  the  above  wrere  all  of  the  cases  re- 
ported that  he  could  find  to  date  (1885)  :  (1)  Non-gangrenous 
1  Edinburgh    Med.    Journal,    1886. 
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cases,  in  which  a  healthy  tumor  expelled  without  any  artificial 
aid.  5:   (2)   gangrenous,  6;   (3)   gangrenous  or  non-gangrenous 
removed  artificially  with  hand  or  instrument,  10 — total,  21. 
I  have  collected  the  following  cases. 

1.  D.  Macgibbon  i1  Labor  on  December  24  was  normal  and  re- 
covery satisfactory.  Patient  was  up  and  attending  to  household 
duties.  January  3.  had  an  attack  of  measles;  recovery.  January 
21.  had  a  uterine  hemorrhage.  February  3,  passed  a  small  uterine 
polypus :  recovery. 

2.  Budin  :2  Great  difficulty  in  removing  child ;  had  to  be  done 
by  separating  arm  from  body  with  scissors.  An  intrauterine 
fibroid  was  discovered,  but  patient  left  hospital,  not  allowing 
tumor  to  be  removed. 

3.  T.  Gaillard  Thomas:3  (1)  Case  of  repeated  abortions  due  to 
fibrous  polypus,  which  was  removed  by  twisting  off  pedicle,  and 
case  recovered.  Attention  was  called  to  the  sanguineous  flow 
after  supposed  recovery.  (2)  Large  submucous  fibroid  discov- 
ered after  delivery.  All  efforts  to  stop  hemorrhage  by  two  prac- 
titioners were  of  no  avail  and  patient  died. 

5.  T.  Reber:4  (1)  Patient  aged  34,  multipara,  aborted  at 
fifth  month;  fetus  softened  and  discolored.  Following  pla- 
centa, a  dangerous  flooding.  Upon  introducing  hand  two  sub- 
mucous fibroids  were  found  which  had  a  broad  base.  Long-con- 
tinued efforts,  internal  and  external,  such  as  cold  and  ergot,  pro- 
duced partial  contraction  and  arrest  of  hemorrhage.  (2)  Patient 
aged  30,  primipara.  Small  submucous  fibroid  existed  before  mar- 
riage and  grew  rapidly  after  marriage,  but,  under  treatment  of 
iodides  and  ergot,  diminished.  Patient  became  pregnant  and 
at  the  seventh  month  gave  birth  to  child  which  lived  a  few  hours. 
Life  of  woman  was  endangered  by  profuse  hemorrhage  follow- 
ing the  delivery  of  placenta,  but  after  several  hours  hemorrhage 
was  controlled.  Patient's  recovery  was  slow  but  complete.  The 
same  patient  became  pregnant  again,  went  to  full  time,  gave 
birth  to  twins  (breech  presentations)  with  little  difficulty.  It 
was  now  found  that  the  tumor  had  grown  and  involved  a  large 
part  of  the  uterus.  The  placenta  was  not  removed  for  one  hour, 
and  Avhen  removed  a  most  fearful  hemorrhage  followed.  This 
resulted  in  patient  passing  into  a  state  of  collapse  and  uncon- 

1  New   Orleans   Med.   and    Surg.   Jour.,    1852-3. 

2  American  Journal  of  Obstetrics,  1884. 

3  Ibid.,  1875. 

4  Transactions  of  Illinois  State  Medical  Society,  1881. 
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sciousness.  vYhiskey  and  ergot  injected  hypoderniatically,  vine- 
gar cloths  were  put  into  uterus,  and  patient  slowly  revived. 
On  the  third  day  puerperal  mania  set  in,  followed  by  septicemia, 
but  the  patient  eventually  recovered.  (3)  Labor  natural, 
hemorrhages,  and  on  examination  polypus  was  found,  but  its 
removal  was  found  to  be  impossible.  Later  on  patient  had  a 
very  hard  bearing-down  expulsive  pain  and  the  polypus  was 
discharged  into  the  vagina.  (4)  Patient  had  a  very  easy  labor, 
followed  by  profuse  hemorrhage.  On  examination  polypus  was 
found  and  the  placenta  retained.  The  hand  of  the  operator  was 
passed  into  the  uterus  and  the  tumor  and  placenta  were  delivered 
without  any  difficulty. 

9.  Dr.  Fergusson,  of  Kings  College:  (1)  Polypus  was  mis- 
taken for  the  child's  head  and  forceps  applied,  and  tumor  was 
drawn  down  and  delivered.  Child  was  extracted  dead.  Patient 
succumbed  to  peritonitis.  (2)  Felt  a  small  tumor,  which  at  first 
was  thought  to  be  the  scrotum  of  the  unborn  child,  but  later  it 
was  made  out  to  be  a  polypus.  Child  was  born  alive.  Frightful 
hemorrhage  followed  delivery  of  placenta  and  the  patient  was 
rescued  with  great  difficulty.  Patient  afterward  would  not  alloAv 
tumor  to  be  removed. 

11.  Dr.  Ramsbotham:  Patient  30  years  old.  Labor  was 
normal.  Three  weeks  after  labor  patient  had  slight  irregular 
hemorrhages.  Dr.  Ramsbotham  was  called  in  consultation  by 
Dr.  Morn,  of  Tottenham.  Upon  examination  uterus  was  found 
as  large  as  a  six-months  pregnant  uterus,  tender,  os  soft,  and  Dr. 
Ramsbotham  could  just  get  a  finger  in  and  thought  that  there 
was  a  large  coagulum  or  a  secondary  fetus.  Ergot  was  given. 
Following  day  the  nurse  found  something  protruding  from  the 
os.  Dr.  Morn  introduced  his  hand  and  grasped  the  mass,  at- 
tached by  something  like  the  funis  to  the  fundus.  He  embraced 
the  stem  firmly,  and  under  strong  uterine  contractions  his  hand 
and  the  tumor,  size  of  a  large  ostrich  egg,  were  expelled  to- 
gether.   Patient  recovered. 

12.  Crisp :  Attended  a  lady  aged  36,  with  her  sixth  child. 
Had  had  three  miscarriages.  During  the  last  month  or  six 
weeks  of  her  present  pregnancy  she  had  been  subject  to  frequent 
small  discharges  of  blood  from  the  uterus.  Birth  of  child  was 
normal.  Placenta  was  retained,  and,  after  waiting  nearly  an 
hour,  he  introduced  his  hand  and  removed  it.  In  withdrawing 
his  hand  he  thought  he  felt  another  child  enclosed  within  its 
membranes,  and  endeavored  to  pull  away  from  the  side  of  the 
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uterus  what  he  thought  was  the  placenta,  but  failed,  and  then 
desisted  from  further  interference.  Drs.  Clowne  and  Mr.  Bris- 
towe,  being  called  to  case,  discovered  that  there  was  a  large  poly- 
poid growth  within  the  womb,  causing  violent  expulsive  pains 
which  greatly  exhausted  the  patient.  This  energetic  action  of 
the  uterus  forced  the  polypus  so  low  down  in  the  vagina  as  to 
interfere  with  the  passage  of  the  catheter.  Patient  died  of 
collapse.  Avorn  out.  with  constant  uterine  action,  though  it  was 
unattended  with  hemorrhage. 

13.  M.  Guyot  relates  a  case  seen  five  hours  after  delivery;  re- 
moved the  polypus  without  any  history  of  loss  of  blood.  Patient 
recovered. 

14.  Churchill:  (1)  Case  where  labor  was  natural.  In  a  short 
time  after  delivery  flooding  came  on.  resisting  all  treatment,  and 
patient  died  in  ten  hours.  A  polypus  was  found.  (2)  Flooding 
came  on  ten  days  after  labor.  Uterus  was  larger  than  natural 
and  a  polypus  could  be  felt.  Hemorrhage  arrested ;  but  when  Dr. 
Churchill  would  have  tied  the  polypus  it  was  beyond  reach, 
though  the  end  could  be  felt.  There  was  no  further  bleeding  and 
the  patient  did  well. 

15.  Dr.  Eadford:  (1)  Natural  labor.  A  fortnight  after,  a 
profuse  hemorrhage  frequently  came  on  in  gushes,  with 
paroxysms  of  violent  pain  and  bearing-down  sensations.  No 
benefit  from  treatment  given  and  patient  succumbed.  On  post- 
mortem a  polypus  within  the  uterus  was  found.  (2)  Natural 
labor,  but  hemorrhages  the  following  day.  Upon  examination 
a  small  polypus  was  found  within  the  os.  It  was  removed  and 
patient  recovered. 

16.  J.  C.  Reeve  i1  Multipara.  Labor  normal.  One  week  after 
delivery  a  parade  of  militia,  passing  in  front  of  patient's  house, 
fired  a  volley  which  frightened  her,  and  she  was  immediately 
taken  with  severe  pains  and  flooding.  On  examination  os  uteri, 
was  found  to  be  patulous  and  a  ragged  mass  was  found  in  uterine 
cavity,  much  firmer  than  placental  tissue.  A  part  was  detached, 
and  upon  further  exploration  of  uterus  a  pedicle  was  found  at- 
tached to  mass.  This  polypoid  tumor  was  removed  and  patient 
made  an  uninterrupted  recovery. 

17.  Magnus  A.  Tate:  (1)  Patient  aged  2d.  in  my  service  at 
the  Ohio  Maternity  Hospital.  First  and  second  stages  of  labor 
normal.  Child  lived  ten  days.  Placenta  could  not  be  born  even 
after  repeated  efforts  with  Crede  method,  and,  as  there  was  little 

1  American   Journal  of  Obstetrics.   1884. 
45 
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or  no  hemorrhage,  patient  was  allowed  to  rest.  In  two  hours  the 
nurse  called  interne's  attention  to  a  slight  hemorrhage.  I  was 
immediately  summoned  and  found  patient  had  had  another 
flooding  spell  (much  more  severe  than  the  first)  just  before  my 
arrival.  The  placenta  was  still  in  the  uterine  cavity,  and  as  two 
hemorrhages  had  occurred,  the  last  one  quite  severe,  the  time 
for  temporizing  had  passed,  and  so  I  proceeded  to  deliver 
placenta.  Patient  was  prepared  for  operation,  and  as  the  anes- 
thetic was  being  given  bleeding  commenced,  and  almost  simul- 
taneously and  following  this  bleeding  a  terrific  gush  of  blood 
poured  out  from  the  uterine  cavity.  As  I  began  to  introduce  my 
hand  the  anesthetist  told  me  that  patient  was  dead  and  ceased 
the  chloroform,  but  this  proved  to  be  a  false  alarm.  I  proceeded 
with  the  operation,  but  did  not  administer  any  more  chloroform. 
Partly  blocking  the  os  was  a  hard,  round  mass  which  felt  at  that 
time  like  a  premature  fetal  head,  and  at  its  side  was  an  enormous 
clot  of  blood.  Cleaning  out  the  blood  clot,  I  was  able  to  introduce 
fingers  and  then  hand  into  the  uterus,  and  then  I  found  out  that 
I  was  dealing  with  a  polypus  half  the  size  of  a  fetal  head,  and  at 
its  base  was  the  placenta  encircling  it.  By  this  time  patient 
began  to  rally,  and  as  she  did  so  another  violent  hemorrhage  took 
place,  so  I  forced  my  whole  hand  into  the  uterus,  grasped 
polypus  and  placenta,  and  delivered  by  twisting  the  whole  mass. 
Patient  gave  one  scream  that  she  was  dying  and  passed  into  a 
deep  faint.  Polypus  and  placenta  were  delivered,  but  near! y  at 
the  cost  of  woman's  life.  Hemorrhage  at  this  time  was  so  fright- 
ful that  it  was  almost  indescribable,  but  at  last  the  uterus  was 
packed  with  plain  gauze,  patient  given  hypodermatics  of 
strychnia  and  whiskey,  salt  solution  injected,  head  lowered,  feet 
elevated,  and  heat  applied  externally.  Pulse  was  imperceptible, 
but  heart  could  be  felt  to  beat  in  an  irregular  and  feeble  man- 
ner. Outlook  was  anything  but  encouraging,  but  she  slowly 
rallied,  and  in  three  hours  pulse  could  be  felt  at  the  wrist.  For 
two  days  patient  slowly  but  steadily  improved,  and  on  the  third 
morning  I  attempted  to  remove  the  gauze  packing.  As  I  did  so 
another  hemorrhage  took  place,  so  I  ceased,  and  it  was  not  until 
the  tenth  day  that  I  could  remove  all  of  the  gauze.  The  temper- 
ature and  pulse  steadily  increased  from  the  third  to  the  seventh 
day,  when  the  temperature  was  105°  and  pulse  140.  For  the 
next  six  weeks  temperature  ranged  from  103°  to  105°  and  pulse 
120  to  150,  and  patient  had  a  very  offensive  discharge  from  the 
uterus.     Temperature  and  pulse  began  to  decline  the  seventh 
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week,  and  at  the  end  of  twelfth  week  patient  left  the  hospital  tem- 
perature and  pulse  normal,  but  she  was  very  weak  and  emaciated. 
Three  weeks  after  leaving  hospital  I  was  summoned  to  her  house 
and  found  patient  with  a  temperature  of  105°  and  a  pulse  of 
140.  Diagnosis  Avas  now  malaria,  which  was  confirmed  by  Dr. 
B.  K.  Rachford.  who  saw  case  with  me.  This  illness  lasted  four 
weeks,  but  recovery  at  last  followed. 

18.  Magnus  A.  Tate:  (2)  Patient,  aged  29,  had  been  preg- 
nant twice,  had  had  two  miscarriages,  and  was  now  pregnant  for 
the  third  time.  First  miscarriage  two  years  ago,  in  which  no 
difficulty  was  encountered,  but  during  the  second  one,  some  ten 
months  afterward,  there  was  quite  a  loss  of  blood  and  a  retained 
placenta,  which  was  extracted,  and  this  was  followed  by  a  long 
spell  of  fever.  At  this  the  third  miscarriage  child  was  about 
six  and  a  half  months  old  and  the  placenta  could  not  be  expelled. 
Dr.  Dunlap,  who  was  in  charge  of  the  case,  made  repeated  at- 
tempts at  delivery,  but  was  unsuccessful,  and,  as  there  were  no 
untoward  symptoms,  placenta  was  allowed  to  remain  in  the 
uterus  with  the  hope  that  Nature  would  accomplish  what  ex- 
ternal manipulation  could  not  do,  namely,  expel  the  placenta. 
For  ten  days  the  placenta  remained  within  the  uterus  and  no 
symptoms  developed ;  woman  seemingly  apparently  well.  On 
the  morning  of  the  eleventh  day  pulse  was  100  and  temperature 
100°,  and  then  I  saw  patient  for  the  first  time.  I,  like  Dr.  Dun- 
lap,  tried  external  means  to  deliver,  but  could  not  do  so,  and, 
after  preparation.  I  operated.  Chloroform  was  administered. 
Os  would  not  allow  more  than  the  introduction  of  one  finger  at 
first,  but  by  perseverance  I  w^as  able  to  insert  three  fingers  into  t  In  ■ 
uterus.  Finger  tip  came  in  contact  with  a  hard  mass  the  size  of 
an  orange,  and  back  and  partly  around  it  I  felt  the  placenta. 
Finding  that  I  would  be  unable  to  deliver  with  fingers,  I  inserted 
placental  forceps  and  delivered  polypus  and  placenta  piecemeal. 
Having  removed  all  of  the  mass  that  I  could  feel,  and  as  the 
hemorrhage  was  quite  profuse,  I  hurriedly  packed  uterine  cavity 
with  plain  gauze.  The  second  day  after  delivery,  and  the 
thirteenth  day  after  beginning  of  miscarriage,  temperature  was 
102°  and  pulse  110,  following  day  each  100,  and  from  that  time 
on  pulse  ranged  from  90  to  70,  temperature  99y2°  to  normal. 
Three  weeks  after  that  both  were  normal.  During  these  three 
weeks  patient  had  a  discharge  composed  of  a  mixture  of  blood, 
pus,  masses  of  placental  tissue,  and  portions  of  polypus,  and  it 
was  so  offensive  that  it  polluted  the  bedding  and  carpet  so  that 
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both  had  to  be  burned  after  patient's  recovery.  Such  an  of- 
fensive discharge  I  never  smelled,  and  with  such  a  condition 
(barring  the  odor)  patient  was  comparatively  comfortable  and 
temperature  and  pulse  good,  the  former  never  above  102°  nor 
the  latter  more  than  110.  Under  treatment  discharge  gradually 
decreased  and  odor  lessened,  and  in  one  month  patient  was  able 
to  do  light  housework. 

Analyzing  the  above  11  cases,  the  histories  of  which,  as  a 
whole,  are  not  complete.  I  note  the  following :  In  9  cases  only 
the  names  of  reporters  are  given,  without  any  mention  of  history 
of  case.  In  6  cases  the  tumor  became  gangrenous.  Hemorrhage 
was  the  prominent  symptom,  it  occurring  in  18  cases.  Three 
polyps  were  expelled  spontaneously.  Seventeen  polyps  were 
removed.  In  10  cases  the  labor  was  normal.  In  4  cases  labor 
was  difficult;  in  2  the  child  had  to  be  destroyed,  one  was  a  case 
of  turning,  and  the  other  a  breech.  In  3  cases  the  polyp  was 
not  removed.  In  4  cases  the  tumor  was  discovered  before,  in  all 
of  the  rest  after,  labor.  Four  cases  reported  where  labor  set  in 
before  time ;  2  were  at  the  fifth  and  2  at  the  seventh  month. 

Following  are  complications  reported :  septicemia,  8 ;  measles, 
1 ;  puerperal  mania,  1 ;  retained  placenta,  4  cases.  Treatments 
mentioned :  cold  applications,  ergot,  iodides,  whiskey,  vinegar 
cloths  in  uterus,  packing  of  uterus  with  gauze,  and  removal  of 
tumor.  Causes  of  death :  sepsis,  3 ;  hemorrhage,  3 :  peritonitis, 
1 ;  and  collapse.  1,  making  in  all  8  cases.  If  all  of  the  other 
cases,  including  the  9  without  histories,  recovered,  we  have  33 
recoveries  and  8  deaths,  a  mortality  of  19V2  Per  cent. 

Dr.  L.  H.  Dunning  reported  a  case  which  occurred  seven  or 
eight  years  ago.  The  woman  had  been  delivered  four  days  be- 
fore he  saw  her.  He  came  into  the  case  accidentally.  There 
had  been  no  suspicion  of  trouble  of  any  kind.  Her  convales- 
cence was  normal  until  suddenly  one  afternoon  she  was  seized 
with  a  violent  hemorrhage.  The  family  physician  was  out  of 
town  and  he  was  called  to  see  the  case.  On  reaching  the  bed- 
side he  supposed  the  placenta  had  been  retained.  He  made  a 
digital  examination.  The  os  was  patulous ;  he  inserted  his 
fingers  into  the  uterus  readily  and  found  quite  a  large  sub- 
mucous fibroid  tumor..  It  was  as  large  as  an  orange,  and  the 
pedicle  was  attached  near  the  fundus  of  the  uterus.  Fortu- 
nately he  had  with  him  a  pair  of  long  forceps,  introduced  it  into 
the  uterus,  twisted  the  pedicle  of  the  tumor  off,  washed  out  the 
uterus,  and  the  patient  made  an  excellent  recovery. 

Dr.  J.  H.  Carstens  said  that  eases  of  multiple  fibroids  where 
the  placenta  could  not  be  removed  were  rare.     He  saw  one  case 
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about  a  year  ago.  He  made  strenuous  efforts  to  remove  the 
placenta.  The  attending  physicians  had  tried  to  remove  the 
fibroids,  but  eonld  not  do  so.  They  called  him,  and  he  did  an 
abdominal  hysterectomy.  He  had  been  unable  to  find  a  case 
where  an  abdominal  hysterectomy  had  been  done  for  the  purpose 
of  removing  a  retained  placenta. 

Dr.  James  F.  Baldwin  reported  three  cases,  one  of  them  very 
much  like  that  of  the  essayist.  In  the  first  the  woman  had  mis- 
carried repeatedly  and  had  a  distinct  submucous  fibroid  tumor. 
She  would  not  consent  to  its  removal.  She  went  to  full  term, 
when  the  fibroid  disappeared. 

The  second  case  was  a  woman  who  miscarried  at  six  months. 
She  was  in  labor  for  twenty-four  hours.  The  attending  phy- 
sician tried  to  deliver  the  afterbirth,  but  was  unable  to  do  so. 
The  speaker  was  called  and  made  an  abdominal  hysterectomy 
with  recovery  of  the  patient.     He  narrated  a  third  case. 

Dr.  Walter  P.  Manton  said  he  had  delivered  a  good  many 
women  with  fibroids  in  different  positions  of  the  uterus.  Sub- 
serous fibroids,  unless  they  were  of  large  size,  rarely,  if  ever, 
complicated  pregnancy.  He  did  not  recall  ever  having  seen  a 
case  of  interstitial,  mural,  or  submucous  fibroid  of  any  consider- 
able size  where  pregnancy  had  gone  on  to  term.  He  had  seen 
but  one  case  in  which  a  large  cervical  mural  fibroid  interfered 
with  delivery,  and  he  was  obliged  to  remove  the  fibroid  before  the 
woman  could  be  delivered. 

Dr.  C.  L.  Bonifield  reported  two  cases  of  fibroid  tumors  com- 
plicating pregnancy.  The  first  one  he  saw  in  consultation  within 
a  year  after  he  had  graduated.  The  pedicle  was  twisted,  cut  off, 
and  there  was  no  further  trouble. 

In  the  other  case  the  patient  had  been  pregnant  about  six 
months.  She  was  the  wife  of  a  physician ;  had  miscarried,  and 
there  was  a  retained  placenta.  He  was  summoned  without  be- 
ing told  what  the  condition  was.  He  found  her  in  an  extremely 
bad  condition.  Her  temperature  was  105°,  pulse  could  scarcely 
be  counted,  and  he  was  hardly  prepared  to  do  the  work  neces- 
sary. He  tried  to  remove  the  placenta  and  a  submucous  fibroid 
as  large  as  a  cocoanut.  which  he  succeeded  in  doing  as  the  patient 
expired. 

Dr.  L.  S.  McMurtry  asked  the  essayist  to  state  whether  or  not, 
as  the  result  of  his  studies  of  the  subject,  he  did  not  think  that  in 
cases  of  retained  placenta  and  a  sessile  intrauterine  fibroid 
tumor  it  would  not  be  good  practice  to  do  an  abdominal  hyster- 
ectomy. 

Dr.  William  D.  Porter,  of  Cincinnati,  0.,  had  never  seen  a 
case  of  submucous  fibroid  tumor  where  pregnancy  had  gone  on 
to  term.  He  saw  a  case  once  in  consultation  in  which  there  was  a 
polypus  as  large  as  a  fetal  head  in  the  vagina.  This  came  on 
three  months  after  the  beginning  of  pregnancy  following  an 
abortion.     The  diagnosis  made  was  that  of  an  inverted  uterus, 
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but  investigation  showed  it  was  a  sloughing  mass,  which  was 
readily  removed. 

Dr.  Edward  T.  Abrams,  of  Dollar  Bay.  Mich.,  reported  a  case 
that  came  under  his  observation  six  months  ago  where  a  uterine 
fibroid  complicated  pregnancy.  His  assistant  went  and  deliv- 
ered the  woman,  but  there  was  a  profuse  hemorrhage.  Im- 
mediately after  this  the  speaker  was  sent  for.  When  he  arrived 
he  discovered  a  large  uterine  fibroid,  and  after  considerable 
trouble  he  delivered  both  the  placenta  and  fibroid.  The  woman 
made  a  good  recovery. 

Dr.  Montgomery  Linville.  of  Newcastle.  Pa.,  met  with  a 
case  of  intrauterine  fibroid  complicating  pregnancy  about  two 
years  ago.  The  woman  had  aborted  at  four  months.  She  was 
attended  by  a  colleague,  who  did  not  succeed  in  removing  the 
afterbirth  for  twenty-four  hours.  The  uterus  was  so  large  that 
it  reached  the  umbilicus.  The  patient  had  severe  pain,  which 
continued  for  a  week  or  ten  days,  so  that  it  became  necessary  to 
keep  her  under  the  influence  of  anodynes  to  relieve  it.  She  like- 
wise had  a  profuse  hemorrhage,  which  continued  off  and  on  for 
five  or  six  days.  He  was  finally  called  in  consultation,  at  which 
time  her  temperature  reached  107°,  pulse  150.  Her  condition 
was  such  that  he  thought  a  suprapubic  hysterectomy  was  im- 
possible. He  excised  the  vaginal  portion  of  the  uterus  and  found 
a  fibroid  which  occupied  the  upper  two-thirds  of  the  uterus.  He 
succeeded  in  removing  the  fibroid  tumor  by  morcellation,  al- 
though it  was  exceedingly  difficult  to  do  so.  Patient  improved 
after  the  operation  and  recovered.  In  two  weeks  he  closed  the 
wounds  in  the  cervix,  and  at  the  end  of  three  weeks  she  had  en- 
tirely recovered. 

Dr.  Tate,  in  closing  the  discussion,  said  it  was  surprising  how 
cases  of  this  character,  with  such  a  frightful  and  profuse  hemor- 
rhage, could  rally  and  get  well.  Another  thing  that  surprised 
him  in  looking  up  the  literature  was  how  these  women  could  go  to 
term  with  large  polyps  within  the  uterine  cavity.  If  the  pa- 
tient was  in  a  good  condition  and  did  not  lose  too  much  blood, 
if  he  should  encounter  another  such  case  as  he  had  reported,  he 
would  do  abdominal  hysterectomy.  But  the  feature  of  losing  so 
much  blood  was  so  prominent  that  he  did  not  know  whether  it 
would  be  wise  to  do  abdominal  hysterectomy  or  not. 

Dr.  J.  H.  Carstens,  of  Detroit.  Mich.,  read  a  paper  on 
abdominal  section  during  pregnancy.1 

Dr.  Edwin  Ricketts  said  it  had  been  his  good  fortune  to  meet 
a  number  of  cases  of  appendicitis  in  connection  with  the  puer- 
peral state,  and  on  his  way  to  attend  this  meeting  he  did  three 
operations  for  appendicitis  complicating  pregnancy. 

The  statement  had  been  made  that  appendicitis  did  not  occur 
so  frequently  in  the  female  as  in  the  male.  He  thought  if 
gynecologists  were  able  to  differentiate  the  puerperal  conditions 
1  Will  appear  in  a  succeeding  number  of  the  Journal. 
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and  recognize  their  association  with  appendicitis,  it  would  result 
in  the  profession  changing  their  minds  in  regard  to  appendicitis 
appearing  as  frequently  in  the  female  as  in  the  male. 

In  regard  to  fibroid  tumors  complicating  pregnancy,  some 
eight  years  ago  a  patient  consulted  him  in  whom  a  fibroid  was 
present  in  the  left  fornix.  He  succeeded  in  delivering  this  wo- 
man at  full  term,  but  the  hemorrhage  was  profuse,  and  it  was 
with  great  difficulty  that  he  was  able  to  save  the  patient. 

He  had  a  case  recently  in  which  an  attack  of  appendicitis  came 
on  during  the  third  month  of  pregnancy.  The  attending  physi- 
cian, however,  had  made  a  diagnosis  of  involvement  of  the  right 
ovary.  Upon  careful  examination  appendicitis  was  diagnosti- 
cated, the  abdomen  opened,  and  a  catarrhal  appendix  found 
filled  with  concretions. 

Dr.  William  J.  Gilette.  of  Toledo,  0.,  about  three  months 
ago  Avas  called  to  see  a  woman  who  had  been  pregnant  about  five 
months,  the  pregnancy  being  complicated  by  a  large  interstitial 
fibroid  tumor.  The  tumor  was  about  the  size  of  a  cocoanut  and 
impacted  in  the  pelvis.  He  suggested  hysterectomy,  but  on 
opening  the  abdomen  found  he  could  get  it  out  above  the  pelvic 
brim.  An  important  point  that  had  interested  him  was,  could 
he  have  enucleated  this  tumor  in  a  pregnant  uterus  without  pro- 
ducing a  miscarriage?  He  would  like  to  knowT  whether  it  was 
possible  to  remove  a  fibroid  tumor  as  large  as  a  cocoanut  from 
the  wall  of  the  uterus  and  have  pregnancy  go  on  to  term. 

Dr.  Miles  F.  Porter  said  he  reported  a  case  before  the  West- 
ern Surgical  and  Gynecological  Association  which  really  an- 
swered the  question  of  Dr.  Gilette.  This  case  negatived  the 
statement  made  by  Dr.  Carstens,  i.e.,  the  size  of  the  tumor  itself 
did  not  call  for  operation  in  cases  of  pregnancy.  In  his  case  the 
operation  was  done  and  the  tumor  removed  for  the  express  pur- 
pose of  allowing  the  woman,  who  was  30  years  of  age.  to  carry 
her  child  to  term.  The  tumor  was  attached  to  the  right  side  of 
the  fundus ;  the  woman  was  four  months  pregnant. 

Dr.  L.  S.  McMurtry  said  that  the  case  reported  by  Dr.  Porter 
ought  not  to  be  taken  as  a  universal  justification  for  operative 
intervention  in  fibroid  tumors  complicating  pregnancy,  the  same 
as  in  treating  fibroid  tumors  of  the  uterus  that  were  not  com- 
plicated by  pregnane}^.  He  thought  it  would  be  very  unjust  to 
have  it  go  forth  from  the  Association  that  operations  for  the  re- 
moval of  fibroid  tumors  complicated  by  pregnancy  should  be 
undertaken  with  the  same  aggressive  spirit  as  was  done  in  cases 
of  fibroid  tumors  disassociated  with  pregnancy. 

Dr.  Carstens,  in  closing  the  discussion,  said  that  if  an  oper- 
ation was  indicated  in  a  case  of  pregnancy  either  for  appendi- 
citis, gall  stones,  or  any  other  septic  or  acute  condition,  it  should 
be  done.  In  those  cases  where  the  fibroid  tumor  or  tumors  were 
situated  above  the  pelvic  brim  and  did  not  interfere  with  labor, 
operation  was  not  necessary.  He  had  emphasized  that  point  in 
his  paper. 
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DECIDUOMA   MALIGNUM, 

WITH   REPORT   OF   A    CASE. 


LEWIS    S.    McMURTRY,    A.M.,    M.D., 
Louisville,   Ky. 


(With  one  illustration.) 


In  1888  Prof.  Sanger  reported  to  the  Obstetrical  Society  of 
Leipzig  two  cases  of  malignant  disease  of  the  uterus  presenting 
distinctive  pathologic  characteristics  and  which  had  not  been 
previously  recognized.  The  growth  appears  upon  the  mucous 
lining  of  the  uterine  corpus  following  abortion  or  ordinary  labor, 
with  profuse  bleeding,  and  is  succeeded  by  bloody  and  offensive 
discharges.  Metastatic  deposits  in  the  lungs,  vagina,  and  other 
organs  are  very  common,  and  progress  to  a  fatal  result  is  rapid. 
The  cachexia  is  marked,  and  the  progress  of  the  disease,  if  unin- 
terfered  with,  is  so  rapid  that  the  time  from  the  first  symptoms 
to  the  death  of  the  patient  occupies  only  a  few  weeks  or  months. 
The  diagnosis  of  the  disease  is  not  especially  difficult,  and  the 
treatment  is  encompassed  by  a  single  decisive  surgical  procedure 
— early  and  complete  extirpation  of  the  uterus. 

The  greatest  difficulties  centre  about  the  pathogenesis  and 
true  pathological  classification  of  the  disease.  Sanger  believed 
the  growth  originated  from  decidua  cells,  and  accordingly  gave 
it  the  name  of  deciduoma  malignum.1  Pf eiffer.  in  1889.  re- 
ported a  case  and  proposed  the  same  name.2  The  theory  ad- 
vanced by  both  Sanger  and  Pfeiffer  attributed  the  growth  to 
malignant  changes  in  the  decidua  cells.  In  his  second  paper,  in 
1893,  Sanger  submitted  a  review  of  his  case  and  a  study  of  eleven 
additional  cases  reported,  and  suggested  another  name,  more 
accurately  in  accord  with  his  interpretation  of  the  pathology  as 
revealed  by  more  extensive  investigation,  suggesting  "sarcoma 
uteri  deciduo-cellulare.  "3  His  conception  of  the  pathology  was 
that  of  sarcoma  originating  from  the  products  of  conception. 

Gottschalk  reported  a  ease  and  proposed  the  name  "sarcoma 
chorio-cellulare. "  believing  the  disease  to  consist  in  malignant 
degeneration  of  the  stroma  of  the  chorionic  villi.4 

1  Centralbl.    f.    Gyn..    1889.  -  Prager    Woehen.,    1890. 

sArchiv.  f.  Gyn.,  1893.  Moid.,  1894. 
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In  1895  Marchand  first  published  his  studies  upon  this  sub- 
ject, and  in  1898  made  additions  to  his  valuable  contribution. 
These  important  investigations  were  exhaustive  and  have  done 
more  than  any  other  toward  the  elucidation  of  the  subject.1 
He  demonstrated  the  epithelial  character  of  the  growth  and 
claims  that  it  springs  from  the  two  kinds  of  tissue  composing  the 
epithelial  covering  of  the  villi.  The  tumor,  in  accordance  with 
Marchand's  views,  arises  from  the  syncytium  and  Langhans 
cells,  which  undergo  malignant  degeneration  and  proliferation. 
He  believes  that  metastases  obtain  by  way  of  the  blood  vessels. 
Frankel  and  Gebhard  have  confirmed  Marchand's  observations, 
and  German  investigators  generally  concur  that  the  growth  is 
epithelial  in  character,  growing  from  the  epithelial  layers  cover- 
ing the  chorionic  villi — that  is,  an  epithelioma. 

This  view  has  been  accepted  in  America ;  and.  while  our 
English  cousins  maintained  for  a  time  that  the  disease  was 
sarcoma  and  not  necessarily  associated  with  pregnancy,  they,  too, 
have  become  converted  to  Marchand's  teachings.  But  with  this 
important  pathological  basis  established,  the  origin  of  the  syn- 
cytium (a  structure  composed  of  epithelial  cells  lying  between 
the  decidua  and  chorionic  villi  over  the  layer  of  Langhans)  and 
Langhans  cell  layer  (the  epithelial  covering  of  the  chorionic 
villi)  is  not  settled:  thus  Gottsehalk  and  other  observers  claim 
that  both  are  derived  from  the  fetal  ectoderm,  while  others  be- 
lieve that  the  syncytium  is  derived  from  the  surface  epithelium 
of  the  uterus.  The  result  of  this  difference  is  that  it  remains 
unsettled  whether  the  growth  Ave  call  deciduoma  malignum  has 
its  origin  in  fetal  or  maternal  structures,  or  in  both.  For  clin- 
ical purposes,  however,  this  term,  originally  proposed  by  Sanger, 
is  quite  sufficient  to  indicate  the  present  state  of  our  knowledge. 
An  interesting  feature  of  the  pathology  is  the  frequency  with 
which  the  disease  follows  hydatid-mole  pregnancy. 

The  area  of  active  growth  is  situated  superficially  upon  the 
uterine  mucosa  and  forms  a  tumor  bulging  into  the  uterine 
cavity.  The  macroscopic  appearance  resembles  placental  tissue, 
but  microscopic  examination  shows  granular  masses  and  large 
nucleated  cells  derived  from  the  syncytium  and  Langhans  layer, 
and,  beneath  this,  chorionic  villi  whose  epithelium  is  in  active 
proliferation. 

Clinically  the  disease  presents  a  distinct  history.  Hemor- 
rhage is  invariably  the  first  and  most  persistent  symptom.  Cu- 
1  Monatsch.  f.  Geb.  u.  Gyn..  1895. 
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rettage  does  not  control  the  hemorrhage.  The  flow  is  at  first 
red,  but  later,  as  the  disease  reaches  an  advanced  stage,  it  be- 
comes dark  and  offensive.  Pain  here,  as  in  other  forms  of 
malignant  disease  of  the  uterus,  is  not  a  constant  symptom. 
The  uterus  is  usually  found  to  be  enlarged  and  soft,  with  the 
os  patulous. 

A  conspicuous  and  distinctive  characteristic  of  this  disease 
is  the  marked  tendency  to  early  metastasis.  The  metastatic 
growths  consist  of  the  same  elements  as  the  primary  tumor,  but 
usually  exceed  the  primary  growth  in  extent  and  activity.  The 
lungs  and  vagina  are  the  most  frequent  loci  of  metastasis.  Cough 
and  bloody  expectoration  are  in  some  cases  the  first  symptoms 
to  bring  the  patient  to  the  physician,  and  in  some  instances  the 
vaginal  metastasis  has  been  treated  for  the  primary  disease  and 
the  intrauterine  tumor  only  discovered  post  mortem.  The  brain, 
spleen,  ovary,  broad  ligament,  kidney,  and  liver  may  bp  invaded 
by  metastatic  deposits.  Since  our  German  colleagues  called  at- 
tention to  this  insidious  and  rapidly  fatal  form  of  malignant 
disease,  numerous  cases  have  been  reported.  Ladinski1  has  re- 
cently collected  132  authentic  cases  from  the  medical  literature 
of  the  world.  There  is  reason  to  believe  that  it  is  more  frequent 
than  is  now  supposed,  and  I  doubt  not  that  many  unrecognized 
cases  terminate  fatally,  or,  if  recognized,  treatment  is  instituted 
too  late.  As  the  only  means  of  cure  consists  in  early  and  com- 
plete extirpation  of  the  uterus,  all  suspicious  cases  of  persistent 
hemorrhage  following  abortion  and  labor,  especially  after  mole 
pregnancy,  should  be  subjected  to  intrauterine  exploration  and 
microscopic  examination  of  scrapings  from  the  uterus.  Early 
diagnosis  and  prompt  operation  are  essential  to  successful  treat- 
ment. 

The  following  case,  both  in  clinical  history  and  objective  symp- 
toms, affords  a  typical  illustration  of  the  disease : 

Mrs.  L.  E.  W.,  aged  35  years:  mother  of  six  children,  the 
youngest  child  3  years  old.  In  May,  1902,  she  missed  her  men- 
strual period,  which  was  due  on  the  fifth  day  of  that  month. 
On  June  9  she  observed  hemorrhage  from  the  uterus,  which, 
though  not  excessive,  was  persistent.  For  several  months  before- 
hand she  had  suffered  with  pain  in  the  deep  pelvis  and  had 
received  treatment  from  her  physician  for  pelvic  inflammation. 
She  came  under  my  care  on  June  18,  presenting  a  letter  from 
her  family  physician.  The  hemorrhage  had  been  so  profuse, 
1  American"    Journal    of    Obstetrics.    April,    1902. 
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with  clots,  that  she  was  believed  to  have  miscarried.  Upon 
examination  the  uterus  was  found  displaced  backward  and 
fixed,  with  a  distinct  inflammatory  mass  (tubo-ovarian)  on  the 
left  side.  The  temperature  rose  to  102°  F.  every  day  and  she 
had  several  rigors.  The  hemorrhage  persisted  and  was  not  con- 
trolled by  curettage  under  antiseptic  precautious.  The  bloody 
discharge  continued  and  was  unite  offensive,  and  six  days  after 
curettage  was  more  profuse  than  ever.  On  June  27  I  did  abdomi- 
nal section  and  found  a  pyosalpinx  on  the  left  side,  with  the 
usual  accompanying  adhesions.  The  uterus  was  slightly  en- 
larged and  its  walls  were  thickened  and  congested.  The  per- 
sistent  bloody   and   offensive    discharge   had   so    impressed    me 


liil.iipral   section   of   uterus    exposing   endometrium  :    growth   shown    at   point  A. 


with  the  probability  of  malignant  disease  that  I  decided  to 
remove  the  entire  uterus,  as  well  as  the  diseased  adnexa.  This 
was  done,  and  the  abdomen  closed,  with  gauze  drainage  per 
vaginam  as  usually  applied  in  such  cases.  Convalescence  was 
easy  and  uncomplicated,  and  the  patient  sat  up  at  the  end  of 
two  weeks,  and  left  the  hospital  at  the  end  of  the  fourth  week  in 
excellent  condition.  She  has  now  regained  her  color,  strength, 
and  flesh,  and  is  quite  well. 

A  bilateral  section  of  the  uterus  disclosed  a  distinct  elevated 
nodule  on  the  posterior  wall  near  the  left  cornu.  This  nodule 
was  so  closelv  attached  to  the  mucous  surface  and  wall  of  the 
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uterus  that  it  appeared  as  if  it  were  a  projection  of  the  uterine 
muscularis  through  a  hole  in  the  endometrium.  It  was  friable, 
bled  freely  when  touched,  and  evidently  was  not  placental  struc- 
ture. Its  structure  evidently  was  not  that  of  a  uterine  myo- 
fibroma. In  view  of  the  clinical  history,  and  especially  the  per- 
sistent hemorrhage  and  offensive  discharge  after  miscarriage 
and  curettage,  I  was  convinced  that  the  case  was  one  of  de- 
ciduoma  malignum. 

The  specimen  was  submitted  to  careful  microscopic  examina- 
tion by  Dr.  James  Vance.  Director  of  the  Pathological  Labora- 
tory of  the  Hospital  College  of  Medicine.  Dr.  Vance  found  the 
histological  structure  of  the  growth  typical  of  deciduoma  ma- 
lignum, both  syncytium  and  Langhans  cells  participating. 

Microscopic  sections  of  the  growth  have  been  submitted  to 
other  competent  observers,  who  have  in  every  instance  confirmed 
these  observations. 

Dr.  James  F.  Baldwin  stated  that  six  or  eight  months  ago  he 
was  called  to  remove  a  cancer  of  the  uterus,  this  being  the  diag- 
nosis of  the  attending  physician.  He  found  the  woman  had  been 
delivered  at  full  term  without  difficulty  six  or  eight  weeks  pre- 
vious to  his  visit.  The  afterbirth  was  delivered  by  itself,  and, 
so  far  as  the  attending  physician  knew,  it  was  normal.  Two 
weeks  later,  trouble  continuing,  another  physician  was  sent  for, 
who  examined  her  and  found  a  piece  of  afterbirth,  which  he  re- 
moved, curetted,  and  supposed  there  would  be  no  further  trouble. 
Criticism  was  indulged  in  and  a  suit  for  malpractice  was  in  the 
air.  The  second  physician,  two  or  three  weeks  later,  in  ex- 
amining the  woman,  found  more  afterbirth.  Dr.  Baldwin  again 
examined  the  woman  carefully  and  found  malignant  disease, 
and  told  the  physician  it  was  deciduoma  malignum.  Vaginal 
hysterectomy  was  made.  There  was  no  involvement  of  the 
vagina.  He  was  careful,  however,  to  pull  down  the  omentum, 
and  found  a  secondary  nodule  as  large  as  the  end  of  his  finger. 
He  ligated  above.  Recovery  was  satisfactory,  but  a  few  weeks 
later  the  woman  developed  cachexia  and  died.  He  believed  he 
had  seen  half  a  dozen  such  cases  in  his  practice. 

Dr.  John  B.  Murphy,  of  Chicago,  read  a  paper  entitled 

PERFORATING  ULCER  OF  THE  DUODENUM.1 
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REPORT  OF  A  NUMBER  OF  CASES  OF  OPERATION   FOR 
PERITONEAL  TUBERCULOSIS, 

WITH    REMARKS. 


BY 

RUFUS    B.    HALL.    M.D.. 

Cincinnati,   O. 


In  presenting  this  short  report  it  is  not  the  intention  of  the 
writer  to  enter  into  a  discussion  of  the  etiology  or  pathology 
of  tuberculosis  as  it  invades  the  various  regions  of  the  human 
body,  but  rather  to  confine  his  remarks  to  clinical  phases  of  the 
disease  as  it  invades  the  peritoneum,  especially  in  the  female. 

Peritoneal  tuberculosis  in  women  is  not  a  rare  disease.  It 
occurs  often  enough  to  make  it  necessary  to  consider  it  in  the 
diagnosis  of  all  obscure  diseases  in  the  pelvis  and  abdomen. 
In  a  large  majority  of  the  cases  of  peritoneal  tuberculosis  coming 
under  the  writer's  observation  there  were  no  appreciable  mani- 
festations of  the  disease  in  other  parts  of  the  body.  In  a  few 
cases  there  were  unmistakable  symptoms  of  the  disease  either  in 
the  lungs  or  other  parts  of  the  body,  as  enlarged  glands  in  various 
regions  or  necrosis  of  bone.  The  symptoms  of  the  disease  vary 
so  much  in  different  cases  that  many  other  diseases  in  the  abdo- 
men or  pelvis  may  be  simulated  so  accurately  by  tuberculosis 
that  it  requires  patient  and  careful  study  in  each  case  to  differ- 
entiate one  from  the  other. 

A  very  perplexing  condition  which  is  often  met  is  tubercu- 
losis with  agglutination  of  the  intestines,  due  to  the  localized 
inflammation,  forming  a  distinct  mass  in  the  region  of  the  ap- 
pendix. These  patients  have  repeated  attacks  of  inflamma- 
tion so  closely  resembling  the  recurrent  attack  of  catarrhal 
appendicitis  that  a  correct  diagnosis  is  next  to  impossible  before 
the  abdomen  is  opened.  The  writer  has  operated  a  number  of 
times  for  relief  of  recurrent  attacks  of  appendicitis,  the  attacks 
recurring  at  irregular  intervals  of  from  three  to  six  months, 
confining  the  patient  to  bed  for  from  ten  to  twenty  days  at  each 
attack.  The  patients  all  have  a  temperature  of  from  101  to 
102^°  for  a  day  or  two  at  the  commencement  of  the  attack,  and 
a  distinct  tumor  in  the  region  of  the  appendix,  which  disappears 
in  three  or  four  weeks.  One  may  suspect  tuberculosis,  but  in 
the  absence  of  any  of  the  usual  symptoms  of  that  disease  in 
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other  parts  of  the  body  he  cannot  always  confirm  his  suspicion 
until  after  the  abdomen  has  been  opened. 

The  following  ease  will  serve  as  an  illustration  of  this  group : 
Miss  N..  aged  27,  a  highly-educated  and  refined  woman,  had  been 
the  subject  of  recurrent  attacks  of  appendicitis  for  three  years, 
during  which  time  she  had  suffered  from  five  severe  attacks, 
each  attack  confining  her  to  bed  for  a  period  varying  from  ten 
days  to  three  weeks.  After  each  illness  there  remained  a  distinct 
mass  in  the  region  of  the  appendix  for  from  ten  to  twenty  days, 
and  the  soreness  remained  for  several  weeks.  At  the  time  of  the 
operation,  which  was  made  in  the  interval,  a  small,  distinct,  hard 
mass,  which  appeared  as  large  as  a  man's  thumb  and  two  inches 
long,  could  be  felt  in  the  region  of  the  appendix.  There  were 
no  symptoms  nor  manifestations  of  tuberculosis  in  any  part  of 
the  body,  but  his  past  experience  made  the  writer  suspect  tubercu- 
losis as  the  cause.  The  operation  revealed  the  most  extensive 
ravages  of  tuberculosis.  The  appendix  was  enlarged  and  thick- 
ened, with  no  accumulation  in  it,  yet  the  removal  of  the  appendix 
cured  the  attacks.  The  patient  recovered,  has  since  married, 
and  is  enjoying  most  excellent  health. 

Peritoneal  tuberculosis  often  resembles  a  small  fibroid  of  the 
uterus  associated  with  tubo-ovarian  disease.  In  both  conditions 
the  patients  have  the  excessive  loss  of  blood  at  the  menstrual 
periods,  which  are  prolonged  and  more  frequent  and  are  ac- 
companied by  the  pain  which  is  so  frequent  in  fibroids.  They 
also  have  recurrent  attacks  of  inflammation  at  irregular  intervals, 
just  as  the  patients  do  who  have  fibroid  tumors  with  tubo-ovarian 
disease. 

An  illustrative  case  is  Mrs.  H.,  aged  36,  mother  of  three  chil- 
dren, the  youngest  10  years  old.  She  has  been  a  widow  eight 
years.  She  entered  my  service  at  the  Presbyterian  Hospital 
October  10,  1898.  She  has  always  worked  hard  and  enjoyed 
good  health  until  five  months  ago.  Since  that  time  the  menstrual 
periods  have  been  very  excessive,  amounting  almost  to  a  hemor- 
rhage, and  accompanied  by  a  good  deal  of  pain.  On  two  occa- 
sions at  her  periods  she  was  obliged  to  call  a  physician  and 
remain  in  bed  for  three  days  on  account  of  pain  in  the  abdomen. 
AYhen  she  entered  the  hospital  she  had  been  bleeding  for  ten 
days.  She  had  the  appearance  of  a  strong  and  vigorous  woman. 
Vaginal  examination  revealed  the  pelvic  cavity  filled  with  a 
mass  extending  for  three  inches  above  the  pubic  arch.  The 
whole  mass  was  not  unlike  a  small  fibroid  of  the  uterus  with  old 
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tubal  disease  passing  through  an  acute  attack  of  inflammation. 
The  patient  was  kept  under  observation  for  a  week,  with  quiet 
in  bed.  and  there  was  a  change  for  the  better  in  the  local  condi- 
tion. The  tumor  was  not  so  large.  The  bleeding  stopped.  By 
vaginal  examination  a  distinct  mass,  separate  from  the  uterus, 
could  be  made  out  to  one  side  of  the  pelvis.  The  upper  border 
of  the  mass  could  not  be  clearly  defined,  as  is  usual  in  a  small 
fibroid  tumor.  A  positive  diagnosis  was  not  made,  but  an  oper- 
ation was  advised  and  accepted.  When  the  abdomen  was  opened 
the  disease  proved  to  be  tubercular,  with  a  large  abscess  at  the 
side  of  the  pelvis  involving  the  tube,  which  was  removed.  The 
patient  recovered. 

There  are  cases  of  encysted  dropsy,  due  to  peritoneal  tubercu- 
losis, in  which  the  most  careful  examination  may  fail  to  reveal 
the  true  condition.  The  following  case  illustrates  this  point: 
Mrs.  H.,  aged  30,  mother  of  two  children,  the  younger  2  years 
old,  had  always  enjoyed  unusually  good  health  previous  to  the 
present  illness.  The  patient  was  in  her  usual  flesh,  felt  perfect- 
ly well,  and  had  the  appearance  of  a  strong,  vigorous  woman. 
She  never  required  the  attention  of  a  physician  except  in  her 
confinements,  which  were  normal.  Seven  weeks  before  the  oper- 
ation she  consulted  her  physician,  complaining  of  pain  in  the 
lower  part  of  the  abdomen,  which  disappeared  in  a  day  or  two. 
An  examination  at  that  time  revealed  an  enlargement  in  the 
pelvis  and  abdomen  as  large  as  a  cocoanut,  which  was  supposed 
to  be  ovarian.  Upon  close  questioning  the  patient  admitted  that 
she  had  observed  some  vague  discomfort  in  the  pelvis  and  abdo- 
men for  five  or  six  weeks.  She  was  informed  that  she  had  a 
tumor  and  it  should  be  removed  early.  She  went  to  visit  a 
friend  in  the  country,  and  four  weeks  later  had  a  sharp  attack 
of  pain  in  the  abdomen  and  was  confined  to  her  bed  three  or 
four  days.  After  that  time  the  abdomen  remained  sore  and 
tender  to  the  touch.  It  enlarged  rapidly  up  to  the  time  she 
entered  the  hospital,  seven  weeks  after  her  first  knowledge  of 
the  disease.  At  that  time  the  abdomen  was  as  large  as  at  full 
term  of  gestation.  The  physical  examination  and  clinical  his 
tory  simulated  ovarian  cyst  so  perfectly  that  one  might  easily 
have  made  an  error  and  pronounced  it  ovarian.  But  by  careful 
examination  the  upper  boundary  of  the  supposed  tumor  could 
not  be  accurately  defined,  as  it  can  always  be  in  ovarian  cyst. 
The  condition  was  such  as  always  exists  in  encysted  dropsy 
due  to  tuberculosis.     By  vaginal  examination  the  uterus   was 
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found  to  be  fixed,  and  there  was  marked  tenderness  with  distinct 
hardness  upon  both  sides  of  the  uterus — very  unusual  in  ovarian 
cysts  and  quite  the  rule  in  encysted  dropsy.  The  general  ap- 
pearance of  the  patient  was  that  of  a  strong,  robust  woman, 
except  the  abdominal  enlargement.  Operation  was  advised  and 
made. 

When  the  abdomen  was  opened  fully  two  gallons  of  encysted 
fluid  were  evacuated,  revealing  very  extensive  ravages  of  tubercu- 
losis. The  pelvis  was  filled  by  the  enlarged  uterus  and  diseased 
tubes,  which  were  apparently  the  focus  of  infection.  Both  tubes 
were  the  seat  of  large  abscesses,  and  were  removed.  After 
cleansing  the  cavity  a  drainage  tube  was  placed  and  the  patient 
put  to  bed.  She  had  a  slow  and  tedious  convalescence,  but 
recovered  and  is  enjoying  excellent  health  at  this  time,  five  years 
after  the  operation. 

While  there  are  many  conditions  in  the  pelvis  and  abdomen, 
due  to  other  causes,  which  are  very  difficult  to  differentiate  from 
tuberculosis,  the  diagnosis  of  that  disease  is  not  impossible  in 
most  instances.  There  may  be  nothing  in  the  appearance  of  the 
patient,  the  clinical  history,  or  the  pelvic  or  abdominal  condi- 
tions to  even  suggest  the  tubercular  condition.  But  by  a  little 
patient,  careful  observation  we  may,  if  the  case  is  one  of  tubercu- 
losis, set  the  whole  matter  at  rest  or  make  a  provisional  diagnosis 
of  tuberculosis  by  the  temperature  chart.  The  temperature 
should  be  registered  every  three  or  four  hours  for  ten  or  fifteen 
days.  In  no  other  condition  do  we  have  the  exact  regularity  of 
afternoon  rise  of  temperature  as  in  this  disease. 

That  certain  phases  of  peritoneal  tuberculosis  call  for  surgical 
interference  there  can  be  no  doubt.  In  all  cases  where  there  is 
an  encysted  dropsy  or  an  accumulation  of  pus,  the  abdomen 
should  be  opened,  the  fluid  or  pus  evacuated,  and.  after  the 
necessary  surgical  repair  has  been  completed,  free  drainage 
should  be  established.  The  experience  of  surgeons  in  this  class 
of  cases  is  that  the  remote  results  are  exceedingly  gratifying. 
The  writer  has  made  abdominal  sections  for  the  relief  of  tubercu- 
lar conditions  upon  110  patients :  for  appendicitis,  male  4  times, 
female  8  times — 12  times:  other  conditions  (female).  98  times; 
total  sections,  110. 

Case  I. — One  patient  died  apparently  from  shock  the  day  of 
the  operation. 

Case  II. — One  patient  died  from  septic  peritonitis  the  third 
day  after  operation. 
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Case  III. — One  patient  died  of  meningitis  on  the  seventeenth 
day  after  the  operation.  For  fifteen  days  this  patient's  conva- 
lescence was  perfectly  satisfactory  in  every  way.  She  was  a 
girl  11  years  of  age.  On  the  morning  of  the  sixteenth  day  she 
complained  of  pain  in  the  head  and  in  one  hour  was  delirious. 

Case  IV. — One  patient  died  of  general  dissemination  while  yet 
in  the  hospital,  six  weeks  after  operation. 

Case  V. — One  patient  died  of  general  dissemination  while  yet 
in  the  hospital,  ten  weeks  after  the  operation. 

I  'ase  VI.— One  patient,  a  woman  aged  26.  made  an  easy  and 
smooth  convalescence  and  left  the  hospital  at  the  end  of  the 
fourth  week.  She  was  able  to  go  out  for  a  drive  on  two  or  three 
occasions.  She  died  of  meningitis  at  the  end  of  the  sixth  week, 
after  a  three  days '  illness,  two  weeks  after  she  left  the  hospital. 

Case  VII. — One  patient  recovered  and  left  the  hospital  at  the 
middle  of  the  fourth  week,  and  died  of  general  dissemination 
thirteen  weeks  after  the  operation.  This  patient  was  a  man, 
operated  for  appendicitis.  He  had  suffered  from  several  at- 
tacks extending  over  a  year  or  more.  There  was  a  distinct 
lump  in  the  region  of  the  appendix,  and  he  was  operated  on 
in  the  interval.  The  appendix  did  not  contain  any  foreign 
body,  yet  it  was  removed  after  great  difficulty  in  separating  the 
adhesions. 

Early  in  my  work  in  peritoneal  surgery  a  number  of  cases  were 
operated  upon  for  tuberculosis  in  which  no  fluid,  either  serum 
or  pus,  was  evacuated.  If  a  diagnosis  of  tuberculosis  could  be 
made,  the  dictum  of  the  day  was  to  operate.  If  no  diagnosis 
could  be  made,  the  dictum  was  to  explore  for  a  diagnosis.  The 
writer  has  long  since  abandoned  both  of  these  dicta.  He  has 
not  made  an  exploration  for  diagnostic  purposes  for  years. 
Neither  has  he  knowingly  operated  for  eight  years  for  peri- 
toneal tuberculosis  where  fluid  was  not  believed  to  be  present. 

In  studying  these  cases  and  following  the  after-results,  the 
writer  has  been  very  forcibly  impressed  by  the  fact  that  in  the 
cases  operated  in  which  there  was  fluid  to  be  evacuated,  either 
pus  or  serum,  the  ultimate  results  were  very  much  more  favor- 
able than  in  those  cases  in  which  the  enlarged  mass  proved  to  be 
an  agglutination  of  the  abdominal  viscera  and  where  no  focus  of 
infection  was  removed  or  fluid  was  evacuated.  The  first  class 
of  cases,  which  were  by  far  the  largest  majority,  were  greatly 
relieved  at  once  following  the  operation.  Convalescence  was 
established  early,  and  as  a  rule  the  cases  made  satisfactory  prog- 
46 
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ress.  In  the  latter  eases  the  operation  did  not  seem  to  have 
exerted  the  marked  beneficial  results  noted  in  the  former.  They 
did  not  regain  their  strength  so  rapidly,  convalescence  was  more 
prolonged,  and  other  manifestations  of  the  disease  were  more 
likely  to  be  noted  within  a  year.  This  group  comprises  11 
eases  of  the  110  referred  to  in  this  paper.  Of  these  11,  one  died 
the  third  day  following  the  operation  (Case  2),  previously 
referred  to.  Of  the  remaining  10,  6  have  died  of  tuberculosis 
in  from  fourteen  months  to  three  years  after  the  operation,  and 
4  are  now  apparently  well,  without  any  other  manifestation  of 
the  disease.  Of  the  remaining  94  cases,  one  died  three  and  a 
half  years  after  her  operation,  from  tuberculosis  of  the  lungs. 
This  ease  remained  apparently  well  two  and  a  half  years  after 
operation.  One  ease  died  four  and  a  half  years  after  her  oper- 
ation, from  laryngeal  tuberculosis,  after  an  illness  extending  over 
nearly  three  years.  Two  cases  are  now  suffering  from  advanced 
pulmonary  tuberculosis  and  will  probably  die  within  a  year. 
The  remaining  90  are  symptomatically  well.  A  few  of  these 
cases  have  been  operated  so  recently  that  no  conclusions  can  be 
drawn  from  them. 

Taking  these  cases  as  a  whole,  the  results  are  certainly  grati- 
fying beyond  expectation.  A  large  per  cent  of  the  cases  are 
enjoying  the  best  of  health,  and  from  their  appearance  one 
would  never  suspect  that  they  have  had  tubercular  disease. 

The  only  complication  to  mar  the  otherwise  most  gratifying 
convalescence  in  not  a  few  of  the  cases  was  the  persistence  of  the 
fistulous  opening  at  the  site  of  the  abdominal  drainage.  For  sev- 
eral years  the  silk  used  for  ligatures  was  given  all  the  blame  for 
the  persistence  of  the  fistulae,  some  of  which  remained  for  a  year 
or  more.  Finally  catgut  was  substituted  in  all  cases,  but  the 
fistulas  came  just  as  often  and  remained  just  as  long.  It  is  not 
the  fistula  itself  that  is  the  greatest  objection  to  its  presence  or 
long  continuance,  notwithstanding  the  great  annoyance  and.  at 
times,  pain  to  the  patient,  but  the  ventral  hernia  that  always  fol- 
lows in  cases  in  which  a  sinus  remains  for  a  long  period  of  time. 
We  will  not  discuss  its  treatment  nor  dilate  upon  its  danger. 
You  are  all  familiar  with  them.  I  would  rather  suggest  a  method 
to  avoid  the  fistula  and  the  subsequent  hernia.  In  all  cases  in 
which  the  subject  is  a  female  this  is  avoided  by  substituting  vagi- 
nal for  the  abdominal  drainage.  The  writer  has  used  it  in  six- 
teen eases,  and  his  experience  has  been  most  gratifying. 
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Dr.  John  B.  Murphy  said  that,  with  one  single  exception,  he 
had  never  seen  a  case  of  tubercular  peritonitis  in  the  female  with- 
out involvement  of  the  tubes,  and  this  led  him  to  ask  the  ques- 
tion. Does  the  peritonitis  occur  from  the  tubal  disease,  or  is  the 
tubal  disease  a  sequence  of  the  peritonitis? 

Speaking  of  the  differential  diagnosis  between  peritoneal  tu- 
berculosis and  appendicitis,  he  said  it  was  difficult,  and  the  only 
real  assistance  was  obtained  from  an  examination  of  the  pelvic 
organs  through  the  rectum,  rather  than  through  the  vagina, 
because  these  cases  occurred  in  children,  nulliparae,  and  virgins. 
and  examination  through  the  rectum  revealed  induration  and 
thickening  of  the  lower  portion  of  the  cul-de-sac  of  Douglas. 
Another  point  in  the  clinical  history  of  the  disease  in  the  virgin 
was  a  discharge  from  the  vagina  and  an  erosion  of  the  cervix. 
In  girls  from  10  to  16  and  from  that  age  on  he  had  not  suc- 
ceeded in  finding  tubercle  bacilli  in  the  vaginal  discharge. 

Dr.  J.  H.  Carstens  said,  if  the  peritoneal  tuberculosis  had 
existed  for  a  long  time,  secondary  deposits  could  usually  be 
found  in  the  lungs ;  and  if  this  were  the  case  he  did  not  operate 
on  them,  because  invariably  they  died  of  general  tuberculosis. 
If  he  got  a  case  of  peritoneal  tuberculosis,  and  was  convinced 
there  was  no  secondary  deposit  in  the  lungs,  he  would  operate. 
The  site  of  the  focus  of  the  disease  would  govern  him  largely 
with  reference  to  doing  an  operation.  If  the  focus  of  disease 
was  around  the  appendix,  he  removed  the  appendix  invariably: 
if,  however,  it  was  around  the  tubes,  he  did  not  remove  the  tubes. 
He  only  removed  tubes  which  were  occluded  and  contained  pus 
and  there  was  a  septic  condition  probably  from  mixed  infection. 

Dr.  Walter  B.  Dorsett  said  there  were  different  types  of 
tubercular  peritonitis.  There  was  the  dry  variety,  which  was 
entirely  different  from  that  he  had  heard  spoken  of  to-day. 
We  had  ascending  tuberculosis,  where  the  tube  or  tubes  were 
involved. 

As  to  drainage,  where  we  had  a  dry  peritoneal  tuberculosis, 
where  the  intestines  were  agglutinated  to  each  other  but  still 
no  fluid  in  the  abdominal  cavity,  there  was  no  question  about 
the  advisability  of  sewing  the  wound  up  without  drainage;  but 
where  there  was  serum,  it  should  be  washed  out  with  normal  salt 
solution  and  the  wound  sewed  up.  Where  pus  was  present,  it 
was  a  different  matter;  drainage  should  be  established  by  the 
vagina  or  through  the  median  line. 

Dr.  Miles  F.  Porter  said,  in  looking  over  the  whole  field,  his 
results  had  been  better  where  drainage  was  not  resorted  to,  unless 
mixed  infection  had  made  it  plainly  necessary.  He  disagreed 
with  Dr.  Carstens  when  he  said  in  case  he  found  secondary 
deposits  in  the  lungs  he  would  not  operate.  He  (Dr.  Porter) 
believed  this  was  wrong.  There  were  certain  cases  where  sec- 
ondary deposits  were  in  favor  of  rather  than  against  operative 
intervention.  Here  he  was  supported  not  only  by  his  own  ex- 
perience, which  was  small,  but  a  careful  study  of  the  literature 
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showed  that  it  was  a  good  rule  not  to  avoid  operation  on  these 
cases,  even  though  there  were  secondary  deposits  in  the  lungs 
and  elsewhere. 

Dr.  James  F.  Baldwin  reported  a  ease  in  which  he  had  an 
opportunity  to  reopen.  He  had  operated  for  encysted  ascites, 
the  woman  having  a  tumor  about  the  size  of  an  eight-months 
pregnancy.  The  case  was  sent  to  him  as  one  of  ovarian  cyst, 
but  he  changed  his  diagnosis  to  encysted  ascites  of  tubercular 
origin.  He  found  a  large  cavity  containing  fluid,  surrounded 
on  all  sides  by  firm  adhesions  involving  the  intestines,  large 
and  small.  He  made  no  attempt  to  break  up  the  adhesions. 
He  drained.  The  patient  recovered,  but  with  a  fistula  due  to 
infection,  which  remained  for  three  or  four  years,  when  patient 
returned  to  him  to  have  it  dissected  out.  He  opened  the  abdo- 
men and  was  amazed  at  its  appearance.  The  intestines,  mesen- 
tery, and  mesocolon  were  normal.  It  was  a  revelation  to  him 
of  what  Nature  could  do.  He  dissected  out  the  fistula,  which 
was  a  blind  tube  running  down  into  the  pelvis,  and  she  made 
a  prompt  recovery.  He  reported  this  case  to  show  that  we  could 
have  a  good  deal  of  confidence  in  the  vis  medieatrix  naturae  in 
very  many  instances. 

Dr.  C.  L.  Bonifield  said  that  some  five  or  six  years  ago  a  girl, 
17  years  of  age,  was  admitted  to  the  Good  Samaritan  Hospital 
and  operated  on  by  Dr.  Joseph  Ransohoff  for  appendicitis.  She 
recovered  from  this  operation.  Subsequently  she  went  to  the 
medical  service  of  the  late  Prof.  Whitaker  for  tuberculosis  and 
was  injected  with  tuberculin.  "Whether  Dr.  Whitaker  based 
his  diagnosis  on  what  was  found  in  the  appendix  or  lungs,  he 
was  not  prepared  to  say.  After  she  had  been  under  his  (Whit- 
aker's)  care  for  six  or  eight  weeks,  and  still  not  getting  better, 
the  main  symptoms  she  complained  of  being  persistent  tympa- 
nites and  indigestion,  she  was  referred  to  Dr.  Bonifield 's  service. 
He  opened  her  abdomen  and  removed  her  appendages  for  tuber- 
culosis. They  contained  no  pus;  but  the  adhesions  between 
the  coils  of  intestines  in  the  pelvis  were  very  firm,  as  were  the 
adhesions  of  the  appendages.  The  removal  of  the  appendages 
resulted  in  a  complete  cure,  as  far  as  he  could  judge  without 
reopening  the  abdomen.  He  saw  her  on  the  street  within  a 
year,  the  picture  of  health.  The  point  he  desired  to  make  was 
that  in  these  cases  it  was  good  practice  to  remove  as  much  of 
the  tubercular  trouble  as  possible.  If  there  were  large  nodules 
in  the  omentum,  which  could  be  removed,  it  should  be  done. 
If  the  appendages  were  markedly  tubercular  they  should  be 
removed,  and  if  there 'were  indications  of  tuberculosis  of  the 
appendix  he  would  remove  that  organ. 

Dr.  AValter  B.  Chase  could  not  refrain  from  expressing  the 
belief,  from  his  own  observations  and  what  he  had  learned  clin- 
ically, that  there  was  good  and  sufficient  reason  why  we  should 
not  drain  in  the  majority  of  cases  of  tuberculosis  of  the  peri- 
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toneum,  as  the  recuperative  power  of  Nature  was  very  pro- 
nounced and  in  excess  of  that,  perhaps,  in  any  other  organ. 
He  thought  it  was  hardly  necessary  to  drain  except  in  cases 
of  mixed  infection. 

Dr.  Hall,  in  closing-  the  discussion,  speaking  of  the  mode  of 
infection  in  women,  said  it  was  not  probably  through  the 
general  system,  but  through  the  vagina,  uterus,  and  tubes,  as 
it  was  in  ascending  gonorrhea.  The  more  he  saw  and  did  of  this 
work,  the  more  he  was  convinced  that  some  one  would  rise  up 
and  demonstrate  that  positively  by  original  investigation,  and 
prove  that  those  were  the  principal  sources  of  infection  in 
women,  and  served  as  an  explanation  why  tubercular  disease 
existed  in  women  more  frequently  than  in  men.  He  had  not 
classified  his  cases,  but  in  a  large  majority  of  them  it  was  plain 
that  the  nidus  of  infection  was  in  the  tube  or  both  tubes,  so 
that  he  had  almost  universally,  when  he  opened  the  abdomen, 
removed  the  tubes.  In  young  women,  for  the  last  eight  or  nine 
years,  he  had  universally  tried  to  save  an  ovary  or  both  and  had 
r<  moved  the  tubes.  He  had  cut  them  off  into  the  uterus  to  get 
rid  of  the  nidus  there,  leaving  the  ovaries  and  uterus,  so  that 
the  woman  could  menstruate. 

As  to  drainage,  the  dry  cases  should  not  be  drained.  The 
serum  cases  recovered  more  easily  without  drainage;  but  take 
the  class  of  cases  of  mixed  infection,  if  they  were  not  drained 
they  would  die,  or  the  surgeon  Avould  have  to  reopen  the  abdo- 
men on  the  second  or  third  day.  If  one  drained  by  the  abdomen 
the  patient  was  likely  to  have  a  hernia;  he  had  drained  by  the 
vagina,  the  drainage  being  kept  up  for  a  considerable  time. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind.,  read  a  paper  on 

CARCINOMA    OF    THE    CERVIX    UTERI:    A    SUMMARY    REPORT    OF    THE 

AUTHOR'S    SIXTY-TWO    CASES    OPERATED    UPON    BY 

HYSTERECTOMY,  W^ITH  REMARKS.1 

Dr.  Henry  Howitt,  of  Guelph,  Ontario,  followed  with  a  paper 
entitled 

SURGICAL   TREATMENT   OF   PERFORATED   GASTRIC   ULCER,    WITH    GEN- 
ERAL INFECTION   OF  THE  PERITONEAL  CAVITY;  NOTES 
OF   A    SECOND   SUCCESSFUL  CASE.1 


The  following  officers  were  elected:  President,  Dr.  L.  H. 
Dunning,  Indianapolis,  Ind. ;  First  Vice-President,  Dr.  Marcus 
Rosenwasser,  Cleveland,  0. ;  Second  Vice-President,  Dr.  Herman 
E.  Hayd,  Buffalo.  N.  Y. ;  Secretary,  Dr.  William  Warren  Potter, 
Buffalo,  N.  Y..  re-elected:  Treasurer,  Dr.  X.  0.  Werder,  Pitts- 
burg, Pa. 

Chicago,  111.,  was  selected  as  the  place  for  holding  the  next 
annual  meeting:  time  to  be  fixed  by  the  Executive  Council. 

1  Will  appear  in  a  succeeding  number  of  the  Joihnal. 
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DISEASES    OF    CHILDREN. 

Chronic  Joint  Disease  in  Children. — Henry  Ling  Taylor 
(Med.  News,  Aug.  16,  1902)  says  that  chronic  joint  disease  in 
children  in  nine  cases  out  of  ten,  probably  oftener,  means  tuber- 
culosis. Statistics  of  over  13,000  cases  show,  as  to  the  distribu- 
tion of  the  disease,  that  rather  more  than  two-fifths  are  vertebral, 
somewhat  less  than  two-fifths  are  situated  in  the  hip,  and  about 
one-fifth  in  all  the  other  joints;  of  this  remaining  fifth  the  knee 
claims  more  than  half.  One  of  the  most  marked  characteristics 
of  tuberculous  joint  disease  is  its  insidiousness.  The  symptoms 
vary,  but  the  most  characteristic  one  is  stiffness  or  limitation  of 
motion  due  to  peculiar  spasmodic  contraction  of  the  muscles.  In 
vertebral  disease  the  location  of  the  pain  varies;  it  is  found  in 
the  neck,  shoulders,  and  back  of  the  head  in  cervical  disease ;  at 
the  sides  or  front  of  the  chest  and  in  the  abdomen  in  dorsal 
disease ;  in  the  loins,  lower  back,  lower  abdomen,  through  the 
hips  or  down  the  thighs,  or  even  in  knee,  leg,  ankle,  or  foot,  in 
lumbar  disease.  The  medical  student  clings  with  as  desperate 
tenacity  to  the  knee  pain  of  hip  disease  as  a  pathognomonic  symp- 
tom as  does  the  school-boy  to  the  date  of  the  discovery  of  America 
as  the  key  to  all  history.  It  is  well  to  know  that  disease  of  the 
lumbar  spine,  knee  disease,  and  other  affections  may  cause  pain  in 
the  knee,  and  that  it  is  frequently  absent  in  hip  disease.  The 
endeavor  to  elicit  pain  in  the  suspected  hip  by  forced  movements, 
pounding  on  the  heel,  or  otherwise,  is  perfectly  useless  and  may 
prove  injurious.  One  should,  on  the  contrary,  seek  to  demon- 
strate and  define  the  limitation  of  motion  and  the  involuntary, 
spasmodic  muscular  contractions  without  pain  to  the  patient. 
The  limitation  of  hyperextension  at  the  hip  is  the  earliest  and 
most  delicate  test.  In  knee  disease  the  joint  very  early  becomes 
Hexed  and  causes  limping,  which  may  be  intermittent.  There 
seems  to  be  an  antagonism  between  rheumatism  and  gout  and 
tuberculous  joint  disease ;  also  between  rickets  and  joint  tubercu- 
losis. There  are  probably  few  chronic  diseases  in  which  correct 
early  treatment  is  so  beneficial,  and  in  which  the  results  of  delay 
are  so  serious,  as  the  chronic  joint  diseases  of  children. 

Treatment  of  Tubercular  Joint  Affections  by  Apparatus. — 
G.  G.  Davis  (Inter.  Mid.  Mag.,  July.  1902)  says  that  to  attempt 
extension  in  Pott's  disease  is  practically  impossible  when  the 
patients  ambulate,  and  it  must  therefore  be  applied  in  the  re- 
cumbent position,  and  in  those  cases  in  which  it  is  required  the 
patients  must  be  put  to  bed.  Immobilization  combined  with  ex- 
tension is  the  most  efficient  means  of  treating  tubercular  joint 
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disease:  of  these  two  the  first  is  the  best  and  extension  is  an  added 
resource.  When,  therefore,  we  find  a  ease  which  either  becomes 
worse  or  is  not  improved,  we  resort  to  all  possible  measures  which 
will  help  us  to  check  the  progress  of  the  disease.  We  must  in 
such  cases  discard  braces  and  insist  on  absolute  resl  in  bed,  with 
extension  applied  to  the  head.  Extension  in  general  is  merely  a 
tentative  measure,  designed  simply  to  relieve  partly  the  excess  of 
weight  above  the  lesion  and  to  procure  a  certain  degree  of  im- 
mobility: for  in  a  flexible  column  such  as  the  spine  the  two  go 
hand  in  hand.  When  the  trouble  is  situated  low  down,  extension 
cannot  be  accomplished  by  suspension,  except  to  a  limited  de- 
cree. The  principles  involved  in  the  application  of  a  brace 
when  the  lesion  is  situated  low  down  are  of  two  kinds :  (1)  direct 
support  by  the  crutches,  and  (2)  a  lever  using  the  kyphosis  as  a 
point  of  support.  The  power  is  represented  by  the  parts  above 
and  the  weight  by  the  pelvis  below.  When  we  come  to  the  ques- 
tion of  the  hip  we  find,  as  in  the  case  of  the  spine,  that  the  neces- 
sity for  immobility  overbalances  the  importance  of  extension. 
By  means  of  adhesive  plasters  the  lower  point  of  fixation  can  be 
obtained  as  long  as  the  plaster  strips  can  be  borne  by  the  patient. 
For  the  upper  joint  a  perineal  band  on  which  the  patient  sits 
makes  a  more  secure  upper  support  than  is  otherwise  obtainable. 
To  prevent  tilting  of  the  pelvis  a  pelvic  band  is  needed.  If 
lateral  support  is  desired  it  can  be  had  by  drawing  the  hip  out- 
ward against  the  outer  iron  bar  by  a  strap  encircling  them  both. 
To  apply  extension  at  the  knee  the  apparatus  of  Thomas  is  the 
most  efficient,  but  it  is  desirable  to  so  modify  the  appliance  as  to 
fasten  the  foot  to  the  lower  end  of  the  apparatus  to  prevent  a 
rotary  motion  of  the  tibia.  The  question  of  rotation  in  ankle 
disease  is  not  considered,  because  a  certain  amount  of  immobility 
is  obtained  by  the  means  used  for  fixation,  provided  crutches,  and 
a  high  shoe  on  the  other  side,  be  used.  In  the  elbow  and  wrist 
extension  is  seldom  considered:  it  is  necessary  to  rely  chiefly  on 
the  rest  secured  by  fixation  and  such  other  measures  as  may  he 
indicated  by  the  condition  of  the  patient. 

Hip  Disease,  the  Diagnosis  of. — Robert  W\  Lovett  (Boston 
Med.  and  Surg.  Jour.,  Aug.  14.  1902)  gives  an  analysis  of  !>•"> 
s,  and  in  conclusion  says  that  it  is  obvious  that  the  signs  or- 
dinarily taken  to  be  diagnostic  of  tuberculous  hip  disease  are  not 
characteristic  of  it,  but  are  also  present  in  cases  which  rapidly 
recover,  and  in  other  forms  of  chronic  joint  inflammation  than 
the  tuberculous.  It  is  therefore  obvious  that  some  diagnostic 
criterion  must  be  sought  more  accurate  than  the  presence  of  one 
or  all  of  the  signs — muscular  spasm,  atrophy,  night-cries,  gluteal 
wasting,  and  sensitiveness  of  the  joint.  It  seems  probable  that 
this  work  will  lie  in  the  closer  study  of  these  signs,  and  their 
grouping  along  with  the  development  of  the  facts  to  he  learned 
by  careful  palpation  of  the  parts  about  the  joint.  Of  all  the 
signs  given,  "thickening  of  the  trochanter"  proved  to  he  the 
most  reliable.     The  X-ray  is  of  great  value  in  early  diagnosis. 
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B.  Brindley  Eads  (Inter.  Med.  May.,  July,  1902)  says  that  a 
limp  in  a  child  is  immediately  suggestive,  and  should  never  be 
regarded  as  a  trifling  affair.  The  early  limp  is  due  to  sensitive- 
ness, and  by  comparison  with  the  opposite  joint  it  is  not  difficult 
to  detect  restriction  of  function.  Lay  the  child  upon  its  back, 
upon  a  solid  supporting  surface,  and  examine  the  well  side  first; 
place  the  hand  upon  the  limb  and  roll  it  from  side  to  side,  note 
the  degree  of  resistance  with  muscles  relaxed,  and  then  test  the 
side  in  which  the  disease  is  suspected  for  limitation  of  motion 
occasioned  by  muscular  spasm.  Grasp  the  ankle,  flex  the  leg 
upon  the  thigh,  the  thigh  upon  the  pelvis  at  right  angle,  then 
for  purpose  of  comparison  it  becomes  plainly  evident  that  more 
force  is  required  to  execute  the  movement  than  upon  the  sound 
side.  This  important  test  is  one  of  the  earliest  indications,  and 
combines  with  placing  the  child  upon  its  face  testing  the  degree 
of  extension,  which,  if  less  than  ten  degrees,  is  one  of  the  earliest 
signs  of  approaching  deformity.  Stiffness  in  the  joint  probably 
precedes  the  limp.  Pain  is  an  early  symptom  and  is  usually 
situated  remote  from  the  actual  seat  of  the  disease,  within  the 
knee,  or  on  the  inner  side  of  the  knee  joint. 

The  Present  Position  of  the  Surgical  Treatment  of  Hip 
Disease  in  Children. — G.  A.  Wright  (Practitioner,  July,  1892) 
reviews  the  subject  and  concludes  that  no  very  radical  change 
has  taken  place  in  the  treatment  of  hip  disease  in  the  last  few 
years.  Rest,  extension,  and  fixation  by  one  or  other  form  of 
splint,  of  which  the  varieties  are  many,  and  none  better,  once  the 
limb  is  in  good  position,  than  Thomas ' ;  intra-articular  and  peri- 
articular injections  of  iodoform — a  preventive  more  trusted  on 
the  Continent  than  in  this  country;  extirpation  of  "abscesses," 
or  in  some  cases  aspiration  and  injection  of  iodoform;  excision 
where  the  disease  is  progressive  in  spite  of  treatment,  and  ampu- 
tation when  a  useless  limb  and  pelvic  disease  render  recovery 
hopeless,  constitute  the  main  features  of  present-day  treatment. 
Certain  variations  in  the  details  of  treatment  are,  as  has  been 
already  said,  employed  in  different  countries  or  by  individual 
surgeons.  Thus  traction  and  immobilization  are  throughout  the 
whole  period  of  active  disease  obtained  largely  in  America  by  a 
splint  such  as  the  Davis-Taylor  long  traction  apparatus.  The 
importance  of  traction  in  the  axis  of  deformity  is  insisted  upon 
by  some  writers;  another  lays  stress  upon  traction  in  the  axis  of 
the  neck  of  the  bone.  Immobilization  without  extension  is  large- 
ly used  in  this  country,  unless  there  is  marked  malposition.  As 
regards  operative  treatment,  excision  by  anterior  incision  is  pre- 
ferred by  some  surgeons ;  others  have  used  the  flap  operation ; 
others  still  employ  the  old  posterior  incision.  Probably  all  are 
now  agreed  that  excision,  if  performed,  should  be  done  before 
sinuses  and  therefore  advanced  mixed  infection  exist — late  ex- 
cision is  worse  than  useless.  After  removal  of  the  bone  some 
surgeons  keep  up  extension  to  separate  the  bony  surfaces ;  others 
abduct  the  limb  to  keep  the  stump  applied  to  the  acetabulum. 
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Diphtheria. — A.  Kuyvett  Gordon  (The  Med.  Chronicle,  May. 
1902)  says  that  the  chief  element  in  the  prognosis  of  a  case  of 
tracheotomy,  as  in  other  forms  of  diphtheria,  is  the  length  of 
time  that  has  elapsed  between  the  onset  of  the  disease  and  the 
administration  of  antitoxin.  With  regard  to  the  latter,  it  must 
be  remembered  that  if  a  case  is  seen  early,  on  the  first  or  second 
day,  there  is  every  possibility  that  the  normal  dose  of  the  serum — 
about  4,000  units— may  effect  a  cure;  the  object  of  a  larger  dose 
than  this  is  to  endeavor  to  compensate  for  the  failure  to  give  the 
early  normal  dose.  Within  certain  limits  there  is  reason  to  think 
this  is  possible.  We  know,  however,  that  the  occasional  ill  effects 
of  antitoxic  serum  do  not  depend  on  the  amount  used;  inci- 
dentally the}'  are  by  far  the  more  frequent  in  adults,  in  whom 
laryngeal  diphtheria  is  a  very  rare  disease.  The  chief  sign  that 
a  case  of  tracheotomy  is  going  wrong  is  a  change  in  the  char- 
acter of  the  secretion  through  the  tube:  instead  of  being  thin 
and  watery  it  becomes  viscid  and  scanty,  and  in  some  cases  almost 
like  glue.  There  may  be  no  gross  obstruction,  but  ultimately  the 
child  dies  of  suffocation;  it  is  getting  air  in,  but  it  is  unable  to 
use  that  air.  The  author  has  never  seen  this  symptom  occur 
when  serum  had  been  given  before  the  third  day.  Before  the 
days  of  antitoxin  it  used  to  be  a  common  mode  of  death.  The 
thing  to  do  when  the  secretion  becomes  scanty  is  to  raise  the  foot 
of  the  bed,  in  order  that  the  expulsion  of  the  contents  of  the 
trachea  may  be  assisted  by  the  force  of  gravity ;  but  when  the 
condition  is  far  advanced  there  is  no  way  to  prevent  the  block- 
ing of  the  lungs.  Since  the  introduction  of  antitoxin  the  mor- 
tality of  tracheotomy  has  fallen  from  about  80  per  cent  to  about 
half  that  number.  The  author  wonders  whether  some  of  this 
improvement  is  due  to  the  fact  that  the  increased  attention  drawn 
to  the  disease  by  the  introduction  of  that  remedy  has  taught  us 
better  technique. 

Rotheln  (Rubella,  or  German  Measles). — R.  W.  Marsden 
(The  Med.  Chronicle,  May,  1902)  says  that  the  diagnosis  of  this 
affection  is  to  be  made  upon  a  mild  infectious  disease  with  a  long 
incubation  period,  extending  usually  to  two  weeks  or  more,  with- 
out sudden  onset,  the  rash  being  often  the  first  indication  of  ill- 
ness. Occasionally  the  patient  may  previously  complain  of  stiff 
ness  in  the  neck  behind  the  sterno-mastoid,  or  general  malaise,  or 
have  one  or  more  attacks  of  sneezing.  The  rash  appears  as  dis- 
crete pink  spots  (usually  slightly  raised,  of  variable  size,  and  less 
punctate  than  in  scarlet  fever),  most  frequently  on  the  face,  in- 
eluding  the  circumoral  ring,  and  spreads  over  the  rest  of  the 
body.  At  its  full  development  the  spots  often  coalesce  in  certain 
areas.  It  does  not,  as  a  rule,  last  longer  than  four  days,  and  is 
not  seen  developed  over  the  body  at  any  stage,  but  is  fading  or 
faded  in  the  area  of  its  origin  before  full  development  is  attained 
in  the  area  last  to  be  attacked.  At  the  same  time  there  is  slight 
conjunctivitis,  slight  sore  throat  or  dryness  of  the  throat,  with 
some  congestion   (though  occasionally  no  evident  change),  and 
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very  rarely  ulceration.  The  glands  in  the  posterior  cervical 
triangle  are  also  frequently  enlarged,  shotty,  and  somewhat 
tender.  The  associated  pyrexia  is  very  slight  and  evanescent, 
and  the  patients  seldom  very  ill.  It  is  customary  to  isolate  for 
three  weeks  those  who  have  been  exposed  to  infection  and  for  a 
like  period  those  suffering  from  the  disease.  The  author  thinks 
such  a  period  for  isolation  certainly  errs  on  the  side  of  liberality, 
and  holds  that  there  is  no  risk  of  conveying  contagion  during  the 
twelve  days  succeeding  exposure,  and  that  not  only  is  the  disease 
most  infectious  at  the  beginning,  but  that  the  infectiousness  seems 
to  disappear  very  rapidly.  Special  treatment  is  usually  quite 
unnecessary.  Demulcent  drinks  for  the  soreness  or  the  dryness 
of  the  throat,  and  symptomatic  treatment  of  any  of  the  occa- 
sional complications,  is  all  that  is  called  for. 

Summer  Diarrhea  of  Infants. — W.  Cecil  Bosanquet  (Practi- 
tioner. Aug.,  1892)  says  that:  1.  It  is  easier  in  this  disease,  as 
in  others,  to  prevent  infection  than  to  cure  the  patient  when  it 
has  occurred.  2.  There  is  no  "average  baby,"  and  no  one 
method  of  treatment  avails  in  all  cases.  The  disease  may  vary  in 
severity  in  different  countries,  so  that  methods  of  treatment 
found  successful  in  England  may  be  ineffectual  in  Australia  or  in 
the  United  States.  3.  Whether  the  disease  be  due  to  an  ex- 
trinsically  formed  poison  which  is  taken  into  the  alimentary  canal 
or  to  toxins  formed  by  bacteria  within  the  body,  it  is  equally 
evident  that  the  first  indication  is  to  assist  Nature  in  expelling 
the  offending  material.  The  diarrhea  is.  therefore,  not  in  itself 
harmful  or  to  be  rashly  interfered  with  by  drugs.  It  has  indeed 
been  said  that  it  would  be  no  worse  practice  to  seal  up  an  abscess 
cavity  and  prevent  the  escape  of  the  pus  than  to  prevent  the 
peristaltic  action  of  the  bowels  in  gastro-enteritis  and  thus  aid 
the  absorption  of  toxins  from  the  intestine.  4.  Since  there  is 
little  doubt  that  the  poison  or  infective  organism  is  conveyed  by 
means  of  milk,  it  seems  advisable  in  all  severe  cases  temporarily 
in  suspend  the  use  of  this  food.  But  as  milk  is  the  natural  diet 
of  infants — and  it  may  be  remembered  that  in  adults  suffering 
from  diarrhea  a  milk  diet  is  usually  insisted  upon — it  is  ad- 
visable to  resume  its  administration  as  soon  ;is  possible,  with  due 
precautions  against  further  infection.  5.  After  the  offending 
materials  have  been  expelled  from  the  body,  attention  must  be 
directed  to  maintaining  the  alimentary  canal,  as  far  as  possible, 
in  an  aseptic  condition,  and  soothing  any  remaining  irritability  of 
the  mucous  membrane.  6.  The  prominent  clinical  phenomena 
suggest  the  necessity  of  supplying,  if  possible,  the  fluid  lost  to 
the  body ;  of  reducing  the  temperature  when  it  is  excessive,  and 
supplying  heat  when  the  extremities  are  cold  and  collapse  im- 
minent ;  and  of  aiding  the  failing  heart  by  stimulants. 

In  treating  of  the  Public  Health  Aspects  of  Summer  Diarrhea 
Arthur  Newsholme  (ibid.)  says  that:  A.  Epidemic  diarrhea  is 
chieflv  a  disease  of  urban  life.     B.  As  a  fatal  disease  it  is  a 
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disease  of  the  artisan,  and  still  more  of  the  lower  laboring  classes, 
to  a  preponderant  extent.  C.  Towns  which  have  adopted  the 
water-carriage  system  of  sewerage  have,  as  a  rule,  much  less  diar- 
rhea than  those  retaining  other  methods  of  removal  of  excrement. 
D.  Towns  with  the  most  perfect  scavenging  arrangements  have 
the  least  epidemic  diarrhea.  E.  The  influence  of  soil  is  a  de- 
cided one.  Where  the  dwelling  houses  of  a  place  have  as  their 
Inundation  solid  rock,  with  little  or  no  superincumbent  loose  ma- 
terial, the  diarrheal  mortality  is,  notwithstanding  other  unfavor- 
able conditions  and  surroundings,  low.  On  the  other  hand,  a 
loose  soil  is  a  soil  on  which  diarrheal  mortality  is  apt  to  be  high. 
Steep  gradients  are  mostly  associated  with  low  diarrheal  mor- 
tality. F.  Towns  with  a  high  temperature  and  a  deficient  rain- 
fall, especially  in  the  third  quarter  of  the  year,  suffer  severely 
from  diarrhea.  In  conclusion,  the  fundamental  condition  favor- 
ing epidemic  diarrhea  is  an  unclean  soil,  the  particular  i»>is/>i> 
rom  which  infills  lln  air,  and  is  swallowed,  most  com  monly  villi 
food,  especially  milk. 

M.  H.  Gordon  (ibid.),  studying  into  the  Bacteriology  of  Epi- 
demic Diarrhea,  concludes  that  while  great  progress  has  been 
made  of  recent  years,  much  remains  to  be  settled.  From  an  ex- 
amination of  the  literature  of  the  subject  one  fact  comes  out  very 
dearly.  It  is  that  a  more  precise  knowledge  of  the  relative  abun- 
dance and  the  attributes  of  bacteria  occurring  in  the  normal  in- 
testine would  be  of  great  value  in  enabling  us  to  attach  their  due 
relative  significance  to  many  of  the  observations  that  have  been 
made  in  cases  of  diarrhea.  Again,  the  relative  abundance  of  the 
pathogenic  organisms  that  have  been  found  .to  occur  in  the  de- 
jecta in  diarrhea  is  a  subject  about  which  too  little  is  known. 
Vet  such  knowledge  might  prove  of  the  greatest  use.  For  in- 
stance, did  we  know  exactly  the  nature  of  the  micro-organisms 
that  occur  in  one-ten-millionth  gramme  of  normal  feces,  and 
their  attributes,  we  should  then,  on  analyzing  a  similar  quantity 
of  fecal  materia]  from  the  intestine  in  a  diseased  state,  he  in  a 
position  to  see  at  once  what  alteration  had  occurred.  By  means 
of  the  dilution  method  it  is  a  comparatively  simple  matter  to 
make  accurate  observations  of  this  kind,  and  their  value  promises 
to  he  great,  especially  if  a  large  number  of  cases  are  examined. 
More  exact  methods  are  bound  to  bring  more  exact  information. 
A  further  subject  about  which  accurate  information  would  be 
welcome  is  with  regard  to  the  exact  relationship  of  various  patho- 
genic  members  of  the  great  coli-typhoid  family.  Hitherto  most 
attention  has  been  paid  to  bacillus  coli  communis  and  to  bacillus 
typhosus,  but  as  our  knowledge  increases  the  pathogenic  im- 
portance of  other  members  of  this  large  family  of  bacteria  be- 
comes more  plain.  Enteritis  as  a  whole  seems  to  be  often  inti- 
mately associated  with  various  members  of  it,  and  further  know- 
ledge of  their  relations  and  characters  may  result  in  more  ac- 
curate perceptions  both  of  their  effects  and  of  the  ways  to  coun- 
teract them. 
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Margaret  Taylor  Shutt  (Jour.  A.  M.  A..  Aug.  2,  1902)  says- 
that  in  every  case,  but  especially  where  there  are  other  children, 
and  in  institutions,  the  care-taker  must  be  impressed  with  the 
fact  that  the  disease  is  an  infectious  one,  and  that  the  discharges 
must  be  disinfected,  the  napkins  boiled  before  using  again,  and 
hands  that  have  come  in  contact  with  the  discharges  thoroughly 
cleansed.  The  after-treatment  of  these  cases  is  of  great  im- 
portance. The  chief  necessity  is  an  outline  of  diet,  and  in  dif- 
ficult cases  the  ingenuity  of  the  physician  may  be  taxed  to  the 
utmost.  In  some  instances  it  seems  almost  impossible  for  the 
child  to  return  to  a  milk  diet  until  the  onset  of  cool  weather.  In 
some  of  these  cases  the  proprietary  foods  are  of  value  tempo- 
rarily. In  other  cases  a  modified  milk,  partly  or  completely  pep- 
tonized, may  succeed  when  the  undigested  milk  mixture  cannot 
be  used  at  all.  In  most  cases  the  child  can  in  a  few  days  return 
to  a  milk  diet,  but  it  must  be  made  very  weak  at  first  and  be 
given  in  small  quantities,  gradually  working  up  to  the  usual 
strength  and  amount. 

C.  H.  Johnston  (Memphis  Med.  Month.,  Aug..  1902  says  that 
if  vomiting  is  present  neither  castor  oil  nor  calomel  should  be 
given  until  the  vomiting  has  been  controlled  by  stomach-washing, 
which  consists  in  the  introduction  of  water  into  the  stomach 
through  a  flexible  catheter  or  stomach  tube  and  then  siphoning  it 
out.  The  apparatus  for  stomach-washing  is  very  simple.  There 
are  required  a  soft-rubber  catheter,  size  16— one  with  a  large  eye 
is  preferred — a  glass  funnel  holding  four  to  six  ounces,  two  feet 
of  rubber  tubing,  and  a  few  inches  of  glass  tubing  to  join  this  to 
the  catheter.  The  child  should  be  held  in  a  sitting  posture,  the 
body  protected  by  a  rubber  sheet  with  a  pan  conveniently  near. 
The  catheter  should  be  moistened.  While  the  tongue  is  de- 
pressed with  the  forefinger  of  the  left  hand,  the  catheter  is  passed 
rapidly  back  into  the  pharynx  and  down  the  esophagus  into  the 
stomach.  The  first  part  of  the  introduction  should  be  as  rapid 
as  possible,  for  if  the  child  begins  to  gag  from  the  pharyngeal 
irritation  the  introduction  of  the  tube  may  be  quite  difficult;  no 
resistance  is  ordinarily  encountered  after  the  tube  reaches  the 
esophagus.  About  ten  inches  of  the  catheter  should  be  passed 
beyond  the  child's  lips.  When'  it  has  reached  the  stomach  the 
funnel  should  be  raised  as  high  as  possible  to  allow  the  escape  of 
gas  almost  invariably  present,  and  from  two  to  four  ounces  of 
water  poured  into  the  funnel  from  a  pitcher.  The  funnel  is  then 
lowered  and  the  water  is  siphoned  out:  this  is  to  be  repeated 
several  times  until  the  fluid  comes  back  perfectly  clean.  Various 
solutions  have  been  advised  for  stomach- washing,  but  the  author 
uses  only  boiled  water  at  a  temperature  of  100°  to  110°  F.,  the 
higher  temperature  being  used  when  the  gastric  irritation  is  very 
great. 

M.  A.  Auerbach  (Buff.  Med.  Jour.,  Aug.,  1892)  considers  three 
tonus:  acute  dyspeptic  diarrhea,  cholera  infantum,  and  acute 
enterocolitis.     The  first  is  chiefly  due  to  errors  in  diet,  sometimes 
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to  dentition  and  the  extreme  heat  of  summer.  A  prescription 
which  has  given  the  author  splendid  results,  in  conjunction  with 
a  carefully  restricted  diet,  is  the  following: 

R  Bismuthi  subnitratis 3  i. 

Tineturae  opii  deodorat;v nix. 

Glyco-thymolin .  .  .  3  ij. 

Aquae  rosam ad  4   s.   §  iv. 

M.  et  Sip-. :  One  drachm  every  three  hours  (for  child  1  year  of  ap-e). 

For  cholera  infantum  the  fever  should  be  combated  by  a  bath  con- 
taining some  glyco-thymolin,  at  about  80°  F..  reduced  by  add- 
ing small  pieces  of  ice  to  70°  or  65°.  Pain  should  be  controlled 
by  one-hundredth  grain  of  morphine  sulphate,  then  stimulation 
with  strychnia  hypodermatically.  iced  champagne  to  prevent 
vomiting,  and  other  stimulants.  The  large  intestine  may  be  irri- 
gated with  a  pint  or  so  of  warm  water  containing  25  per  cent  of 
glyco-thymolin.  Acute  enterocolitis  is  an  affection  of  an  in- 
flammatory nature,  chiefly  of  the  ileum  and  colon,  affecting 
especially  the  lymph  follicles.  Anodynes  are  imperatively  de- 
manded for  the  great  suffering,  and  depletion  may  be  needed  in 
the  beginning  by  salines,  but  the  child's  strength  must  be 
watched.  The  colon  should  be  flushed  with  a  25  per  cent  solu- 
tion of  glyco-thymolin.  and  may  be  made  with  iced  water.  The 
gums  should  be  scarified,  if  necessary. 

I.  H.  Mason  Knox  (Johns  Hopkins  Hosp.  Bull..  July.  1902) 
writing  of  the  leucocyte  count  in  the  summer  diarrheas  of  chil- 
dren, thus  summarizes  his  conclusions :  1.  A  differential  count 
of  leucocytes  in  the  blood  of  well  children  under  2  years  of  age, 
when  compared  with  the  blood  of  adults,  shows  that  there  is  a 
relative  increase  in  the  small  mononuclear  elements  and  a  de- 
crease iu  the  number  of  polymorphonuclear  cells.  2.  In  the  sum- 
mer diarrheas  of  infants  the  number  of  leucocytes  in  the  blood 
is  usually  increased,  but  the  count  of  the  white  cells  varies  within 
such  wicle  limits,  even  in  the  milder  forms  of  the  affection,  that  a 
high  or  low  leucocytosis  cannot  be  regarded  as  of  diagnostic 
value.  3.  In  the  simple  dyspepsias  of  childhood  a  differential 
count  of  the  leucocytes  does  not  show  any  marked  variation  from 
that  of  a  healthy  infant,  but  as  the  cases  become  more  severe  in 
type  there  is  apparently  a  progressive  increase  in  the  polymor- 
phonuclear neutrophile  cells,  and  a  decrease  in  those  of  the  small 
mononuclear  variety,  thus  presenting  a  picture  more  like  that  of 
adult  blood.  4.  As  pointed  out  by  Japha.  the  polymorphonu- 
clear leucocytosis  is  an  indication  of  an  intoxication  with  de- 
composition products  in  the  intestine  or  of  the  toxins  of  patho- 
logical bacteria — i.e.,  it  takes  place  both  in  the  cases  of  acute  in- 
testinal poisoning  and  in  the  more  severe  forms  of  ileocolitis. 
5.  The  cases  of  simple  infantile  atrophy  present  a  nearly  normal 
differential  leucocyte  count,  but  it  would  seem  that  an  increase 
of  the  polymorphonuclear  cells  may  indicate  the  setting-in  of  an 
inflammatorv  intestinal  complication. 

James  H.*McKee  (Phil.  Med.  Jour..  July  2G.  1902)  says  that 
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when  a  laxative  must  be  given  several  times  during  the  course  of 
the  disease,  unscientific  as  it  appears  in  theory,  calomel  or  gray 
powder  may  be  combined  efficiently  with  an  astringent : 

3  Hydrargyri  cum  creta gr.  \. 

Salol gr.  i. 

Bismuthi  subnitratis gr.  v. 

Sacchari  lactis gr.  v. 

One  dose. 

Or  when  there  is  much  tenesmus,  castor  oil  may  be  combined  in  a 
somewhat  similar  way : 

B  Olei  caryophylli nUj. 

Olei  mentha?  piperita* Hlij 

Olei  ricini nix. 

Bismuthi  siibnitratis o-r .  v. 

Mucilaginis  acacia1. 

Aqua? q.  s.  ad  fl.  Z  i. 

One  dose. 

The  author  always  uses  salol  to  decrease  putrefactive  changes. 
To  an  infant  aged  1  year  the  dose  is  one  grain,  given  every  two 
or  three  hours,  and  preferably  before  feedings.  Such  dosage  has 
never  in  his  experience  led  to  symptoms  of  salol  poisoning. 
Enteroclysis,  while  it  has  been  overdone,  is  valuable:  1.  AVhen 
irritating  material  still  remains  within  the  bowel,  and  is  giving 
rise  to  mechanical  or  bacterial  disturbance.  2.  "When,  in  acute 
cases,  fever  and  foul-smelling  discharges  persist  for  several  days. 

3.  In  cholera  infantum,  when  it  should  be  supplemented  by 
lavage.  Early  in  the  attack,  when  the  temperature  is  high,  iced 
saline  solution  is  valuable:  but  when  prostration  has  supervened 
and  the  temperature  is  low,  hot  solutions  (110°)  are  preferable. 

4.  In  acute  cases,  only  the  sodium  chloride  solution  is  needed. 

5.  Except  in  cholera  infantum,  enteroclysis  should  rarely  be  used 
more  than  twice  daily,  and  seldom  more  than  once.  0.  In  chronic 
ileocolitis  tannic  acid  or  silver  nitrate  injections,  given  once 
daily,  may  prove  more  valuable  than  any  drugs  given  by  the 
mouth.  Hypodt  rmoclysis  is  a  most  effectual  measure  in  the 
treatment  of  cholera  infantum  or  the  condition  seen  in  ileocolitis 
which  has  been  styled  bydrocephaloid.  The  sterile  salt  solution 
should  be  higher  in  temperature  than  the  body  temperature,  and 
only  two  to  four  ounces  should  be  introduced. 

Thompson  S.  Westcott  (ibid.)  states  that  an  often  unrecog- 
nized cause  of  deterioration  of  milk  in  the  household  may  be 
traced  to  a  rather  common  habit  of  heating  the  night  bottle  quite 
hot  just  before  the  parents  retire,  and  keeping  it  warm  in  a  cozy 
or  in  the  bed  itself  until  such  time  as  the  baby  wakes  for  its  feed- 
ing. No  more  favorable  conditions  for  producing  rapid  souring 
of  milk  could  be  desired,  and  the  writer  has  proved  by  experiment 
the  startling  rapidity  with  which  bacteria  may  increase  in  a  milk 
mixture  thus  kept.  Another  precaution  that  may  be  helpful  in 
very  hot  weather  is  to  give  no  milk  that  has  been  kept  over  night 
from  the  supply  of  the  day  before.     If  a  fresh  supply  cannot  be 
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obtained  before  the  first  morning  bottle  is  due,  a  bottle  of  al- 
bumen water  or  of  condensed  milk  mixture  may  be  given.  Again, 
it  will  often  be  advantageous  to  weaken  the  strength  of  a  baby's 
food  mixture  slightly  during  the  hot  weather.  In  many  in- 
stances the  danger  of  serious  milk  poisoning  may  be  avoided  if, 
at  the  slightest  sign  of  disturbance  of  the  stomach  or  bowels,  the 
mother  has  been  previously  instructed  to  stop  milk-feeding  at 
once  and  give  a  good  dose  of  castor  oil,  followed,  when  there  is 
greenness  or  curdiness  of  stools,  by  small  doses  of  calomel,  say 
one-twentieth  of  a  grain,  three  or  four  times  a  day  for  two  or 
three  days. 

W.  L.  Harris  (ibid.)  says  that  the  only  thing  in  the  line  of 
drugs  that  he  has  found  useful  is  bismuth  in  some  form — either 
the  subnitrate  or  subgallate.  He  uses  the  former  in  doses  of  ten 
to  twenty  grains  every  two  or  three  hours,  and  the  latter  in  doses 
from  three  to  ten  grains  every  two  or  three  hours,  in  emulsion 
always.  If  there  is  much  tenesmus  he  gives  paregoric,  but  only 
when  it  is  strongly  indicated,  and  alone — not  in  diarrhea  mix- 
tures to  be  given  after  each  action.  The  importance  of  fresh  air 
cannot  be  overestimated,  but  neither  mountain  nor  sea  air  will 
cure  a  case  so  long  as  the  patient  is  improperly  fed  or  treated  by 
drugs. 

Maurice  Ostheimer  (ibid.)  holds  that  the  first  and  most  im- 
portant treatment  of  summer  diarrhea  is  absolute  withdrawal  of 
food,  no  matter  what  the  infant  is  taking.  All  milk  and  other 
foods  are  to  be  stopped  and  a  diet  of  barley  water  ordered,  to  be 
given  every  three  hours  for  children  over  3  months.  In  the  case 
of  older  or  of  large,  healthy  children,  stop  all  food  except  milk, 
which,  if  the  child  particularly  wants  it,  may  be  given  every 
three  or  four  hours  with  lime  water,  if  vomiting  does  not  persist. 
Should  it  persist,  a  return  to  absolute  barley-water  diet  will  be 
necessary.  This  method  has  proved  successful,  a  normal  condi- 
tion reappearing  after  a  few  doses  of  calomel.  In  young  infants, 
or  those  who  are  severely  prostrated,  panopeptone  or  liquid  pep- 
tonoids,  in  doses  of  fifteen  to  thirty  drops  added  to  the  barley 
water,  acts  as  an  excellent  stimulant.  From  forty-eight  hours 
to  four  days  after  its  withdrawal  milk  with  lime  water  can  usu- 
ally be  given  again.  Fresh  air  is  a  necessity,  and  in  severe  cases 
is  often  life-saving. 

Spontaneous  Reduction  of  Acute  Intussusception. — W.  (xif- 
ford  Nash  (July  25.  19U2 )  reports  the  case  of  a  child  of  11 
months  which  was  seized  with  abdominal  pain  that  caused 
screaming  and  great  collapse.  Vomiting  occurred.  On  exam- 
ining the  abdomen  a  swelling  could  be  seen  passing  from  the 
region  of  the  cecum  obliquely  upward  toward  the  epigastrium. 
On  palpation  a  firm,  sausage-shaped  tumor  three  or  four  inches 
in  length  could  be  felt.  The  author  concluded  that  intussuscep- 
tion was  present  and  made  preparations  for  immediate  oper- 
ation. Hot  bottles  were  applied  to  the  extremities  and  hot  flan- 
nels to  the  abdomen.     Three  hours  later  the  child  was  looking 
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much  better,  having  had  a  sleep.  The  hump  could  still  be  seen 
and  felt,  but  was  evidently  smaller,  and  during  manipulation 
suddenly  entirely  disappeared.  There  was  a  history  of  looseness 
of  the  bowels  on  the  previous  evening.  The  author  is  positive 
as  to  his  diagnosis  and  thinks  that  the  reasons  why  the  intussus- 
ception was  reduced  were:  (1)  the  manipulations  necessary  to 
form  a  diagnosis  acting  on  a  very  recent  intussusception;  (2)  the 
occurrence  of  fainting  and  vomiting  leading  to  relaxation  of 
muscular  spasm;  (3)  the  application  of  heat  to  the  abdomen 
acting  in  the  same  way. 

Recurrent  Vomiting. — Charles  \V.  Larned  {Ann  r.  Med.,  Aug. 
16,  1902)  describes  two  cases  in  children,  and  gives  a  history 
of  the  affection  gathered  from  the  literature.  As  to  the  clinical 
manifestations,  vomiting,  as  a  rule,  ushers  in  the  attack.  It  is 
at  first  forcible,  but  toward  the  end  of  the  attack,  when  ex- 
haustion becomes  marked,  is  unaccompanied  by  much  effort. 
The  vomitus  at  first  consists  of  the  stomach  contents,  and  later 
of  a  little  water  mixed  with  mucus;  as  the  retching  becomes 
intense  it  is  not  uncommon  for  both  blood  and  bile  to  be  ejected. 
Constipation  is  most  obstinate,  there  is  an  absence  of  abdominal 
pain,  the  pulse  becomes  rapid  as  prostration  increases,  the  respi- 
ration is  rapid  and  sighing.  Convulsions  occurred  in  a  case 
reported  by  Snow;  itching  of  the  skin  was  present  in  two  of 
Griffith's  cases.  The  duration  of  attacks  is  variable,  even  in  the 
same  individual.  In  neither  of  the  author's  cases  did  the  attacks 
last  over  eighty-six  hours,  and  usually  by  the  end  of  forty-eight 
hours  the  patient  had  entered  upon  convalescence.  His  observa- 
tions have  led  him  to  the  conclusion  that  the  condition  is  cer- 
tainly due  to  some  toxic  substance,  its  nature  and  origin  as  yet 
remaining  to  be  satisfactorily  demonstrated.  It  may  be  an  auto- 
intoxication, with  the  intestinal  canal  as  the  offending  focus,  or 
it  may  be  due  to  some  failure  on  the  part  of  the  excretory  organs 
to  eliminate  certain  poisonous  substances  which  accumulate  in 
the  organism  and  produce  toxemia.  The  stomach  is  probably 
not  primarily  at  fault.  The  prognosis  has  always  been  consid- 
ered good,  but  Marcy  has  published  two  fatal  eases.  As  to 
treatment,  nothing  has  as  yet  been  found  that  will  cut  the  attack 
short,  but  certain  measures  seem '  to  alleviate  the  suffering  of 
the  patient.  The  first  indication  is  to  stop  all  food  and  drugs 
by  the  mouth.  Morphine  and  normal  salt  solution  through  the 
skin,  predigested  food,  salt  solution,  and  opium  by  the  rectum, 
are  useful.  Flushing  out  the  lower  bowel  once  daily  with  a 
copious  high  injection  of  normal  salt  solution  seems  of  some 
benefit.  With  the  subsidence  of  the  vomiting  a  calomel  purge 
is  indicated.  Between  attacks  the  child  should  lead  an  out-of- 
door  life,  should  not  be  subjected  to  over- fatigue  or  excitement, 
should  have  its  bowels  carefully  regulated,  and,  most  important 
of  all.  should  be  made  to  drink  a  good  deal  of  water. 
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The  subject  of  duodenal  ulcerations  is  always  an  interesting 
one,  both  on  account  of  the  extreme  rarity  of  the  disease  and  the 
many  difficulties  which  attend  an  accurate  diagnosis.  Although 
a  number  of  articles  have  appeared  within  the  past  few  years, 
the  literature  is  still  meagre.  Dr.  Robert  F.  Weir,  in  his  ad- 
dress before  the  American  Surgical  Association  in  1900,  gave  us 
t.he  masterpiece  on  the  subject  of  duodenal  perforations.  He 
brought  the  literature  up  to  date  (April,  1900),  and  recorded  all 
cases  operated  on  for  acute  perforation  previous  to  that  time. 

The  purpose  of  this  article  is  to  review  briefly  the  salient 
points  in  the  etiology,  pathology,  and  diagnosis  of  duodenal 
ulcers,  and  to  consider  especially  the  surgical  treatment  of  per- 
forations.   We  have  collected  from  the  literature  nineteen  ad- 

1  Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington,  D.  C.,  September  16,  17,  and  18,  1902. 
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ditional  cases,  including  one  of  our  own,  in  which  operations 
were  performed  for  this  complication. 

Frequency. — The  relative  frequency  of  duodenal  ulcer  as  a 
cause  of  death  is  given  by  Weir1  from  collected  statistics  as  two- 
tenths  per  cent.  Kinnicutt,2  from  an  analysis  of  30,000  post- 
mortem records,  gives  it  as  four-tenths  per  cent ;  Perry  and 
Shaw's  figures  are  practically  the  same.  Krug  gives  the  pro- 
portion as  forty-four-hundredths.  Von  Wyl  found  three  du- 
odenal ulcers  in  12,806  postmortem  examinations.  The  ratio  of 
gastric  to  duodenal  ulcers,  given  by  Burwinkel  (Weir),  is 
12  to  1. 

Age.— Duodenal  ulcerations  occur  at  all  ages.  Collin's  sta- 
tistics for  the  different  decades  is  as  follows,  in  descending  order 
of  frequency:  (1)  30  to  40  years;  (2)  40  to  50  years;  (3)  20  to 
30  years;  (4)  under  10  years;  (5)  50  to  60  years;  (6)  60  to 
80  years;  (7)  10  to  20  years.  Hahn6  records  a  case  in  a  child 
\y<2.  days  old,  in  which  there  was  a  duodenal  ulcer  close  to  the 
pylorus  and  a  second  one  lower  down.  These  must  have  been 
formed  before  any  food  reached  the  stomach.  Vanderpoel  Adri- 
ance3  reports,  in  an  infant  of  10  months,  an  ulcer  on  the 
posterior  wall  of  the  duodenum  just  below  the  pylorus,  and  Op- 
penheimer  has  collected  15  cases  of  melena  neonatorum  result- 
ing from  duodenal  ulcer.  Chvostek  (Moynihan)4  found  the 
ulcers  in  children  from  a  few  hours  to  a  few  weeks  old.  Von 
Wyl  (Laspeyres)5  states  that  of  all  cases  under  10  years  of 
age,  fully  half  are  in  the  first  year  and  many  in  the  first  few 
days  after  birth.  He  states  that  the  latter  are  not  due  to  intra- 
uterine causes,  as  some  have  supposed,  but  rather,  in  all  proba- 
bility, to  thrombosis  of  the  umbilical  vein  with  embolism  of  the 
vessels  of  the  small  intestine. 

Thrombosis  of  the  mesenteric  veins  from  this  source  is  pos- 
sible, as  a  branch  of  the  umbilical  vein  communicates  with  the 
portal;  the  thrombus  may  extend  into  and  occlude  the  latter, 
thus  producing  necrosis  of  the  intestinal  wall  by  venous  stasis. 
We  cannot,  however,  understand  how  an  embolus  from  this 
thrombus,  passing  through  the  general  circulation,  could  be 
arrested  in  the  duodenal  arteries.  While  the  embolus  might  be 
arrested  in  these  vessels  in  fetal  life,  as  there  is  no  pulmonary 
circulation,  it  would  be  impossible  for  this  to  occur  postnatal,  as 
then  the  ductus  arteriosus  is  obliterated  and  the  embolus  would 
be  arrested  in  the  lung.  If  portal  thrombosis  were  an  important 
factor  in  the  production  of  the  ulcerations,  it  would  seem  that 
they  should  be  more  frequent  in  pylephlebitis.     This,  however. 
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is  not  the  case,  as  they  are  not  mentioned  by  Bryant  (Guys 
Hospital  Keports,  1897)  in  any  of  the  20  cases  of  pylephlebitis 
analyzed  by  him.  In  one  case  it  was  thought  that  a  duodenal 
ulcer  was  the  cause  of  the  thrombosis,  but  in  none  were  ulcer- 
ations found  as  a  sequence. 

As  regards  the  other  extreme  of  life,  Krammhals  observed  a 
ease  in  a  woman  79  years  old,  and  Merkel  found  an  ulcer  in  the 
duodenum  of  an  old  woman  of  94  years  (Moynihan). 

Sex. — The  great  majority  of  duodenal  ulcers  are  found  in 
males.  Laspeyres  says  that  men  are  affected  two  or  three  times 
oftener  than  women,  and  quotes  from  the  various  authorities  the 
following  ratios :  Krauss,  in  64  cases,  found  the  ratio  in  men  to 
women  as  ten  to  one ;  Lebert,  in  39  cases,  four  to  one ;  Trier,  in 
54  cases,  five  to  one ;  Chvostek,  in  61  cases,  three  to  one ;  Oppen- 
heimer,  in  71  cases,  two  and  a  half  to  one ;  Collin,  in  257  cases, 
four  l.o  one. 

Of  Weir's  cases,  176  in  number,  144  were  in  men  and  30  in 
women.  Dr.  Lee  Dickinson  (Clarke  and  Franklin)1  main- 
tains that  the  women  in  whom  duodenal  ulcers  occur  are  not 
young,  but  in  two  cases  reported  by  them  they  were  under  20 
years  of  age. 

Coincident  Lesions.— 1.  Bums:  That  duodenal  ulcerations 
are  frequently  associated  with  extensive  burns  is  well  known. 
In  Collin's  297  cases  burns  were  the  cause  of  the  ulcers  in  38 
instances.  Holmes  says  that  the  ulcers  appear  in  from  seven  to 
fourteen  days  after  the  burns;  they  may  be  much  earlier  (Weir). 
Probably  the  correct  explanation  in  these  eases  is  that  a  septic 
infarct  has  been  produced  by  the  lodgment  of  an  embolus  which 
entered  the  circulation  at  the  site  of  the  burn.  The  theory  of 
toxic  products  in  the  bile  (Hunter)  is  not  so  plausible  as  the 
embolic.  Neither  of  these  theories  has  a  good  pathologic  basis. 
Paget  believed  that  nervous  influences  played  an  important  role 
in  the  production  of  the  ulcers  after  burns. 

2.  Kidney  Disease,  especially  the  various  forms  of  chronic 
nephritis,  is  very  frequently  associated  with  ulcerations  in  the 
duodenum.  The  reasons  for  this  are  not  clear,  and  so  far  no 
satisfactory  explanation  has  been  offered  to  account  for  the 
association,  although  a  number  of  theories  have  been  advanced. 

Boas  claims  that  the  necrotizing  effect  of  urea  or  its  derivative, 
ammonium  carbonate,  circulating  in  the  blood,  is  the  active 
agent,  but  it  is  more  likely  that  the  presence  of  sclerosed  vessels 
in  the  duodenal  wall,  with  the  consequent  malnutrition  of  cer- 
tain areas,  is  the  real  cause  (Kinnicutt). 
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Poynton8  observed  one  case  which  presented  no  symptoms 
during  life,  but  in  which,  after  death,  there  were  found  duodenal 
ulcers  associated  with  cirrhotic  kidneys. 

3.  Pulmonary  Tuberculosis:  In  some  of  the  cases  associated 
with  advanced  pulmonary  tuberculosis,  the  duodenal  lesion  was 
probably  originally  a  cheesy  degeneration  of  a  solitary  follicle, 
with  secondary  digestion  of  the  caseous  material  by  the  gastric 
juice.  Satterthwaite9  reports  a  case  of  tubercular  enteritis  in 
which  there  were  ulcers  in  the  duodenum,  lie  believes  that 
tuberculosis  is  an  important  factor  in  the  etiology.  A  family 
history  of  tuberculosis  is  sometimes  obtainable,  as  in  four  out  of 
five  cases  reported  by  Burwinkel.10 

4.  Trichinosis  and  duodenal  ulcer  have  been  reported  by  Eb- 
stein  and  Klob.  Duodenal  ulcer  is  also  occasionally  found  as  a 
complication  in  heart  and  liver  diseases,  carcinoma,  extensive 
internal  suppurations,  frostbites,  erysipelas,  septicemia,  and 
pemphigus.  Bolton  Carter11  thinks  that  in  some  of  his  cases 
the  ulcerations  in  the  stomach  and  duodenum  might  have  fol- 
lowed the  septic  condition  of  the  peritoneum.  The  hemorrhage 
from  the  stomach  and  duodenum  which  sometimes  follows  oper- 
ations, not  necessarily  on  the  abdomen,  may  be  from  fresh  ulcer- 
ations (Clarke  and  Franklin).  Eiselsberg  recorded  seven  cases 
of  hematemesis  following  laparatomies  in  which  fresh  ulcers  were 
found  in  the  stomach  and  duodenum.  Ladeveze12  thinks  that 
there  is  often  a  relationship  between  previously  existing  infec- 
tious diseases  and  duodenal  ulcers.  Duodenal  and  gastric  ulcers 
are  frequently  found  together,  so  frequently,  in  fact,  that 
many  writers  suppose  their  etiology  is  identical.  Roschmann 
reported  three  cases  of  duodenal  ulcers  associated  with  ulcers 
of  the  esophagus. 

Theories  of  Causation. — These  are  almost  as  numerous  and 
varied  as  the  number  of  observers  who  have  studied  the  condi- 
tion. The  most  rational,  and  at  the  same  time  the  most  wddely 
accepted,  theory  is  that  duodenal  ulcerations  are  due  to  the  same 
cause  as  gastric — namely,  the  effect  of  the  gastric  juice  on  a 
circumscribed  portion  of  the  mucosa,  the  vitality  of  which  has 
been  impaired.  This  view  is  held  by  Virchow  and  has  been 
proven  experimentally  (Laspeyres). 

According  to  Riegel,  hyperchlorhydria  is  an  essential  factor, 
and  he  believes  that  many  of  the  corrosive  ulcerations  follow 
primary  hemorrhagic  erosions.  Leube  says  that  hyperchlor- 
hydria is  frequently  present  in  duodenal  ulcers,  and  Koch  and 
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Ewald  have  produced  the  ulcers  by  giving  to  animals  hydro- 
chloric acid  in  5 :  1000  solutions.  The  duodenum  is  not  pro- 
tected from  the  acidity  of  the  gastric  juice  above  the  papilla, 
through  which  empty  the  alkaline  secretions  of  the  pancreas  and 
liver,  and  it  is  in  this  first  portion  that  the  great  majority  of  the 
ulcers  occur. 

Talma  believes  that  they  are  due  to  spasmodic  contractions 
of  the  pylorus,  which  produce  an  anemia  of  the  adjacent  parts, 
closure  of  the  blood  vessels,  and  hemorrhage.  He  thinks  this 
view  is  strengthened  by  the  fact  that  the  majority  of  the  ulcer- 
ations are  near  the  pylorus.  We  cannot  understand  how  such 
a  condition  could  possibly  be  caused  by  spasms  of  the  pylorus, 
as  contraction  of  this  portion  is  part  of  its  normal  function 
and  could  not  interfere  with  the  blood  supply  to  such  an  extent 
as  to  bring  about  hemorrhage  and  necrosis,  especially  as  the 
blood  supply  for  the  duodenum  does  not  come  through  the 
pylorus. 

Boxin  favors  the  infectious  theory  because  the  ulcers  many 
times  appear  opposite  to  each  other,  or  in  close  proximity,  and 
present  a  surrounding  zone  of  inflamed  and  softened  tissue. 
He  also  calls  attention  to  the  fact  that  most  of  the  intestinal 
ulcerations  below  the  duodenum  are  conceded  to  be  of  infectious 
origin. 

Zimnitski14  determined,  by  a  series  of  experiments  on  animals, 
that  there  was  an  etiological  relation  between  retention  of  bile 
and  ulcers  of  the  duodenum.  He  thinks  that  the  same  condi- 
tions which  are  essential  to  the  development  of  the  ulcers  are 
present  in  biliary  retention  from  any  cause.  These  are  hyper- 
secretion, local  circulatory  disturbances,  stasis — dependent  upon 
changes  in  the  liver — and  anemia  or  hydremia  with  decrease  in 
the  alkalinity  of  the  blood. 

Boas  believes  that  rough  food,  alcohol,  and  tobacco  are  factors 
in  the  etiology.  Laspeyres  says  that  the  lesion  is  frequently 
found  in  habitual  drunkards.  Alvazzi.  in  three  cases  of  chronic 
lead  poisoning,  found  round  ulcers  of  the  duodenum.  Foreign 
bodies  which  have  been  swallowed,  as  in  certain  cases  of  de- 
mentia, may  produce  ulcers  by  pressure  (Pittiet  and  Deny) 

From  an  analysis  of  the  clinical  histories  reported,  and  con- 
sideration of  the  various  theories  on  the  genesis  of  duodenal 
ulcers,  it  appears  to  us  that  the  causes  may  be  grouped  in  the 
order  of  their  importance,  as  follows:  (1)  hyperchlorhydria, 
(2)   local   infection,    (3)    embolism  or  thrombosis.    (4)    foreign 
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bodies.  We  are,  however,  forcefully  impressed  with  the  close 
relationship  between  duodenal  ulcerations  and  diseases  of  the 
organs  of  elimination,  as  the  skin  in  burns,  pemphigus,  and 
erysipelas;  the  kidney  in  various  diseases  compromising  elimina- 
tion; and  the  lung  in  tuberculosis.  We  believe  the  defective 
elimination  has  an  important  etiological  relation. 

Pathology. — Moynihan  divides  duodenal  ulcers  into  acute 
and  chronic — acute  when  there  is  rapid  destruction  tending  to 
perforation ;  chronic  when  the  symptoms  are  latent  and  the 
pathologic  processes  passive.  He  says  that  the  acute  ulcer  may 
be  but  an  early  stage  of  the  chronic. 

The  ulcerations  are  usually  single,  though  they  may  be  multi- 
ple, in  which  case  they  are  often  grouped  in  the  first  portion 
of  the  duodenum.  Occasionally  two  ulcers  are  opposed  to  each 
other,  suggesting  an  infectious  cause.  An  acute  perforating 
ulcer  may  be  found  with  a  chronic  one. 

In  Collin's  233  cases,  195  (83.6  per  cent)  were  solitary.  In  26 
cases  there  were  two  ulcers;  in  3,  three  ulcers;  and  in  4,  five 
ulcers. 

Situation. — Perry  and  Shaw,  in  149  cases,  found  the  first 
portion  of  the  duodenum  involved  123  times,  the  second  portion 
16  times,  the  third  and  fourth  portions  twice. 
In  8  eases  the  ulcers  were  scattered  (Laspeyres). 
Weir  gives  the  analysis  of  Collin's  statistics  for  perforating 
ulcers  as  follows :  In  119  cases  the  lesion  was  in  the  first  por- 
tion. Of  these,  68  were  in  the  anterior  wall.  39  in  the  posterior, 
10  in  the  superior,  and  1  in  the  inferior.  Of  8  cases  involving 
the  second  portion.  5  were  on  the  internal  wall,  2  on  the  posterior, 
and  1  on  the  external.  Of  4  cases  affecting  the  third  portion, 
3  were  on  the  anterior  and  superior  walls  and  1  on  the  posterior. 
Of  the  perforating  ulcers  collected  by  Perry  and  Shaw,  48 
were  in  the  first  division.  2  in  the  second,  and  1  on  the  border 
line  between  the  first  and  second.  In  28  cases  the  location  on 
the  wall  was  not  mentioned;  in  19  the  anterior  wall  was  affected; 
in  6,  the  posterior ;  and  in  3,  both. 

Wanach  says  the  ulcers  most  frequently  perforate  the  anterior 
wall  of  the  horizontal  upper  portion.  In  Oppenheimer's  cases 
the  perforation  was  34  times  in  the  transverse  portion  and  3 
times  in  the  descending.  In  19  of  the  34  cases  the  wall  was  not 
mentioned.  In  the  other  15  the  anterior  wall  was  involved  11 
times,  the  posterior  3  times,  and  the  superior  once.     Nothnagel 
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says:  "There  is  little  or  no  difference  in  the  frequency  of  per- 
foration of  the  anterior  and  posterior  walls." 

Description  of  the  Ulcers. — They  may  be  circular  or  ellip- 
tical in  shape,  and,  if  the  latter,  are  frequently  situated  trans- 
verse to  the  long  axis  of  the  bowel.  They  are  often  cone-shaped, 
with  the  apex  of  the  cone  toward  the  peritoneum  (Marocco). 
The  margins  and  base  are  commonly  very  tough  and  dense  and 
exhibit  but  feeble  attempts  at  repair.  If  large,  the  borders  may 
become  irregular,  but  usually  they  possess  a  sharply-cut, 
punched-out  appearance.  In  old  cases  the  edges  are  apt  to  be 
much  thickened.  The  floor  of  the  ulcer  is  usually  clean  and  may 
be  formed  by  any  of  the  coats  of  the  bowel  or  by  adherent  organs. 
Dr.  Poynton,  in  necropsies  on  8  cases  of  chronic  duodenal  ulcers, 
found  that  in  all  of  them  new  floors  had  been  formed  by  ad- 
hesions to  neighboring  structures. 

In  size  they  vary  from  one  to  three  and  a  half  centimetres  in 
diameter — or  from  the  size  of  a  lentil  to  that  of  a  dollar.  If 
perforation  takes  place,  the  opening  is  usually  much  smaller  than 
the  ulcer  itself,  being  rarely  larger  than  a  quarter  of  an  inch  in 
diameter  and  having  comparatively  thin  edges. 

Perforation.— Laspeyres  gives  the  following  statistics  as  to 
the  frequency  of  perforation :  Chvostek,  in  63  cases,  noted  it  27 
times — 42  per  cent;  Collin,  in  262  cases,  181  times — 69  per  cent; 
Oppenheimer,  in  79  cases,  38  times — 48  per  cent. 

Perforation  may  take  place  into  the  general  peritoneal  cavity 
or  into  the  retroperitoneal  tissue.  Of  Bolton's  5  cases,  3  per- 
forated into  the  general  peritoneal  cavity,  1  behind  the  peri- 
toneum, and  1  toward  the  under  surface  of  the  liver,  to  which 
it  was  adherent.  Aside  from  the  usual  sites  of  perforation,  ad- 
hesions may  form  between  the  duodenum  and  the  surrounding 
viscera,  and  perforation  take  place  into  any  of  them.  Weir 
records  cases  where  the  gall  bladder,  aorta,  vena  cava,  portal 
vein,  superior  mesenteric  vein,  and  hepatic  artery  have  been 
perforated.  A  gastro-duodenal  fistula  has  never  been  found  the 
result  of  the  perforation  of  a  duodenal  ulcer. 

If  perforation  takes  place  into  the  free  peritoneal  cavity  before 
adhesions  have  formed,  a  general  septic  peritonitis  is  the  result. 
In  these  cases,  where  the  perforation  is  in  the  first  or  upper  half 
of  the  second  portion,  the  fluid  is  usually  discharged  on  to  the 
upper  surface  of  the  mesocolon  and  follows  the  ascending  meso- 
colon to  the  right  iliac  fossa,  before  the  diffusion  becomes  general. 
It  is  for  this  reason  that  a  perforative  appendicitis  is  so  often 
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simulated.  If  perforation  takes  place  slowly,  giving:  time  for 
adhesions  to  form,  a  localized  abscess  may  result,  the  situation  of 
which  will  depend  upon  the  position  of  the  perforation.  If  this 
be  in  the  superior  wall  of  the  upper  portion,  the  abscess  is  fre- 
quently subphrenic  and  always  to  the  right  of  the  falciform 
ligament.  Xowak  collected  58  cases  of  subphrenic  abscess,  6  of 
which  wrere  due  to  perforating  ulcers  of  the  duodenum.  Seven 
similar  cases  were  reported  in  Maydl's  monograph.  In  some  in- 
stances the  abscess  forms  beneath  the  liver  and  does  not  invade 
the  subphrenic  space.  After  the  formation  of  the  abscess  it  may 
burst  in  any  direction — back  into  the  duodenum  or  the  other 
hollow  viscera  in  the  neighborhood,  upward  into  the  pleural  or 
pericardial  cavities,  or  even  externally,  as  in  a  case  recorded  by 
Lumeau  and  Buoquoy.  Planchard  reports  one  case  in  which  the 
rupture  of  a  localized  abscess  led  to  a  general  peritonitis. 

That  duodenal  ulcers  heal  spontaneously  is  proven  by  the 
findings  post  mortem.  Perry  and  Shaw  found  evidences  of 
repair  in  50  per  cent  of  their  cases  (70  autopsies),  in  some  of 
which  the  cicatrices  had  produced  narrowing  of  the  bowel. 
Krug,  in  1,220  autopsies,  saw  30  cases  of  cicatricial  healing. 
Laspeyres  says  that  very  few  completely  cicatrized  ulcers  have 
been  observed,  and  that  stenosis,  with  obstruction  to  the  common 
bile  duct,  often  results  after  healing.  Dilatation  of  the  duode- 
num on  the  proximal  side  of  the  contraction  has  been  observed, 
and  in  some  cases  has  been  so  great  as  to  necessitate  gastro- 
enterostomy. 

The  tendency  to  development  of  carcinoma  in  the  scars  is  not 
nearly  so  great  as  in  gastric  ulcer. 

From  the  absence  of  manifestations  of  tissue  reaction  in  the 
margins  of  many  perforating  ulcers,  it  would  seem  probable 
that  the  pathologic  process  was  an  extremely  rapid  one.  such  as 
might  be  expected  from  the  action  of  the  digestive  secretions. 
In  the  case  observed  by  us  there  was  not  the  slightest  inflam- 
matory reaction  in  the  margin  of  the  opening,  no  evidence  of 
tissue  proliferation,  and  no  effort  at  adhesions.  The  margin 
was  perfectly  smooth  and  there  was  no  vascular  injection  at  the 
periphery. 

Symptoms. — The  symptomatology  of  duodenal  ulceration  is 
notoriously  uncertain  and  inconstant.  In  some  cases  (more 
than  half  in  which  the  lesions  are  found  in  necropsy  I  there  had 
been  no  symptoms  indicating  the  disease.  In  many  the  symp- 
toms are  indefinite,  and  often  so  mild  that  the  patient  does  not 
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think  it  necessary  to  consult  a  physician ;  while,  again,  in  others 
they  are  well  marked  and  severe.  The  symptoms  are  much  like 
those  observed  in  gastric  nicer,  and  Moynihan  believes  the  two 
are  often  associated. 

The  three  cardinal  symptoms,  in  the  order  of  their  importance, 
are:  (1)  pain,  (2)  melena  or  hematemesis,  (3)  vomiting.  They 
may  be  single  or  combined  and  any  one  predominate. 

Pain:  In  general,  the  pain  may  he  said  to  resemble  that  of 
gastric  ulcer,  but  is  usually  much  less  severe,  because  the  duo- 
denum is  more  fixed  and  the  stomach  contents  are  less  irritating. 
In  some  cases  it  is  merely  a  sense  of  discomfort,  while  in  others 
it  is  severe  and  intolerable.  Its  character  is  burning,  or 
"'boring,"  and  it  may  radiate  downward  and  to  the  sides.  Boas 
says  that  it  rarely  goes  through  to  the  back,  and  Riegel  and 
Burwinkel  state  that  it  never  radiates  in  this  direction.  Ma- 
rocco,  on  the  other  hand,  says  the  pain  is  usually  situated  in  the 
right  upper  quadrant  of  the  abdomen  and  radiates  to  the  shoul- 
der and  tenth  and  twelfth  dorsal  vertebrae.  Schwartz  has  also 
noted  the  right  shoulder  pain.  The  situation  of  the  pain  is  in 
the  right  hypochondriac  region,  about  two  centimetres  below 
the  gall  bladder  in  the  right  parasternal  line,  though  it  may  be 
in  the  epigastric  or  umbilical  region.  It  comes  on  from  one- 
half  to  six  hours  after  a  meal,  but  is  characteristic  when  it 
makes  its  appearance  from  two  to  four  hours  after  the  ingestion 
of  food.  Moynihan  says  that  the  nearer  the  ulcer  is  to  the 
cardia  the  earlier  is  the  onset  of  pain  after  eating.  In  some 
cases  the  pain  has  been  sudden  in  its  onset  and  colicky  in 
character.  Rarely  it  has  been  observed  in  the  left  hypochon- 
driac region,  as  in  the  case  recorded  by  Lissjansky,"  where  it 
came  on  in  this  region  in  severe  paroxysms,  the  right  side  not 
being  even  very  sensitive  to  pressure.  In  a  case  reported  by 
Poynton  the  severity  and  long  duration  of  the  pain  were  im- 
portant features,  and  it  resembled  that  due  to  erosion  of  the 
vertebra?,  or  abdominal  aneurism.  He  also  cites  an  instance  in 
which  the  pain  was  excessive  at  night.  Pressure  to  the  right  of 
the  twelfth  thoracic  vertebra  occasionally  elicits  pain,  but  tender- 
ness, if  it  be  present  at  all,  is  usually  found  on  deep  pressure 
over  the  duodenum. 

Hemorrhage  may  manifest  itself  either  through  the  stomach 
or  bowels,  and  is  caused  by  the  erosion  of  a  blood  vessel.  In 
some  cases  it  is  the  first  symptom  to  attract  the  patient's  at- 
tention.    Weir  states  that  it  is  present  in  one-third  of  the  cases 
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of  non-perforating  ulcer,  and  the  blood  may  be  dark  and  "tarry" 
or,  more  rarely,  bright  red  in  color.  The  hemorrhage  may  come 
from  any  of  the  blood  vessels  in  the  neighborhood,  but  most 
often  from  the  pancreatico-duodenalis,  the  gastro-epiploica  dex- 
tra,  and  the  pancreatic  arteries. 

Ladeveze  divides  the  cases  of  hemorrhage  into  three  classes: 
(1)  the  fulminating  form,  which  speedily  ends  in  death;  (2)  the 
acute  form,  in  which  hemorrhages  of  less  intensity  are  frequentr 
ly  repeated  and  finally  exhaust  the  patient;  (3)  the  chronic 
form,  in  which  they  are  continuous  and  persistent,  but  often 
unperceived. 

In  Perry  and  Shaw's  60  cases  which  presented  symptoms, 
hematemesis  was  noted  fourteen  times  and  melena  nine  times. 
In  Oppenheimer's  34  cases  of  hemorrhage,  8  were  from  the 
stomach,  10  from  the  bowels,  and  16  from  both.  The  patient 
may  become  extremely  anemic  and  even  bleed  to  death  before 
the  blood  is  passed  or  vomited.  Eepeated  small  hemorrhages 
may  cause  death  from  cachexia,  but  this  may  be  due,  in  some 
measure  at  least,  to  the  vomiting  which  is  often  present. 

Vomiting  is  relatively  rare  in  duodenal  ulceration.  It  occurs 
in  about  17  per  cent  of  the  cases  (Oppenheimer),  and  is  not 
usually  characteristic,  unless  it  comes  on  from  two  to  four  hours 
after  a  meal.  It  often  takes  place  at  the  height  of  the  painful 
paroxysm,  and  is  not  always  dependent  upon  taking  food.  The 
vomitus  may  contain  bile  and  partly-digested  food,  with  or 
without  an  admixture  of  blood.  The  vomiting  may  relieve  the 
pain. 

Very  little  has  been  done  in  the  examination  of  the  stomach 
contents.  Leube  and  Reckmann  each  had  a  case  of  subacidity, 
and  Devic  and  Roux  described  one  of  hyperchlorhydria  (Las- 
peyres). 

Icterus  is  rare.  Collin  mentioned  it  but  nine  times  in  262 
cases.  When  present  it  may  be  due  to  tumefaction  of  the  mucous 
membrane  of  the  common  bile  duct  in  the  cases  of  active  ulcer- 
ation, or  to  cicatricial  contraction  in  those  of  long  standing. 

Other  symptoms,  which  have  been  described  by  various  ob- 
servers, are:  (a)  Digestive  disorders,  usually  resembling  hyper- 
chlorhydria, or  less  frequently  chronic  gastric  catarrh,  (b)  Par- 
oxysmal dyspnea,  the  origin  of  which,  although  not  certain,  is 
probably  reflex,  (c)  Neuralgias,  also  reflex,  affecting  various 
portions  of  the  abdomen  and  chest,     (d)  Palpitation  of  the  heart. 

It  is  rarely  possible  to  palpate  a  tumor  mass  in  case  of  a  duo- 
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denal  ulcer.     When  present  it  is  due  to  a    localized  peritonitis 
or  secondary  enlargement  of  the  head  of  the  pancreas. 

The  course  of  the  great  majority  of  cases  is  essentially  chronic 
and  seldom  tends  toward  spontaneous  recovery.  It  is  often 
marked  by  exacerbations  of  the  symptoms,  followed  by  intervals 
of  good  health.  Chvostek  has  recorded  a  case  in  which  the 
symptoms  had  been  present  off  and  on  for  thirty-nine  years. 
This  chronic  course,  however,  is  not  taken  by  all  of  the  cases, 
for  in  some  the  first  symptom  may  be  a  profuse  or  even  fatal 
hemorrhage,  or  the  sudden  development  of  a  general  peritonitis 
due  to  the  perforation  of  an  ulcer. 

Perforation. — As  mentioned  above,  many  of  the  cases  of 
perforating  ulcer  present  no  symptoms  whatever  prior  to  the 
onset  of  those  due  to  the  perforation.  Weir  states  that  in  20 
out  of  25  instances  of  perforation  analyzed  by  Schwartz  the 
patients  were  in  good  health  previously,  and  in  only  5  cases 
had  there  been  gastric  symptoms.  In  his  own  collection  of  51 
eases  treated  by  operation,  gastric  symptoms  formerly  existed 
in  25  out  of  34.  Of  Perry  and  Shaw's  151  cases,  91  presented 
no  symptoms  until  perforation  or  hemorrhage  appeared.  The 
symptoms  due  to  perforation  are  usually  sudden  and  violent  in 
their  onset,  often  coming  on  when  the  patient  is  at  work,  fre- 
quently after  the  ingestion  of  a  full  meal.  The  reason  for  this 
is  probably  an  increased  tension  within  the  duodenum,  caused 
by  the  contraction  of  the  abdominal  muscles,  which  press  upon 
the  stomach  and  force  its  contents  out  through  the  pylorus. 

The  first  symptom  of  perforation  is  pain,  which  is  very  severe 
and  usually  referred  to  the  epigastrium  or  right  hypochondrium, 
although  in  rare  cases  it  may  be  in  the  centre  of  the  abdomen 
or  to  the  left.  The  pain  may  be  so  intense  as  to  prostrate  the 
patient,  and  produce  rapid  collapse  resembling  that  of  fat  ne- 
crosis. Stevens  (Weir)  records  a  case  in  which  death  occurred 
twenty-one  hours  after  the  onset  of  symptoms  of  perforation. 
Moynihan  did  not  observe  that  there  was  any  tendency  toward 
primary  localization  of  pain  in  the  right  hypochondrium,  al- 
though in  many  cases,  after  a  few  hours,  the  symptoms  all  point 
toward  a  lesion  in  the  right  iliac  fossa.  This  is  explained  by 
the  fact  that  the  fluid  gravitates  into  that  region  along  the 
ascending  mesocolon.  In  the  cases  collected  by  Schwartz  the 
pain  after  perforation  was  seven  times  in  the  right  side  below 
the  false  ribs,  five  times  in  the  epigastrium,  four  times  in  the  left 
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side,  and  twelve  times  in  the  region  of  the  right  costal  border. 
The  pain  soon  became  general  (Laspeyres). 

Following  the  pain  the  other  symptoms  of  general  peritonitis 
rapidly  make  their  appearance.  These  are:  vomiting,  elevation 
of  temperature,  abdominal  tenderness  (which  at  first  may  be 
localized  to  the  right  hypochondriac  and  right  iliac  regions,  but 
soon  becomes  general),  tympanites,  coprostasis,  and  often  shock. 

On  percussion  of  the  abdomen,  if  several  hours  have  elapsed 
since  perforation  took  place,  there  is  usually  flatness  in  right 
flank,  with  tympany  above.  Liver  dulness  may  be  obliterated. 
The  line  of  dulness,  laterally,  may  shift  with  the  change  of 
position  of  the  patient,  because  of  the  gravitation  of  the  fluid 
which  has  escaped  from  the  duodenum. 

The  peritonitis,  instead  of  becoming  general,  may  localize,  if 
previous  adhesions  have  formed,  as  a  subphrenic  or  subhepatic 
abscess,  which  may  secondarily  rupture  into  any  of  the  neigh- 
boring viscera  or  occasionally  into  the  free  peritoneal  cavity. 
If  the  opening  is  retroperitoneal  or  in  the  superior  wall  of  the 
upper  portion,  a  subphrenic  abscess  containing  pus  and  gas  is 
likely  to  be  formed,  the  symptoms  and  physical  signs  of  which 
are  much  the  same  as  in  a  similar  condition  from  any  other 
cause.  It  is  important  to  remember,  however,  that  in  the  cases 
resulting  from  duodenal  perforation  the  abscess  is  always  to 
the  right  of  the  falciform  ligament,  and  not  to  the  left  of  it  as 
after  gastric  perforations. 

In  the  cases  of  perforation  there  is,  primarily,  an  acuto  leuco- 
cytosis.  In  our  case,  eight  hours  after  perforation  there  were 
23,400  leucocytes  per  cubic  millimetre,  showing  a  pronounced 
reaction  of  the  peritoneum  to  the  irritation  and  toxicity  of  the 
escaped  fluid.  The  leucocytosis  is  quite  in  contrast  to  that  of 
fat  necrosis  of  the  pancreas  and  omentum,  the  other  symptoms 
of  which  so  closely  resemble  duodenal  perforation. 

Diagnosis. — I.  Non-perforating  Ulcer.  The  diagnosis  of  this 
lesion  is  extremely  difficult,  especially  in  the  absence  of  hemor- 
rhage, and  can  be  made  only  by  careful  attention  to  the  variou* 
symptoms  presented  and  the  exclusion  of  all  other  probable  dis- 
orders. At  best  the  diagnosis  must  be  a  provisional  one,  as  the 
symptom  complex  is  rarely  classic.  Even  when  the  hemorrhage 
is  present  Jackson  says  that  it  is  not  of  much  value  in  the 
diagnosis,  as  hemorrhage  secondary  to  cirrhosis  of  the  liver  is 
often  simulated. 

Ladeveze  gives  as  important  symptoms  in  diagnosis  the  fol- 
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lowing :  1.  Sudden  intestinal  hemorrhage  occurring  in  the  midst 
of  apparently  perfect  health,  repeated  for  many  days,  and  pro- 
ducing a  profound  anemia.  Hematemesis  may  come  on  before, 
or  simultaneous  with,  the  melena.  2.  Pain  to  the  right  of  the 
median  line,  appearing  usually  two  to  four  hours  after  the  inges- 
tion of  food.     3.  Absence  of  gastric  phenomena. 

Differential  Diagnosis. — 1.  Gastric  ulcer.  Of  the  diseases 
which  must  be  considered  in  making  a.  diagnosis,  this  stands  first, 
and  Von  Wyl  says  in  90  per  cent  of  ,the  cases  it  is  impossible 
to  distinguish  between  the  two.  He  gives  the  important  points 
of  differentiation  of  each  as  follows : 

Gastric    Ulcer.  Duodenal    Ulcer. 

1.  Usually  in  women  20  to  35  years      1.  Most  frequent  in  men. 

of  age. 

2.  Pain  comes  on  soon  after  eat-      2.  Pain   two   to   four   hours   after 

ing.  eating    and    located    in    right 

hypochondrium. 

3.  Pain  lessened  by  vomiting.  3.  Vomiting  does  not  relieve  pain. 

4.  Vomitus   contains   mucus,   food      4.  Vomiting    more    rare    than    in 

remnants,  and  often  blood.  gastric    ulcer    and    does    not 

often  contain  blood. 

5.  Severe      dyspeptic      symptoms      5.  Dyspeptic  symptoms  slight. 

usually  present. 

6.  Melena  rare.  6.  Melena  comparatively  frequent. 

2.  Irregular  cholelithiasis,  with  or  without  cholecystitis  or 
cholangitis,  may  be  difficult  of  exclusion,  as  in  this  condition  the 
pain  is  referred  to  the  duodenal  region  and  intestinal  hemorrhage 
may  occur  (Laspeyres).  We  have  never  observed  an  intestinal 
hemorrhage  in  cholelithiasis  except  with  extreme  cholemia.  In 
cholelithiasis,  if  the  pain  be  colicky,  it  is  usually  referred  to  the 
right  shoulder,  and  there  is  a  tender  point  just  beneath  the  tip 
of  the  ninth  costal  cartilage,  on  the  right  side,  at  the  end  of  deep 
inspiration.  In  about  400  cases  operated  by  us  for  cholelithiasis 
in  which  gall  stones  were  found,  icterus,  at  any  time  in  the  course 
of  the  disease,  was  present  in  only  16  per  cent  of  the  cases, 
showing  that  icterus  has  but  little  value  as  a  negative  symptom 
in  duodenal  ulcers. 

3.  Hyperacidity  without  gastric  ulcer  may  cause  confusion 
in  the  diagnosis,  according  to  Laspeyres.  Both  may  give  the 
same  symptoms,  especially  pain  which  comes  on  several  hours 
after  eating,  and  sensitiveness  in  the  pyloric  region. 

4.  Acute  fat  necrosis  is  the  most  difficult  disease  in  which  to 
make  a  differential  diagnosis  from  perforation  of  the  duodenum. 
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The  pain  in  both  is  intense ;  the  collapse  or  immediate  depression 
is  more  pronounced  in  fat  necrosis  than  in  perforation.  The 
vomiting  is  more  persistent  and  severe  in  the  early  hours  of  fat 
necrosis  (up  to  twelve  or  fifteen)  than  in  perforation;  the  vomit- 
ing in  the  second  twenty-four  hours  is  less  frequent  in  fat  ne- 
crosis than  in  perforation.  The  collapse  of  the  second  twenty- 
four  hours  in  fat  necrosis  is  less  pronounced  than  in  perforation. 
Superficial  or  piano  percussion  note  is  resonant  in  fat  necrosis, 
flat  in  perforation  (in  the  right  hypochondrium).  Pain  and 
tympany  are  the  same  in  both.  There  is  an  absence  of  leucocy- 
tosis  in  fat  necrosis,  and  a  pronounced  leucocytosis  in  perfora- 
tion of  acute  ulcers.  This  is  the  most  important  differential 
diagnostic  manifestation.  In  fat  necrosis  there  is  rarely  a  pri- 
mary elevation  of  temperature;  in  perforation  there  is  usually 
a  primary  elevation  of  temperature. 

5.  Intestinal  obstruction  (mechanic  ileus)  may  be  mistaken 
for  perforation.  In  obstruction  the  pain  is  usually  of  a  colicky 
character;  in  perforation  it  is  constant.  In  obstruction  the 
vomiting  increases  in  frequency  with  time;  the  same  with  per- 
foration. In  obstruction  there  is  pronounced  increase  in  the 
intestinal  peristalsis ;  in  perforation  there  is  an  absence  of  peri- 
stalsis. In  intestinal  obstruction  there  is  never  a  primary  eleva- 
tion of  temperature ;  in  perforation  there  is  a  primary  elevation 
of  temperature.  With  intestinal  obstruction  there  is  no  leucocy- 
tosis; in  perforation  there  is  a  pronounced  leucocytosis.  With 
both  there  is  a  coprostasis ;  in  obstruction  it  is  due  to  mechanical 
causes,  in  perforation  it  is  due  to  the  paralysis  of  peristalsis 
induced  by  the  peritonitis. 

Other  conditions  which  may  cause  difficulty  in  diagnosis  are : 
(a)  pancreatitis  and  suppurations  in  the  liver  (Bolton),  and 
(&)  tabes  dorsalis  (twTo  cases  by  Box). 

II.  Perforating  Ulcer.  In  only  2  of  the  51  cases  collected 
by  Moynihan  wTas  a  correct  diagnosis  of  perforating  duodenal 
ulcer  made — one  by  himself,  and  another  case  by  Perkins  and 
Wallace. 

The  clinical  picture  of  perforative  appendicitis  is  so  accurately 
copied  in  cases  of  perforating  duodenal  ulcer  that  in  49  of  those 
reported  by  Moynihan  18  were  operated  upon  for  appendicitis. 

After  the  primary  shock  has  passed,  the  course  of  the  peri- 
tonitis differs  from  that  following  gastric  perforation.  In  the 
latter  general  peritoneal  infection  rapidly  develops,  while  in  the 
former  there  is  an  earlier  involvement  of  the  peritoneum  in  the 
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right  iliac  fossa.  The  reason  for  this  is  given  under  Pathology. 
In  the  majority  of  cases  it  will  be  possible  to  make  only  a  general 
diagnosis  of  perforative  peritonitis,  as  previous  symptoms  which 
point  to  the  duodenum  have  not  usually  been  present.  This  was 
done  in  our  case. 

Prognosis. — It  is  probable  that  the  majority  of  duodenal  ulcers 
will  perforate  the  intestinal  wall  sooner  or  later,  and  the  prog- 
nosis is  therefore  most  grave  (Bolton).  Reckmann  states  that 
one-half  of  the  cases  result  fatally  from  perforation  into  the 
peritoneal  cavity  (Weir).  In  262  cases  collected  by  Collin 
diffuse  and  fatal  peritonitis  occurred  135  times,  or  51  per  cent. 

The  prognosis  in  the  cases  of  perforation  will  depend  largely 
upon  the  length  of  time  which  has  elapsed  between  the  perfora- 
tion and  the  operation.  In  Moynihan  \s  collection  of  51  operated 
cases  of  acute  perforating  ulcer  there  were  8  recoveries.  Of 
these,  2  were  operated  on  thirty  hours  after  perforation;  1, 
twenty-eight  hours  after  perforation;  1,  twenty-five  hours  after 
perforation;  1,  fifteen  hours  after  perforation;  1,  twelve  hours 
after  perforation;  2,  ten  hours  after  perforation.  The  average 
time  of  operation  after  onset  of  symptoms  was  twenty  hours 
in  the  cases  that  recovered. 

In  20  cases  of  perforation  treated  by  operation  collected  by 
Darras,  17  died  and  3  recovered — a  mortality  of  85  per  cent. 
Bolton  Carter  collected  59  published  cases  of  perforating  duo- 
denal ulcer.  Of  these,  27  died  without  operation,  the  lesion 
being  found  post  mortem.  The  remaining  32  cases  were  oper- 
ated on,  with  11  recoveries — a  mortality  of  68.5  per  cent. 

Lennander  says  that  the  statistics  so  far  published  (1898) 
show  that  from  one-fourth  to  one-third  of  the  cases  of  perfo- 
rating ulcer  of  the  stomach  and  duodenum  operated  on  are  saved, 
and  that  the  prognosis  depends  on  the  time  of  operation  after 
perforation  and  on  the  quantity  and  quality  of  the  fluid  found 
in  the  peritoneal  cavity. 

Laspeyres  gives  the  following  statistics  of  the  results  of 
surgical  treatment  for  the  general  peritonitis  following  duodenal 
perforations :  Of  18  cases  in  which  the  exudate  was  drained  only, 
17  resulted  fatally  and  1  died  four  months  later  of  general  peri- 
tonitis. Of  15  cases  in  which  the  perforations  were  found  and 
closed,  5  recovered — 33^  per  cent.  In  79  cases  collected  by 
Weir  and  Foote,  the  mortality  was  71  per  cent.  In  the  51  cases 
collected  by  Weir,  25  had  the  opening  closed  by  suture.  Thir- 
teen of  these  were  operated  upon  thirty  hours  after  the  onset 
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of  symptoms,  and  all  resulted  fatally.  In  12  others,  less  than 
thirty  hours  had  elapsed,  and  of  these  8  survived — a  mortality 
of  33-^  per  cent.  Pagenstecher  gives  the  mortality  as  60  per 
cent  for  perforations  that  have  been  found  and  sutured.  Iu 
our  collection,  the  length  of  time  that  had  elapsed  was  given 
in  only  4  cases — not  a  sufficient  number  from  which  to  make 
deductions  of  value. 

Surgical  Treatment. — We  shall  concern  ourselves  with  the 
surgical  treatment  of  the  perforations  only,  and  not  consider 
the  various  operations,  such  as  gastroenterostomy,  excision,  and 
the  like,  which  have  been  advocated  for  the  non-perforating 
ulcers. 

The  cases  in  which  perforation  has  taken  place  should  be 
submitted  to  operation  at  the  earliest  possible  moment,  as  all 
statistics  show7  that  the  earlier  the  operation  the  greater  are 
the  chances  of  recovery.  The  abdomen  should  be  opened,  as 
recommended  by  Weir,  through  an  incision  four  to  six  inches  in 
length,  in  or  along  the  outer  edge  of  the  right  rectus  muscle. 
The  transverse  incision  is  rarely  necessary,  as  ample  room  is 
secured  without  it. 

In  most  cases  the  diagnosis  of  perforative  appendicitis  will 
have  been  made,  and  this  organ  is  the  first  to  be  examined.  The 
gall  bladder  is  next  inspected,  and,  after  determining  that  it  is 
not  the  seat  of  perforation,  the  region  of  the  duodenum  is 
explored.  When  the  opening  is  found,  it  is  closed  with  a  double 
or  triple  row  of  interrupted  silk  sutures  of  the  Lembert  type, 
taking  care  to  bring  large  areas  of  serous  surface  in  apposition 
without  tension.  Lennander  says :  "  If  it  is  not  possible  to  close 
the  opening  in  this  way,  the  edges  should  be  brought  together 
as  well  as  possible  and  the  line  of  suture  covered  with  omentum. ' ' 
This  method  should  never  be  resorted  to;  it  is  insufficient  and 
dangerous.  There  is  a  well-recognized  rule  governing  the 
closure  of  intestinal  fistula?  wherever  situated,  viz. :  where 
the  intestinal  wall  is  indurated  and  adherent  to  neighboring 
tissues,  it  must  first  be  sufficiently  liberated  and  freed  to  admit 
of  an  easy  apposition  of  its  convex  surfaces  with  two  rows  of 
sutures.  The  failure  to  free  the  intestine  from  neighboring 
structures  is  the  most  common  cause  of  failure  of  union.  The 
line  of  suture  should  usually  be  transverse  to  the  long  axis  of 
the  bowel,  in  order  to  avoid  constriction  when  healing  is  com- 
plete, and  the  line  of  suture  should  always  be  supplemented  with 
an  omental  support. 
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After  closure  of  the  perforation  the  peritoneal  cavity  is  thor- 
oughly cleansed  by  sponging  or  irrigation,  and  the  abdominal 
wound  closed,  with  or  without  drainage,  depending  upon  the 
pathologic  condition  of  the  peritoneum  at  the  time  of  operation. 

It  is  not  best  to  attempt  to  excise  the  ulcer,  as  the  danger  is 
greatly  increased  by  this  procedure.  Bolton,  however,  recom- 
mends excision  and  closure  by  Czerny-Lembert  sutures,  as  in 
pyloroplasty.  For  cleansing  he  advocates  irrigations  with  sa- 
line solution,  through  the  Chamberlain  tube,  until  the  fluid 
returns  clear;  and  afterward  sponges  the  peritoneum  dry.  He 
puts  in  a  gauze  drain  down  to  the  line  of  suture.  Some  sur- 
geons recommend  the  use  of  glass  drainage  tubes,  inserted  into 
the  pelvis  through  a  separate  incision  above  the  pubes.  Peri- 
toneal irrigation  should  not  be  resorted  to,  except  where  there  is 
a  pronounced  exfoliation  or  destruction  of  the  endothelial  cover- 
ing of  the  intestines.  This  destruction  is  recognized  by  the  absence 
of  peritoneal  gloss  and  the  presence  of  a  roughened  or  blistered 
serosa.  We  have  taught  as  a  result  of  our  experiments,  since 
1892,  that  the  peritoneum  is  not  a  lymph  sac,  as  physiologists 
would  have  us  believe.  Under  normal  physiologic  conditions 
the  peritoneum  absorbs,  like  the  skin,  only  small  quantities. 
When  it  becomes  blistered  or  eroded,  like  the  skin,  it  becomes 
a  rapidly  absorbing  surface.  Its  endothelium  is  more  easily  re- 
moved, abraded,  or  destroyed  than  the  epithelium  of  the  skin, 
and  therefore  requires  more  respect  and  more  delicate  treatment. 
Where  the  peritoneum  is  not  eroded  it  should  not  be  irrigated. 
When  it  is  eroded  irrigation  may  be  of  service.  In  our  practice 
we  have  used  solutions  in  the  peritoneal  cavity  only  fourteen 
times  since  1889,  and  believe  that  better  results  can  be  secured 
by  delicate  swabbing  and  extensive  tubular  and  gauze  drainage. 

After  operation  the  patient  should  always  be  put  into  the 
sitting  posture,  so  that  all  fluids  may  gravitate  into  the  pelvis, 
as  it  is  well  known  that  the  pelvic  peritoneum  can  take  care 
of  a  large  quantity  of  infectious  material,  as  absorption  takes 
place  slowly  and  the  patient  is  not  immediately  overwhelmed 
with  the  toxic  products. 

Periduodenal  abscesses  are  to  be  opened  through  the  abdominal 
wall  in  front,  and  subphrenic  abscesses  through  the  anterior 
or  lateral  walls  of  the  abdomen  or  in  the  low  intercostal  space 
posteriorly. 

The  following  is  the  history  of  a  case  which  we  recently 
operated  on  at  Mercy  Hospital:  F.  K.,  laborer,  aged  24  years. 
48 
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Family  history :  Negative.  Personal  history :  Had  always  been 
well  and  worked  hard:  appetite  had  been  good  and  bowels  regu- 
lar; no  previous  illnesses:  claims  that  prior  to  onset  of  present 
illness  he  was  perfectly  well  and  had  had  absolutely  no  gastric 
or  intestinal  symptoms.  Admitted  to  Mercy  Hospital  May  22, 
1902,  at  6  a.m. 

Illness  began  at  half-past  2  on  the  morning  of  admission,  with 
sudden  and  severe  cramping  pain  in  abdomen.  Patient  had 
been  working  on  night  shift  at  the  time  of  onset,  but  had  to 
stop  his  work  on  account  of  the  severity  of  the  pain.  In  a  few 
moments  the  pain  subsided,  but  returned  shortly  afterward 
and  continued  until  his  admission  to  the  hospital.  It  was  dif- 
fuse over  the  abdomen  at  first,  but  soon  became  more  intense, 
and  at  the  time  of  admission  was  localized  in  the  right  side. 
He  walked  several  blocks  to  the  hospital.  The  abdomen  was 
very  tender  on  pressure,  especially  on  the  right  side.  About 
5  a.m.,  before  coming  to  the  hospital,  he  swallowed  a  little  coffee, 
which  caused  nausea  and  vomiting.  On  examination  of  patient 
abdomen  was  found  uniformly  distended  and  motionless  during 
respiration.  It  was  very  sensitive  all  over,  but  more  so  on 
the  right  than  on  the  left  side.  Over  the  entire  right  side  there 
was  dulness  on  light  piano  percussion,  resonance  on  deep  per- 
cussion. The  right  abdominal  muscles  were  very  tense  and 
would  not  permit  deep  palpation.  On  admission  pulse  was  68 
per  minute,  and  temperature  per  axilla  98°  F.  At  8  a.m.  tem- 
perature by  month  was  100°  F.  and  pulse  74  per  minute.  A 
leucocyte  count  was  made  and  23.400  per  cubic  millimetre  found. 
A  diagnosis  of  perforative  peritonitis  was  made,  probably  of 
appendical  origin.  The  patient  was  at  once  prepared  for  oper- 
ation. His  depression  was  not  sufficiently  marked  to  consider 
it  a  case  of  fat  necrosis. 

Operation  (eight  hours  after  the  onset  of  symptoms). — In- 
cision was  made  through  the  outer  border  of  the  right  rectus 
muscle,  as  for  appendicitis.  "When  peritoneum  was  opened  there 
was  an  immediate  escape  of  viscid  green  fluid,  which  was  odorless 
and  clear  with  the  exception  of  some  white  flakes  floating  in  it. 
The  fluid  appeared  -to  be  tinged  with  bile.  The  peritoneal 
covering  of  the  intestine  was  considerably  congested  and  red- 
dened; an  adherent  fibrinous  exudate  was  present  in  patches 
here  and  there.  The  endothelial  covering,  however,  was  not 
blistered  or  eroded  :  it  seemed  to  be  intact  throughout. 

The  caput  coli  was  easily  brought  into  the  field.     The  ap- 
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pendix  was  examined;  it  was  thickened  and  adherent  to  the 
under  surface  of  the  caput  coli,  showing  that  it  had  been  the 
seat  of  previous  inflammation;  as  there  was  no  acute  inflamma- 
tion and  no  perforation  at  this  point,  it  was  not  the  cause  of  the 
present  trouble.  The  peritoneal  cavity  continued  to  All  with 
fluid  as  rapidly  as  it  was  sponged  out.  and  this  fluid  seemed 
to  come  from  the  direction  of  the  gall  bladder.  The  caput  coli 
was  replaced  and  the  incision  was  extended  upward  toward 
the  costal  arch.  The  gall  bladder  was  next  carefully  examined, 
but  found  only  slightly  thickened  and  moderately  distended 
with  bile.  The  liver  extended  slightly  below  the  costal  arch. 
The  stomach  was  examined,  but  found  normal.  Examination 
of  the  duodenum  showed  a  perforation,  about  one-eighth  of  an 
inch  in  diameter,  in  the  anterior  wall,  its  outer  portion  about 
one  and  one-half  inches  below  the  pylorus.  Through  this  open- 
ing jets  of  the  greenish  fluid  came  with  each  inspiration.  The 
perforation  was  closed  with  three  rows  of  silk  Lembert  sutures, 
and  the  peritoneal  cavity  was  sponged  out  and  irrigated  with 
normal  salt  solution.  The  abdomen  was  closed  by  means  of 
separate  layers  of  catgut  for  the  peritoneum  and  fascia,  the  skin 
being  approximated  with  a  continuous  silkworm-gut  suture. 
No  drainage  was  used.  One  quart  of  saline  solution  was  in- 
jected into  the  peritoneum  just  before  complete  closure  of  the 
abdomen,  and  was  retained.  In  closure  without  drainage  I  had 
the  support  of  Dr.  Roswell  Park  and  Dr.  Arthur  Dean  Bevan, 
who  were  present  at  the  clinic. 

The  notes  on  his  condition  after  the  operation  are  as  follows : 
May  22:  10  p.m.,  pulse  140,  temperature  101°,  resting  nicely. 
May  23 :  8  a.m.,  pulse  110,  temperature  99.2°  F.,  quite  thirsty, 
but  no  pain;  8  p.m.,  pulse  98,  temperature  99°  F.,  somewhat  rest- 
less, but  no  pain.  May  21:  8  a.m.,  pulse  74,  temperature  98.6° 
F.,  some  pain  in  abdomen,  considerable  tympanites;  magnesii 
sulphas  and  spiritus  terebinthime  administered  by  high  enema; 
patient  passed  considerable  flatus  and  was  much  relieved ;  8  p.m., 
patient  resting  well,  pulse  76,  temperature  99°  F.  May  25: 
8  a.m.,  pulse  72,  temperature  98.6°,  patient  had  a  comfortable 
night;  8  p.m.,  pulse  96,  temperature  98.6°,  had  some  pain  during 
the  day  and  was  given  an  enema,  passing  considerable  flatus 
afterward.  May  26 :  8  a.m.,  pulse  124,  temperature  101.4° ;  no 
pain,  and  patient  quiet;  wound  discharged  a  small  quantity  of 
foul-smelling  pus;  a  number  of  stitches  were  removed,  and  an 
extensive  infection  of  the  cellular  tissue  was  found ;  a  pure  cul- 
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ture  of  the  bacillus  coli  communis  was  obtained  from  the  pus, 
which  accounted  for  the  odor;  he  was  quite  restless  during  the 
day,  with  involuntary  urination ;  slept  at  intervals ;  stools  watery 
and  brown;  8  p.m.,  pulse  120,  temperature  101.4°.  May  27: 
8  a.m.,  pulse  124,  temperature  100°,  patient  resting  quietly, 
slight  delirium  during  the  day,  perspiration  very  free,  and  great 
thirst;  8  p.m.,  pulse  100,  temperature  99.6°,  patient  resting  well. 
May  28:  8  a.m.,  pulse  98,  temperature  normal;  8  p.m.,  pulse  and 
temperature  same  as  morning,  had  been  delirious  at  times  during 
the  day.  May  29:  9  a.m.,  pulse  92.  temperature  98.6°,  patient 
feeling  quite  comfortable,  some  pain  in  the  wound ;  8  p.m.,  pulse 
88,  temperature  98.6°,  very  comfortable.  May  30:  9  a.m.,  pulse 
92.  temperature  98.6°,  resting  well;  9  p.m..  pulse  68,  temperature 
98°,  resting  comfortably. 

Prom  this  date  on  patient  continued  to  have  practically  nor- 
mal temperature  and  pulse,  resting  quite  comfortably  most  of 
the  time.  Wound  continued  to  discharge,  and  the  edges  of  the 
skin  and  muscles  separated  considerably  owing  to  the  bacillus 
coli  communis  infection  of  the  cellular  tissue.  We  have  ob- 
served that  infections  with  this  organism  produce  rapid  destruc- 
tion of  the  fatty  tissues,  and  that  the  best  means  of  controlling 
them  is  with  a  saturated  solution  of  bicarbonate  of  sodium. 

The  foul-smelling  purulent  discharge,  which  was  abundant 
at  first,  rapidly  decreased  in  quantity,  and  by  June  7  had  lost 
its  odor.  The  wound  gradually  closed,  and  the  discharge  had 
practically  ceased  by  June  14.  On  June  15  the  patient  devel- 
oped a  localized  broncho-pneumonia  and  pleurisy  on  the  right 
side,  which  gave  rise  to  considerable  pain,  and  his  temperature 
rose  to  101.2°  F.  This  had  subsided  by  June  20.  On  July  8  he 
had  another  attack  of  the  same  trouble,  temperature  rising  to 
102°  on  the  9th,  gradually  subsiding  to  normal  on  the  19th.  No 
tubercle  bacilli  were  found  in  the  sputum. 

July  24  patient  was  discharged  with  the  wound  entirely  healed 
and  feeling  well.  Subsequent  reports  showed  that  he  progressed 
to  complete  recovery. 

The  following  is  a  synopsis  of  the  cases  which  we  have  col- 
lected. It  includes  all  of  the  cases  in  the  literature  from  the 
time  of  Weir's  publication.  May.  1900.  to  July  1,  1902: 

Case  I. — Carter,  Bolton.11  Female,  aged  20  years.  Admit- 
ted to  Royal  Halifax  Infirmary  October  29,  1900.  Patient  pre- 
sented a  large,  fluctuating  mass  in  the  right  iliac  region.  Tem- 
perature 101.6°  F.     Appendical  abscess  diagnosed.     Operation: 
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Oblique  incision  internal  to  right  anterior  superior  spine.  Large 
quantity  of  fetid  pus  evacuated.  Abscess  cavity  walled  off  from 
peritoneal  cavity  by  adhesions.  Appendix  not  found.  Cavity 
flushed  out.  Rubber  drainage  tube  inserted.  Patient  improved 
until  November  8.  On  the  9th  blood  escaped  from  the  wound; 
the  patient  complained  of  severe  pain  over  abdomen  and  began 
to  vomit.  Pulse  reached  120  and  she  became  collapsed.  Died 
of  general  peritonitis  November  10.  Necropsy :  General  septic 
peritonitis ;  appendix  sloughing,  but  no  pus  in  neighborhood ; 
blood  clot  in  right  lumbar  region,  which  came  from  a  perforating 
ulcer  in  anterior  wall  of  second  portion  of  duodenum.  In  this 
case  there  was  no  history  of  previous  gastric  trouble. 

Case  II. — Clarke  and  Franklin.7  Male,  aged  45  years.  Ad- 
mitted to  Leicester  Infirmary  November  7,  1900.  Patient  had 
passed  no  urine  for  six  days.  Complained  of  pain  in  right 
lumbar  region.  On  third  day  kidney  was  explored,  but  no  stone 
found.  Recovered  from  urinary  suppression.  Discharged  Janu- 
ary 1,  1901,  well.  Readmitted  June  1,  under  Mr.  Franklin. 
Eight  days  before  he  was  suddenly  seized  with  acute  pain  in 
abdomen,  and  confined  to  bed  since.  No  vomiting.  Some  diar- 
rhea and  abdominal  distension.  On  admission  expression  anx- 
ious and  eyes  sunken.  Pulse  130  and  small.  Temperature  nor- 
mal. Abdomen  distended,  but  not  tender.  No  liver  dulm'ss 
present,  and  no  dulness  in  flankj  tympany  all  over.  General 
peritonitis  diagnosed,  and  abdomen  opened  in  median  line  mid- 
way between  pubes  and  ensiform.  Abdominal  cavity  full  of 
fecal-smelling  pus.  Incision  extended  downward  and  inflamed 
appendix  removed.  Peritoneal  cavity  flushed  out  and  wound 
closed  with  drainage.  Patient  died  five  hours  after  the  oper- 
ation. Necropsy:  Large  perforating  ulcer  on  anterior  wall  of 
first  part  of  duodenum.  Two  other  large  non-perforating  ulcers 
present,  one  opposite  the  perforation,  involving  all  coats  except 
the  serous;  the  other  a  little  lower  down,  extending  through  the 
mucous  coat  only.     Two  small  superficial  ulcers  in  stomach. 

Case  III. — Fairchild,  D.  S.16  Female.  50  years  of  age.  Pa- 
tient had  been  ill  three  weeks  with  apparently  increasing  ob- 
struction of  the  colon  near  the  sigmoid.  Had  been  in  poor 
health  for  several  years.  Operation  Januarv.  1901:  Incision  to 
the  left  of  the  umbilicus.  Intestinal  contents  were  seen  escaping 
from  beneath  the  transverse  colon.  Three  perforations  in  the 
duodenum  were  found  and  sutured.  Abdomen  irrigated  and 
closed  with  drainage.     Patient  died  four  hours  later. 
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Case  IV. — Blum,  reported  by  Grivot  and  Aguinet.17  Male, 
aged  31  years.  Vomiting  began  October  13,  1900,  and  this 
increased  during  the  l'4th  and  15th.  On  the  afternoon  of  the 
16th  patient  suffered  severely  from  pain  in  right  hypochondriac 
region.  The  vomiting  persisted,  and  he  entered  the  hospital 
October  18.  He  had  had  no  movement  of  the  bowels  for  two 
days.  Examination  showed  tympanites;  diffuse  tenderness  over 
the  abdomen,  more  pronounced  in  the  right  hypochondriac  re- 
gion, in  which  neighborhood  there  was  a  well-marked  dulness 
on  percussion.  Temperature  37°  C,  pulse  120.  Intestinal  per- 
foration, probably  of  appendical  origin,  was  diagnosed.  Oper- 
ation performed  by  Dr.  Blum.  Incision  same  as  for  appendicitis ; 
foul  fluid  removed  from  peritoneal  cavity.  Appendix  removed. 
Pain  disappeared  after  the  operation,  and  condition  temporarily 
improved.  He  soon  grew  rapidly  worse,  and  died  October  27. 
Necropsy :  An  abscess  cavity  was  situated  on  the  under  surface 
of  the  liver  and  lined  with  false  membrane.  A  brownish  liquid 
escaped  from  the  duodenal  region.  On  the  anterior  surface  of 
the  first  portion  of  the  duodenum,  about  ten  centimetres  from 
the  pylorus,  a  circular  perforation  was  found,  about  one  centi- 
metre in  diameter.  It  was  evidently  an  old  cicatrized  ulcer 
which  had  ruptured  during  an  effort  at  vomiting. 

Case  V. — Kinnicutt,  F.  P.  Male,  aged  40  years.  Admitted 
to  hospital  January  10,  1899.  Patient  had  been  drinking  to 
excess  for  three  days  previously  and  had  been  suffering  from 
loss  of  appetite,  nausea,  and  vomiting.  Had  had  constant  epi- 
gastric pain  and  bowels  had  been  constipated.  Examination 
showed  a  prominence  of  the  right  epigastric  region,  where  a 
mass  could  be  felt,  tender  to  pressure.  Temperature  ranged 
from  99.2°  to  102°  F.  Mass  increased  in  size,  and  three  days 
after  admission  patient  vomited  blood.  After  several  hours 
abdomen  was  opened.  Stomach  and  liver  adherent.  Stomach 
full  of  blood,  as  was  also  the  lesser  peritoneal  cavity.  Circular 
ulcer  two  inches  in  diameter  had  perforated  the  peritoneum  in 
the  posterior  wall  of  the  duodenum,  just  below  the  pyloric  ring. 
Patient's  condition  was  such  that  it  was  impossible  to  proceed, 
and  he  died  a  few  moments  later. 

Case  VI. — Labbe,  Marcel.18  Male,  aged  31  years.  Had  been 
in  good  health,  with  no  previous  symptoms  of  hepatic  or  intes- 
tinal trouble.  "Was  taken  suddenly  with  severe  abdominal  pains 
one  morning  after  breakfast.  After  admission  to  hospital  pain 
became  somewhat  less  severe  and  the  next  day  was  localized  in 
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the  right  side  of  the  abdomen,  with  maximum  intensity  in  the 
right  iliac  fossa.  Pain  soon  increased;  abdominal  muscles  be- 
came tense ;  there  was  absolute  constipation ;  no  vomiting  and  no 
fever.  The  diagnosis  was  between  appendicitis  and  hepatic 
colic.  On  the  third  day  condition  became  worse,  pulse  small 
and  rapid,  temperature  39°  C.  Tympanites  became  extreme, 
and  fecaloid  vomiting  set  in.  Operation  showed  general  peri- 
tonitis, with  pus  in  the  peritoneal  cavity.  Drainage  established, 
the  wound  closed.  Death  took  place  that  evening.  Necropsy: 
Under  the  right  side  of  the  diaphragm  was  a  localized  abscess 
containing  pus,  gas,  and  fecal  matter,  and  lined  by  a  false  mem- 
brane. Close  to  the  entrance  of  the  bile  duct  in  the  duodenum 
was  an  oval-shaped  perforation  one-half  centimetre  in  diameter. 
This  perforation  connected  the  interior  of  the  abscess  cavity  with 
the  duodenum.  In  the  duodenum  itself  an  old  ulcer  was  found 
on  the  lower  portion  of  the  anterior  surface. 

Cases  VII.,  VIII.,  and  IX.— Littlewood,  H.19  In  the  transac- 
tions of  the  Leeds  and  West  Riding  Medico-Chirurgical  Society, 
May  3,  1901.  Mr.  H.  Littlewood  states  that  he  operated  on  three 
cases  of  acute  perforating  duodenal  ulcer.  All  were  in  men,  and 
the  operations  took  place  after  thirty-six  hours  from  the  time  of 
perforation.     All  died. 

Case  X. — Lowson,  D.20  Girl,  aged  15  years.  Illness  began 
previous  February  with  pains  in  the  left  side.  Two  weeks  later 
bad  rigors,  with  depression  and  cyanosis.  March  17,  suffered 
profound  collapse,  with  severe  pain  to  the  left  of  navel,  pallor 
and  cold  sweats.  March  20,  began  to  vomit,  but  this  ceased  on 
the  25th.  when  the  temperature  went  up  and  pulse  increased  in 
rapidity.  April  4,  the  respirations  were  shallow,  abdomen  was 
distended,  and  there  was  a  localized  swelling  just  below  the  liver. 
The  next  day  the  swelling  had  disappeared  and  the  note  was 
tympanitic.  Operation :  Vertical  incision  through  the  rectus 
muscle  showed  gas  in  the  peritoneal  cavity,  with  shreds  of  food. 
The  odor  was  putrid.  The  abscess  cavity  was  formed  by  ad- 
herent intestines.  A  perforation  which  admitted  a  No.  6  catheter 
was  found  in  the  duodenum.  The  granulations  were  scraped 
away  and  the  opening  closed  with  Lembert  sutures  of  silk. 
Gauze  drainage  was  left  in  the  wound.  The  ultimate  result  in 
this  case  is  not  stated  in  the  report. 

Case  XL — Mauclaire.21  Male,  age  not  stated.  Had  had  pain 
between  the  margin  of  the  ribs  on  the  right  side  and  the  umbili- 
cus, and  later  all  over  the  abdomen.     Pains  came  on  suddenly 
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and  were  very  severe.  Patient  was  seen  thirty-six  hours  after 
the  onset,  when  the  vomiting  had  ceased;  temperature  was  nor- 
mal, and  his  general  condition  grave.  Abdomen  was  tympanitic. 
A  diagnosis  of  intestinal  perforation  was  made  and  laparatomy 
at  once  performed.  Death  occurred  sixteen  hours  later,  or 
fifty-five  hours  after  the  onset  of  the  attack.  Autopsy  showed 
general,  plastic  peritonitis  following  the  perforation  of  an  ulcer 
of  the  duodenum  two  centimetres  below  the  pylorus. 

Case  XII. — Moynihan.4  Male,  aged  44  years.  Admitted  to 
Leeds  Infirmary  Aprjl  24,  1900.  Symptoms  had  been  present 
for  eighteen  months,  chiefly  pain  after  taking  food;  vomiting 
of  blood,  which  occurred  irregularly  one-half  to  four  hours  after 
eating.  On  the  25th  patient  became  worse  and  the  symptoms 
of  peritonitis  developed.  Perforation  was  diagnosed  and  lapa- 
ratomy performed.  A  perforating  duodenal  ulcer  three-quarters 
of  an  inch  in  diameter  was  found  in  the  beginning  of  the  second 
portion.  The  sutures  were  introduced,  held  imperfectly,  and,  as 
the  gut  was  considerably  narrowed,  gastroenterostomy  with 
Murphy  button  was  performed.  Abdomen  was  cleansed  and 
drainage  tube  introduced.     Patient  died  May  22. 

Case  XIII. — Moynihan.  Male,  aged  25  years.  Admitted  to 
Leeds  Infirmary  June  18,  1901.  For  four  weeks  had  experienced 
pain  after  taking  food,  and  had  vomited  almost  at  once  after 
meals.  Had  sudden,  acute  pain  in  the  upper  part  of  the  abdo- 
men, in  the  median  line ;  profound  collapse  and  persistent  vomit- 
ing. The  abdomen  was  opened  three  hours  and  fifty  minutes 
after  perforation.  Some  gas  in  peritoneal  cavity  was  found. 
On  examining  the  duodenum  a  perforation  in  the  anterior  wall, 
one  inch  below  the  pylorus,  was  found.  The  opening  was 
stitched  with  a  continuous  suture  applied  vertically,  the  abdomen 
was  flushed  out,  and  a  drainage  tube  inserted  into  the  pelvis.  No 
fluid  was  allowed  by  mouth  for  twenty-four  hours,  and  saline 
enemata  were  given  every  six  hours.  Drainage  tube  taken  out 
in  thirty-six  hours  and  patient  allowed  to  sit  up  on  the  nine- 
teenth day.     Recovery  was  uneventful. 

Case  XIV. — Moynihan.  Female,  aged  29  years.  Admitted 
to  Leeds  Infirmary  September  29,  1900.  Had  several  acute  at- 
tacks of  pain  and  vomiting  during  last  five  years.  There  was 
blood  in  the  vomitus  the  first  time,  and  has  been  irregularly  since 
then.  Always  experienced  a  sense  of  discomfort  from  one  to 
four  hours  after  meals.  October  4,  had  one  of  these  attacks, 
with  temperature  104°  F.,  vomiting,  tenderness  in  right  hypo- 


MURPHY:   PERFORATING   ULCERS   OF    THE    DUODENUM.         761 

chondriuru,  and  severe  pain  on  the  right  of  the  umbilicus.  Oc- 
tober 12,  laparatomy  performed  and  many  adhesions  found 
around  the  duodenum,  pylorus,  and  gall  bladder.  An  abscess 
was  found  between  the  liver  and  the  duodenum;  the  duodenal 
wall  was  thickened  and  presented  a  perforating  ulcer  at  the 
junction  of  the  first  and  second  portions.  Tube  and  gauze 
drainage  were  inserted,  and  the  patient  left  the  hospital  Novem- 
ber 5  with  the  wound  entirely  healed. 

Case  XV. — Murphy,  J.  B.  History  of  case  given  previously. 
Case  XVI. — Pegram,  J.  C.22  Male,  aged  56  years;  farmer. 
Ten  years  ago  had  stomach  trouble  for  two  years,  but  since  then 
had  been  well.  December  8,  1899,  patient  ate  a  hearty  meal  in 
the  evening,  and  that  night  had  dull,  unlocalized  pain  in  the 
abdomen.  At  10  the  next  forenoon  had  violent  pain  in  the 
right  side  of  the  abdomen  and  the  bowels  had  not  moved.  Ex- 
amination showed  flat,  rigid  abdomen,  with  marked  tenderness, 
especially  in  the  right  hypochondrium.  Abdomen  became  dis- 
tended, and  he  vomited  frequently.  Operation  disclosed  per- 
forating ulcer  in  the  anterior  wall  of  the  duodenum  near  the 
pylorus,  with  subphrenic  abscess.  Abscess  was  evacuated.  No 
attempt  was  made  to  close  the  ulcer,  but  it  was  walled  off  with 
gauze.  Patient  died  thirty-six  hours  later  with  general  peri- 
tonitis. 

Case  XVII. — Vince.23  Female.  Presented  every  symptom  of 
intestinal  obstruction.  All  medication  being  useless,  an  oper- 
ation was  performed.  Upon  opening  the  abdominal  cavity  gas 
escaped  and  the  intestines  were  found  to  be  covered  with  puru- 
lent, fibrinous  exudate.  There  was  no  fecal  matter  in  the  peri- 
toneal cavity.  Drainage  was  introduced  through  a  lumbar  in- 
cision and  through  the  cul-de-sac  of  Douglas.  Patient  died. 
Necropsy  showed  a  localized  abscess  in  a  space  limited  by  the 
liver,  stomach,  diaphragm,  and  transverse  colon.  This  cavity 
contained  the  contents  of  the  duodenum,  which  had  escaped 
through  the  perforation  in  the  anterior  wall.  The  perforating 
ulcer  was  evidently  a  chronic  one,  as  the  edges  were  indurated. 
Case  XVIII. — Vince.24  Male,  age  not  given.  After  lifting  a 
heavy  log,  was  taken  with  severe,  acute  pain  in  the  abdomen. 
Upon  examining  the  abdomen,  liver  dulness  was  found  to  be 
obliterated,  and  there  were  all  the  evidences  of  ascites.  A  diag-- 
nosis  of  intestinal  perforation  was  made,  and  patient  was  taken 
to  hospital  and  operated  upon  within  twenty-four  hours  from 
the  onset.     Gas  escaped  from  the  abdominal  incision,  and  bile 
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flowed  out.  A  perforation  was  found  in  the  duodenum  at  the 
site  of  an  old  ulceration,  about  which  there  were  numerous 
peritoneal  adhesions.  The  violent  effort  of  the  patient  had  evi- 
dently caused  the  ulcer  to  perforate.  Patient  died  the  evening 
after  the  operation. 

Case  XIX. — Wilson,  A.  Christy.25  Male,  aged  48  years.  For 
several  years  had  been  troubled  with  indigestion.  While  em- 
ployed at  his  usual  labor  one  morning,  was  suddenly  seized  with 
severe  pain  in  the  epigastrium.  He  had  all  the  symptoms  of 
perforation,  but  refused  operation  until  twenty  hours  after  the 
onset.  At  that  time  a  median  incision  was  made,  and  upon 
opening  the  peritoneum  a  quantity  of  bile-stained  mucus  escaped. 
Perforation  was  found  in  the  anterior  wall  of  the  duodenum 
one  inch  below  the  pylorus.  This  was  closed  with  a  double  row 
of  sutures,  after  which  the  intestines  were  drawn  out,  scrubbed, 
and  put  back.  The  liver,  stomach,  and  pelvis  were  also  cleansed 
thoroughly,  normal  saline  solution  being  used  freety.  Kecovery 
was  slow  but  steady,  and  the  patient  is  at  present  employed  at  his 
regular  hard  work. 

An  analysis  of  these  cases  shows :  Average  age  in  the  13  cases 
in  which  age  was  stated,  35  years.  Of  the  19  cases,  5  were  fe- 
males and  14  males.  Of  the  12  cases  in  which  it  was  stated 
Avhether  or  not  there  were  symptoms  present  previous  to  the 
perforation,  in  9  cases  there  were  symptoms  (previous)  ;  in  3 
cases  there  were  no  previous  symptoms;  in  only  5  cases  did  the 
symptoms  point  to  the  stomach  or  duodenum;  in  6  cases  it  was 
stated  that  the  perforations  were  sutured — of  these,  2  died,  3 
recovered,  in  1  the  result  is  not  stated;  in  8  eases  drainage 
only  was  used — of  these,  7  died  and  1  recovered. 

Conclusions. — The  diagnosis  of  perforating  duodenal  ulcer  is 
difficult,  or,  better,  practically  impossible  without  an  exploratory 
laparatomy. 

In  many  cases  there  is  no  evidence  of  duodenal  disease  previous 
to  the  perforation.  The  most  important  physical  sign,  in  ad- 
dition to  those  of  perforative  peritonitis  from  perforations  in 
other  portions  of  the  intestinal  tract,  is  the  flatness  of  the  super- 
ficial piano  percussion  note  in  the  right  hypochondrium. 

The  leucocytosis  in  -our  case,  the  only  one  in  which  it  was 
given,  was  pronounced,  showing  an  inflammatory  condition,  in 
contradistinction  to  the  usual  absence  of  it  in  intestinal  obstruc- 
tion and  fat  necrosis  of  the  pancreas.  It  must  be  borne  in  mind, 
however,  that  leucocytosis  is  not  a  necessary  manifestation  of 
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perforation  or  of  inflammation.  It  is  a  manifestation  of  the 
reaction  of  blood  to  infections  biotic  or  toxic.  It  is  often  entirely 
absent  in  typhoid  perforations,  as  we  have  observed  in  repeated 
blood  examinations  after  perforation  during  the  present  epidemic 
in  Chicago. 

Collapse  is  absent  in  duodenal  perforation,  except  where 
associated  with  severe  hemorrhage.  Collapse  in  intestinal  per- 
foration is  the  manifestation  of  the  absorption  of  the  products 
of  infection,  and  not  a  manifestation  of  the  perforation  per  se. 
Collapse  is  always  secondary  to  abrasion  or  denudation  of  the 
endothelial  covering  of  the  peritoneum,  which  abrasion  permits 
of  rapid  absorption. 

Timt  of  (>]><  ration. — In  all  cases  of  perforative  peritonitis — -to 
which  duodenal  perforations  are  no  exception — operation  should 
be  performed  at  the  earliest  possible  moment  after  perforation 
has  taken  place:  and  clinical  experience  shows  thai  the  mortality 
is  in  direct  ratio  to  the  length  of  time  that  elapses  between  the 
occurrence  of  perforation  and  the  operation. 

In  perforation,  the  longer  the  escaping  materia]  is  in  contact 
with  the  peritoneum  the  greater  the  danger  of  destruction  of 
its  endothelial  covering,  and  thus  the  greater  the  danger  of  ab- 
sorption. Of  13  cases  operated  more  than  thirty  hours  after  per- 
foration, all  terminated  fatally;  while  in  12  cases  where  less  than 
thirty  hours  had  elapsed,  66f  per  cent  recovered  (Weir).  These 
comparisons  emphasize  more  than  words  can  the  importance  of 
early  operation. 

The  operation  must  be  complete — that  is,  it  must  be  pursued 
to  an  effective  suture  of  the  perforation.  Drainage  is  insufficient, 
as  of  18  cases  treated  by  drainage  alone,  all  died  (Laspeyres). 
The  suture  of  the  opening  can  be  easily  inserted,  as  in  98  per  cent 
of  the  perforating  ulcers  into  the  peritoneum  the  opening  was  in 
the  first  portion  of  the  duodenum,  its  most  accessible  portion. 

Where  duodenal  perforation  is  suspected  the  incision  should 
be  through  the  right  rectus  muscle.  It  can  then  be  carried 
upward  to  the  costal  arch,  or  downward  to  the  symphysis  pubis, 
without  dividing  any  of  the  transverse  muscles.  The  incision 
through  the  rectus  muscle  is  the  one  which  we  commonly  make  in 
operating  for  appendicitis.  It  can  be  enlarged  upward  or  down- 
ward without  interfering  with  the  muscle  fibres. 

Drainage  or  no  drainage  is  a  matter  of  personal  election,  in- 
fluenced more  or  less  by  the  pathologic  condition  present  at  the 
time  of  the  operation. 
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The  after-treatment  is  that  commonly  followed  after  abdomi- 
nal section,  except  that  the  patient  is  kept  elevated  in  bed  at 
an  angle  of  35  degrees  for  the  first  forty-eight  hours  after  the 
operation. 

The  prognosis  depends:  first,  on  the  virulence  of  the  peri- 
tonitis produced;  second,  on  the  time  the  material  has  been  al- 
lowed to  remain  in  the  peritoneum;  third,  upon  the  presence  or 
absence  of  blistering  or  abrasion  of  the  peritoneum  at  the  time 
of  operation. 
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CRANIOTOMY. 
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Embryotomy  literally  means  "a  reduction  in  the  size  of  the 
fetus  by  cutting  or  crushing  any  portion  of  the  fetal  body  ' ' ; 
but  the  word  as  now  used  is  really  not  so  inclusive,  and  is  ap- 
plied incorrectly  only  to  any  operation  mutilating  the  fetal  trunk, 
as  decapitation,  evisceration,  eventration,  division,  or  dismem- 
berment. 

As  the  head  most  frequently  presents,  and  as  it  usually  offers 
the  obstacle  to  delivery,  some  operation  on  the  cranium,  called 
craniotomy,  is  most  frequently  done.  Craniotomy,  however, 
strictly  means  a  cutting  into  or  a  perforation  of  the  skull,  yet 
ordinarily  by  the  term  is  understood  any  mutilation  of  the 
head.  Cranioclasis,  cephalotripsy,  and  basiotripsy  all  have  the 
same  definition — a  crushing  of  the  skull.  These  operations  are 
generally  preceded  by  a  perforation  and  are  designated  by  one 
of  the  above  names,  according  to  the  kind  of  instrument  used; 
for  with  the  cranioclast  itself  traction  on  the  skull  alone  can 
be  applied,  with  the  cephalotribe  crushing  is  followed  by  trac- 
tion, while  in  the  basiotribe  we  have  a  compact  instrument  with 
which  we  can  first  perforate,  then  crush,  and  finally  deliver. 

Embryotomy  is  a  very  old  operation,  and  its  abuse  led  to  a 
remonstrance  on  the  part  of  the  religious  authorities  and  to  the 
prohibition  by  some  churches  of  such  a  measure  on  the  living 
child.  In  the  advance  of  the  art  of  obstetrics,  and  in  the  im- 
provement of  the  technique  of  cutting  operations,  the  frequency 
of  craniotomy  has  in  the  last  few  years  been  much  lessened  and 
the  indications  for  its  use  much  narrowed.  Yet  even  to-day  a 
child  is  frequently  lost,  either  unwittingly,  through  ignorance, 
or  through  the  fear  of  failure  in  doing  a  forceps  or  a  version 
operation.  Often  after  prolonged  and  too  forcible  efforts  to 
drag  the  child  through  a  pelvis  relatively  too  small  for  the 
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head,  the  child  is  born  dead  and  autopsy  shows  a  fracture  of 
the  skull  or  a  cerebral  hemorrhage.  Sometimes  it  is  even  born 
alive  with  extensive  intracranial  lesions,  only  to  die  in  a  few 
hours  or  in  a  few  days.  In  other  cases  we  drag  the  head  down 
somewhat  into  the  pelvis  and  here  it.  sticks.  "We  have  used  so 
much  traction  that  the  fetal  heart  soon  shows  signs  of  cerebral 
compression  and  injury,  the  forceps  slips  (which  generally 
means  a  fracture  of  the  skull),  then  the  child  dies,  and  we  are 
compelled  to  terminate  the  case  by  a  craniotomy.  Take  the 
operation  of  version.  By  a  mistake  in  judgment  we  decide  a 
child  might  be  born  by  turning.  In  some  cases  we  are  able  to 
bring  down  a  foot,  but  the  child  refuses  to  turn.  "We  use  so 
much  force  in  pulling  on  this  foot  that  we  disarticulate  the  hip 
joint,  or  the  child  turns,  but  the  head  carries  up  with  it  the 
lower  segment  of  the  uterus  and  we  have  a  uterine  rupture. 
Again,  in  our  manipulation  the  cord  may  prolapse  and  from 
pressure  the  pulsations  soon  stop.  In  another  instance,  after 
a  version  has  been  completed  with  ease  or  in  the  delivery  of  a 
breech  presentation,  we  get  as  far  as  the  aftercoming  head  and 
here  there  is  a  delay.  Using  great  traction,  as  is  often  neces- 
sary, accidents  will  occur.  The  child  may  be  born  alive,  but 
dies  in  a  few  days  with  symptoms  of  intracranial  bleeding.  It 
may  be  stillborn,  with  a  fracture  of  the  spine,  fracture  of  the 
skull,  or  a  cerebral  hemorrhage.  Finally,  with  pressure  on  the 
fundus  by  an  assistant,  with  traction  on  the  feet  by  another  as- 
sistant, and  ourselves  using  the  Smellie-Veit  method  of  extract- 
ing the  aftercoming  head,  we  may  fail  to  deliver  without  a  de- 
capitation or  a  perforation  of  this  aftercoming  head. 

In  all  of  the  above  eases  we  have  done  a  craniotomy,  although 
it  has  not  been  a  deliberate  nor  a  premeditated  undertaking  with 
that  end  in  view.  Craniotomy  remains,  however,  a  proper  pro- 
cedure in  certain  cases,  and  one  which,  addressed  to  the  interests 
of  the  mother  only,  may  often  serve  a  most  useful  purpose. 

In  the  present  state  of  obstetric  surgery  the  operation  is 
clearly  indicated  in  these  three  conditions:  (1)  in  a  non- viable 
child  where  the  mother's  life  is  in  the  balance;  (2)  in  dealing 
with  a  monstrosity;  and  (3)  when  the  fetus  is  larger  than  the 
parturient  canal  and  is  dead  when  the  physician  first  sees  the 
patient. 

1.  Under  the  first  heading  we  include  such  cases  of  albumin- 
uria, eclampsia,  placenta  previa,  chronic  endocarditis,  phthisis, 
toxemia,  or  any  acute  disease  when  it  is  all-important  to  deliver 
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quickly  and  to  do  so  with  as  little  shock  as  possible  to  the 
patient,  already  in  poor  condition.  A  tough  and  rigid  cervix  is 
generally  the  barrier  in  these  cases,  and  in  doing  an  accouchement 
force  we  often  cannot  dilate  it  enough  for  passage  of  the  head 
without  starting  deep  tears  bilaterally,  which  will  endanger  the 
integrity  of  the  lower  uterine  zone,  or  at  any  rate  cause  shock 
or  a  hemorrhage  of  sufficient  degree  for  a  fatal  outcome.  In 
such  cases  a  simple  perforation  of  the  head  will  so  diminish  the 
bulk  that  the  delivery  is  quickly  and  easily  completed  without 
unnecessary  injury  to  the  mother's  soft  parts. 

2.  In  a  monster,  as  in  cases  of  hydrocephalus  (which  are  the 
most  common),  no  one  will  question  for  a  minute  the  justification 
of  doing  a  craniotomy.  The  forceps  will  not  fit  snch  a  head,  and 
even  after  a  version  it  is  senseless  to  try  to  <\vi\<j;  such  a  large 
mass  through  the  parturient  canal  with  probable  contusion  and 
laceration  of  the  maternal  tissues. 

3.  In  a  dead  child  the  indications  for  a  craniotomy  may  be 
fairly  trivial.  If  the  mother  can  be  saved  any  additional  risk 
or  suffering  by  the  rapid  delivery  of  a  mutilated  child,  craniot- 
omy is  not  only  justifiable  but  advisable.  In  the  case  of  a  pro- 
lapsed cord,  with  a  contracted  pelvis — one  of  the  most  common 
conditions  which  call  for  craniotomy  on  the  dead  infant — it  is 
far  better  to  open  the  head  and  deliver  easily  by  the  basiotribe 
than  to  attempt  version  with  its  risks,  or  to  apply  forceps  to  the 
head  at  the  superior  strait  and  to  subject  the  mother  to  the 
delay,  pain,  and  danger  of  a  prolonged  forceps  operation  when 
nothing  is  to  be  gained  by  it.  Esthetic  conditions  and  regard 
for  appearances  should  not  be  considered  where  the  mother's 
safety  is  endangered. 

Undoubtedly  most  of  the  cases  which  demand  a  craniotomy  are 
those  in  which,  from  mistakes  in  judgment,  from  neglect,  from 
ignorance,  or  by  bungling  work  with  forceps  or  in  turning,  the 
child  dies  or  is  killed  and  one  is  called  upon  to  deliver.  When, 
however,  the  womb  contains  a  living  child  and  the  pelvis  is  too 
contracted  to  allow  a  normal  birth  /><  r  vias  naturales,  the  ques- 
tion of  sacrificing  this  child  becomes  a  different  matter. 

To-day  the  knowledge  of  the  art  of  obstetrics  is  more  wide- 
spread and  the  need  of  a  skilful  obstetrician  more  and  more 
recognized.  We  see  our  patients  early  in  pregnancy  and  con- 
sequently are  soon  familiar  with  their  histories,  their  pelves,  the 
size  of  the  child,  its  presentation,  and  the  presence  of  any  unusual 
condition  obstructing  the  parturient  canal. 
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To-day  obstetricians  are  becoming  surgeons,  consequently  more 
skilled  in  the  technique  of  the  cutting  operations  and  less  fearful 
of  their  results.  So  that  the  conclusion  is  now  becoming  estab- 
lished among  the  medical  profession  that  a  planned  craniotomy 
or  embryotomy  on  a  living  child,  with  mother  in  good  condi- 
tion, is  not  justifiable  except  in  conditions  of  emergency  and 
extreme  rarity. 

Pinard  and  others  boldly  hold  the  ground  that  such  a  pro- 
cedure is  never  justifiable;  but  most  modern  obstetricians,  al- 
though feeling  it  their  duty  to  follow  the  rule  that  the  child 
should  be  saved,  are  placed  at  times  in  circumstances  where 
they  are  not  free  to  follow  the  dictates  of  their  consciences  nor 
their  best  judgment.  The  patient  herself  or  her  friends  may 
refuse  a  cutting  operation.  She  may  be  in  the  country  far 
away  from  competent  assistance,  or  in  quarters  unsuitable  for 
the  major  operation,  consequently  the  accoucheur  is  often  led  to 
attempt  an  operation  which,  although  not  offering  much  of  a 
chance  of  saving  the  life  of  the  child,  avoids  the  knife  with  its 
supposed  risks.  Most  of  such  cases  terminate  in  a  stillborn  baby 
or  in  a  craniotomy. 

A  very  important  point  to  decide  is  whether  we  should  rec- 
ommend and  perform  one  of  the  cutting  operations  upon  the 
mother  to  save  the  life  of  the  child.  This  decision  depends 
upon  the  extra  risk  to  which  the  mother  is  exposed  by  doing 
these  operations.  We  all  believe  that  the  interests  of  the 
mother  must  take  precedence  during  labor,  and,  if  either 
must  be  sacrificed,  it  should  be  the  child,  which  is  an  un- 
known quantity  and  has  no  ties  to  this  world.  If  we  have  a 
case,  then,  of  protracted  labor  from  disproportion  between  size 
of  child  and  pelvis,  with  the  woman  in  poor  condition — rapid 
pulse,  elevated  temperature,  etc.,  and  a  tonic  uterus — we  do  not 
hesitate  for  a  minute  to  recommend  a  craniotomy  on  a  living 
child,  as  by  a  cutting  operation  the  mother's  life  would  be 
jeopardized.  Again,  if  the  child  is  in  extremis  and  its  chance 
of  living  is  very  doubtful — as  in  cases  of  protracted  labor  or 
where  repeated  attempts  have  failed  in  the  use  of  the  forceps  to 
deliver — then  again  Ave  do  not  hesitate  to  prefer  a  craniotomy, 
unless  the  pelvis  is  so  blocked  that  the  delivery  of  a  crushed  or 
mangled  fetus  will  entail  more  dangers  to  the  patient  than  a 
Cesarean  section.  In  the  latter  cases  not  only  is  the  danger  of 
sepsis  greater,  but  serious  injuries  to  the  bladder  and  soft  parts 
of  the  parturient  canal  may  occur.     But  with  mother  and  child 
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both  in  good  condition,  and  delivery  by  version  or  forceps  im- 
possible, then  we  have  a  choice  between  the  question  of  Cesarean 
section  and  symphyseotomy  standing  over  craniotomy. 

Let  us  glance  at  the  mortality  of  the  above  operations : 

In  craniotomy  the  combined  reports  of  such  men  as  Leopold, 
Zweifel,  Fehling,  Potocki,  and  others  show  a  maternal  mortality 
of  8.1  per  cent,  and  that  for  the  children  100  per  cent,  of  course. 
A  large  number  of  these  cases  were  done  before  the  days  of 
asepsis,  but  by  skilled  obstetricians.  Pinard  in  81  craniotomies 
lost  11.5  per  cent  of  the  mothers.  At  the  Sloane  Maternity  Hos- 
pital, in  98  craniotomies  26  died,  none,  however,  from  the  opera- 
tion itself.  Again,  all  cases  of  craniotomy  are  not  reported. 
The  statistics  of  the  best  accoucheurs  alone  are  published.  Con- 
sider the  number  of  cases  happening  in  the  hands  of  the  general 
practitioner.  Among  these  the  mortality  would  probably  reach 
35+  per  cent  through  lack  of  cleanliness  and  unskilful  work  in 
the  technique  of  the  operation. 

We  argue,  on  the  other  side,  that  the  mortality  for  the  opera- 
tion in  skilful  hands  and  selected  cases  ought  to  be  nil;  that  many 
women  in  extremis  recovered  when  any  cutting  operation  would 
endanger  their  lives;  and,  finally,  that  the  reason  why  good 
obstetricians  and  hospitals  show  any  mortality  at  all  is  because 
they  have  to  deal  with  cases  infected,  neglected,  or  maltreated  be- 
fore the  case  is  seen  by  them.  All  of  which  is  very  true ;  but  we 
must  remember  that  with  the  child  alive  and  in  good  condition 
we  must  institute  measures  to  save  it,  if  we  can  do  so  without 
great  danger  to  the  mother. 

Even  so  conservative  an  operation  as  symphyseotomy,  in  statis- 
tics reported  by  F.  Barnes,  gives  a  maternal  mortality  of  10.8 
per  cent  and  fetal  mortality  of  14.5  per  cent.  Pinard,  Ayers, 
Jewett,  and  Fry,  however,  give  better  mortality  rates.  For 
Cesarean  section,  an  operation  which  showed  not  long  ago  a 
maternal  mortality  of  anywhere  from  50  per  cent  upward,  the 
greatest  reduction  in  the  death  rate  has  been  made.  Leopold. 
Olshausen,  and  others  show  less  than  10  per  cent  of  deaths. 
Barnes  in  collected  cases  gives  a  mortality  of  7.6  per  cent  both 
for  mother  and  child.  Zweifel  did  50  cases  without  a  death, 
Reynolds  19  cases,  and  Sinclair  10  cases  without  a  death.  At 
the  Sloane  Hospital  we  can  show  16  cases  with  only  one  death 
of  mother  and  child,  and  that  of  a  case  moribund  from  exten- 
sive carcinoma  of  the  uterus,  cervix,  and  vagina,  in  which  the 
child  was  already  dead  and  beginning  to  macerate.     In  this 
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case  the  abdominal  section  was  the  only  method  of  delivery  with- 
out extensive  lacerations  and  uncontrollable  hemorrhage.  "With 
such  a  low  mortality  it  is  now  no  wonder  that  Cesarean  section 
with  the  gain  of  a  living  baby  is  an  operation  steadily  gaining 
in  favor.  "We  say  that  this  is  very  well  for  a  hospital  and  that 
these  are  all  hospital  statistics.  For  here  we  have  greater 
control  of  the  patient,  more  favorable  surroundings,  plenty  of 
supplies  on  hand,  many  assistants  in  readiness  who  know  thor- 
oughly the  entire  technique  of  the  operation.  This  is  all  very 
true,  and  in  private  practice  a  different  procedure  will  often  be 
done  for  the  lack  of  the  above.  Yet  literature  to-day  teems 
with  successful  cases  of  Cesarean  section  performed  in  all  sec- 
tions of  the  country  and  by  a  diverse  array  of  surgeons.  The 
procedure  is  not  so  difficult  in  technique  as  one  ordinarily 
imagines.  Many  much  more  severe  operations  are  prepared  for 
and  performed  in  private  houses.  Why  cannot  we,  then,  do  a 
Cesarean  at  the  patient's  home?  Most  small  towns  and  all  large 
cities  contain  good  hospitals,  and  in  case  of  unfavorable  sur- 
roundings at  home  why  cannot  they  be  transferred  there  for 
operation  ? 

In  view  of  these  facts  we  hope  that  craniotomy  will  gradually 
become  a  very  much  more  infrequent  operation,  and  the  day 
will  soon  come  when  there  will  be  no  longer  any  reason  to  per- 
form it  on  the  living  child. 

Let  us  consider  a  few  points  in  the  technique  of  the  operation. 
Since  infection  is  the  most  common  and  dangerous  sequel,  we 
must  be  very  careful  in  our  asepsis  and  antisepsis.  "Whatever 
instruments  are  used  should  be  boiled.  The  vagina  should  be 
thoroughly  cleansed,  rectum  and  bladder  emptied,  before  com- 
mencing the  operation.  For  a  decapitation  the  best  instrument 
is  a  Ramsbotham  knife-edged  hook — that  is,  for  an  impacted 
shoulder  presentation  with  an  arm  prolapsed  into  the  vagina. 
In  its  use  the  whole  hand  is  inserted  into  the  vagina  with  palm 
upward,  carrying  the  fingers  posteriorly  about  the  neck  and 
placing  the  thumb  anteriorly  so  that  the  whole  neck  can  be  con- 
trolled. Some  recommend  the  introduction  of  the  left  hand  if 
the  child's  head  is  lying  toward  the  mother's  left;  if  the  head  is 
directed  to  the  right,  the  right  hand  is  used.  The  hook  can  be 
introduced  in  two  ways:  first,  with  the  convexity  posteriorly  it 
is  made  to  encircle  the  neck  over  the  fingers  to  reach  the  thumb 
anteriorly,  or  it  can  be  passed  with  the  concavity  backward  along 
the  thumb  and  guided  over  the  neck  till  it  meets  the  fingers  be- 
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hind.  During  this  manipulation  and  in  the  subsequent  severing 
of  the  neck  we  must  be  sure  with  each  rocking  motion  that  no- 
thing but  the  neck  comes  in  contact  with  the  knife  edge.  To 
facilitate  the  cutting  and  to  lessen  the  risk  of  injury  to  the 
mother's  soft  parts,  traction  should  be  made  on  the  baby's  arm 
to  bring  the  neck  as  low  in  the  pelvis  as  possible.  Sometimes  the 
neck  is  buttonholed  by  the  hook,  and  after  it  comes  through  the 
head  is  still  attached  to  the  body  by  a  band  of  skin.  This  can  be 
severed  by  scissors.  As  soon  as  the  neck  is  divided  the  body  can 
be  easily  delivered  by  traction  on  the  arm.  The  head  is  subse- 
quently extracted  by  forceps  or  basiotribe. 

For  evisceration  we  need  a  long,  curved,  blunt-pointed  scis- 
sors and  a  strong  volsella.  We  can  easily  open  the  thorax  and 
abdomen,  or  cut  through  the  spine,  and  break  up  the  internal 
organs  by  means  of  the  scissors  and  then  remove  them  by  the 
volsella.  In  some  cases  it  is  often  necessary  to  twist  off  an 
extremity,  so  as  to  render  the  rest  of  the  body  accessible  for 
mutilation.  The  operation  is  long  and  tedious,  and  in  using  the 
scissors  we  must  work  very  carefully  so  as  not  to  damage  the 
maternal  tissues. 

For  a  craniotomy  Tarnier's  modern  basiotribe  is  the  best  of 
all  instruments.     There  are  four  steps  in  the  operation : 

1.  Perforation. 

2.  Introduction  and  application  of  blades. 

3.  Crushing  of  the  head. 

4.  Extraction  of  the  child. 

1.  After  the  usual  antiseptic  preparations,  the  head  is  steadied 
against  the  cervix  or  brim  of  the  pelvis  by  pressure  above  or  by 
grasping  the  child's  scalp  with  a  strong  volsella,  which  is  pulled 
downward  by  an  assistant.  Two  fingers  or  the  whole  left  hand  are 
carried  into  the  vagina  posteriorly  up  to  the  head,  while  with  the. 
right  hand  the  perforator  is  introduced  over  these  guide  fingers 
to  a  suture  or  to  a  fontanelle  which  is  preferably  nearer  the 
symphysis.  In  face  presentation  the  perforator  should  be  passed 
through  the  orbit,  frontal  bone,  or  through  the  roof  of  the  mouth. 
By  a  boring  motion  the  skin  or  scalp  is  perforated  and  the  point 
firmly  embedded  in  the  skull.  Then  drawing  the  handle  pos- 
teriorly almost  as  far  as  the  perineum  will  allow,  so  as  to  be  in 
the  axis  of  the  brim,  the  perforator  is  plunged  into  the  cranial 
cavity  and  the  brain  thoroughly  broken  up.  It  is  essential  to  be 
sure  that  the  medulla  and  base  of  the  brain  are  destroyed,  for 
otherwise  a  mutilated  child  may  be  born  alive,  making  attempts 
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to  breathe.  It  is  generally  unnecessary  to  wash  out  the  brain 
matter  from  the  cranial  cavity  with  a  syringe.  Ordinarily  in 
crushing  the  skull  this  material  flows  out  very  readily. 

2.  The  next  step  is  often  the  most  difficult  of  all — the  intro- 
duction of  the  blades,  accomplishing  this  without  injury  to  the 
maternal  soft  parts.  When  the  head  is  fairly  movable  and  the 
cervix  well  dilated,  this  procedure  is  easy  enough,  following  the 
rules  for  the  introduction  of  the  forceps  either  by  the  lateral  or 
posterior  method.  The  former  is  preferable,  for  in  rotating  the 
blades  (using  the  latter  method)  some  damage  may  be  done  to 
the  lower  uterine  zone.  The  blades  should  be  passed  well  into 
the  uterus,  so  as  to  grasp  the  whole  head,  and  the  application 
should  always  be  primarily  with  the  blades  to  the  sides  of  the 
pelvis.  Before  locking,  the  perforator  should  be  passed  well 
into  the  cranial  cavity  and  held  in  place  by  an  assistant;  other- 
wise the  vertex  alone  will  be  grasped,  the  crushing  will  only  be 
partially  accomplished,  and  the  hold  will  be  imperfect.  When 
the  uterus  is  in  tonic  spasm,  when  the  pains  are  strong,  or  when 
the  head  is  well  wedged  into  the  pelvis,  a  lateral  introduction 
should  always  be  done,  taking  the  utmost  care,  using  the  least 
amount  of  force,  and  anesthetizing  deeply  to  obtain  as  much 
relaxation  as  possible.  In  cases  where  the  cervix  is  rigid  and 
partially  dilated  we  often  experience  the  most  difficulty  in 
introducing  the  blades.  The  lack  of  room  in  the  cervix  will 
cause  now  and  then  a  failure  to  introduce  the  second  blade  after 
the  first  is  in  position,  or  one  is  unable  to  apply  the  second  blade. 
due  to  the  fact  that  the  absence  of  the  ordinary  pelvic  and 
cephalic  curves  of  the  basiotribe,  which  curves  are  so  essential 
in  the  forceps,  renders  the  insertion  and  application  of  this  sec- 
ond blade  to  the  head  almost  impossible.  The  head  is  pushed 
over  to  the  right  when  the  first  or  left  blade  is  in  position,  and 
seems  to  be  in  the  way  of  the  second  or  right  blade.  In  just  such 
cases  as  these  the  posterior  introduction  of  both  blades  one  over 
the  other,  and  then  rotating  equally  for  a  pelvic  application,  is  of 
the  highest  value,  remembering  always  to  use  a  minimum  of 
force  in  so  doing. 

3.  The  crushing  of  the  head  should  not  be  started  until  we  are 
sure  of  an  extensive  hold,  for  without  this  but  little  diminution 
of  the  size  of  the  head  is  accomplished,  the  blades  may  slip,  or  we 
may  simply  pull  off  the  cranial  vault;  especially  is  this  last 
mentioned  the  result  if  the  fetus  is  macerated.  The  crushing 
should  be  done  slowly,  in  order  to  prevent  the  opening  of  the 
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skull  from  getting  clogged  and  to  allow  the  broken-up  brain 
to  flow  out  easily.  Great  care  must  be  taken  while  crushing 
to  keep  the  anterior  and  posterior  vaginal  walls,  as  well  as  the 
cervix,  from  getting  pinched  between  the  blades.  It  is  also 
well  to  screw  the  windlass  up  to  the  limit,  so  as  to  reduce  the 
head  as  much  as  possible  before  exerting  any  traction. 

4.  The  same  rules  which  we  observe  in  forceps  operations  must 
be  observed  in  extraction  of  the  head  after  a  cephalotripsy.  Pull 
slowly,  intermittently,  and  always  in  the  axis  of  the  parturient 
canal,  using  as  little  power  as  possible. 

In  flat  pelves,  after  crushing,  the  head  will  often  come  through 
the  brim  more  easily  by  first  rotating  the  blades  about  a  quarter 
of  a  circle.  This  brings  the  long  diameter  of  the  crushed  head 
in  the  long  diameter  of  the  brim,  consequently  it  enters  the 
pelvis  more  easily.  If  after  a  few  strong  tractions  the  head  does 
not  advance,  the  blades  can  be  reapplied  and  the  head  crushed 
again  in  another  diameter.  This  procedure,  however,  is  not  often 
necessary  if  a  good  application  is  obtained  in  the  beginning. 
Finally,  it  is  well  to  keep  the  instrument  on  the  head  until  the 
whole  child  is  born,  for  the  shoulders  often  cause  delay.  When 
such  is  the  case  and  strong  traction  fails  to  deliver,  or  the 
cranial  vault  is  pulled  off,  the  cranioclast  or  strong  volsella  will 
often  aid  in  the  delivery.  Sometimes  even  these  fail,  and  a 
cleidotomy  may  then  be  necessary,  or  often  after  decapitation 
the  arms  may  be  brought  down  and  then  a  cleidotomy  done 
before  delivery  is  accomplished. 

For  the  aftercoming  head,  ordinarily  a  perforation  alone  is 
necessary.  This  can  be  readily  performed  with  the  perforator 
of  the  basiotribe.  It  is  usually  recommended  to  pierce  through 
a  lateral  fontanelle,  but  with  a  sharp  instrument  any  spot  in 
the  occipital  region  may  be  selected.  The  body  of  the  fetus 
should  be  drawn  downward  and  backward  to  bring  the  field  of 
operation  as  low  as  possible  and  within  reach  of  the  guide  finger. 
The  perforator,  guided  by  the  fingers,  is  inserted  as  described 
before,  brain  churned  up,  and  then  the  instrument  removed. 
Simple  traction,  keeping  the  opening  patent,  causes  the  head  to 
collapse  and  so  it  readily  advances.  If  the  obstruction  is  too 
great,  the  blades  of  the  basiotribe  may  be  applied  in  the  manner 
ordinarily  employed  for  forceps  on  the  aftercoming  head  and  the 
head  crushed. 

The  following  are  the  statistics  for  craniotomy  at  the  Sloane 
Maternity  Hospital  from  its  beginning  until  the  time  of  writing 
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this  article,  December  28,  1901 :  During  this  period  there  have 
been  11,796  cases ;  among  this  number  are  recorded  91  crani- 
otomies and  7  decapitations — in  5  of  these  the  heads  were  subse- 
quently crushed.  The  total,  then,  is  96  craniotomies — 53  were 
prirniparse,  57  were  at  term. 

The  indications  were  as  follows: 

1.  There  were  3  cases  of  impacted  brow  and  one  of  impacted 
face  presentation,  all  neglected  or  maltreated  outside  the  hos- 
pital; the  babies  were  dead.  In  three  of  the  cases  the  uterus 
was  in  tonic  contraction  and  in  two  the  pelves  were  narrowed. 
All  four  mothers  recovered. 

2.  There  were  2  cases  of  prolapse  of  the  cord;  the  children 
were  dead ;  in  one  the  pelvis  was  deformed.  In  one  forceps  had 
been  tried  outside,  and  in  the  other  it  was  attempted  inside  the 
hospital.     Both  mothers  recovered. 

3.  There  were  5  hydrocephalic  children;  3  were  alive  at  the 
time  of  the  operation.  Three  heads  were  crushed,  and  in  the 
other  two  the  heads  were  only  perforated  after  a  version  had  been 
performed.     All  the  mothers  did  well. 

4.  There  were  3  cases  of  accidental  hemorrhage.  In  all  the 
cervix  was  rigid  and  the  children  were  dead;  craniotomy  was 
considered  the  easiest  method  of  delivery.  One  mother  died 
of  hemorrhage  and  shock. 

5.  There  were  3  cases  of  chronic  endocarditis  who  were  almost 
in  extremis  with  tough  or  immature  cervices;  the  children  were 
either  dead  or  not  viable.    One  of  these  cases  died. 

6.  There  was  one  case  of  a  cartilaginous  cervix,  where  forceps 
failed  and  version  was  performed,  but  the  aftercoming  head 
could  not  be  delivered,  the  child  dying  in  attempts  to  drag  it 
through  the  cervix. 

7.  There  was  one  case  of  pelvic  tumor  where  the  child  had 
died  through  attempts  to  deliver  outside.  Patient  recovered 
after  a  gangrenous  sepsis. 

8.  There  was  one  case  of  placenta  previa  where  the  aftercom- 
ing head  in  a  non- viable  child  was  perforated  after  a  version,  on 
account  of  the  poor  condition  of  the  mother  and  a  rigid  cervix. 

9.  There  were  two  cases  of  toxemia  and  albuminuria  with 
rigid  cervices  and  dead  children.     One  of  these  mothers  died. 

10.  There  was  one  case  of  hyperemesis  where  the  aftercoming 
head  in  a  non-viable  child  was  perforated  on  account  of  an  un- 
dilatable  cervix.     This  case  died. 
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11.  There  was  one  case  of  toxic  amaurosis.  After  a  version 
the  aftercoming  head  was  perforated  for  the  same  reasons. 

12.  In  9  cases  the  children  were  very  large,  the  gestations 
prolonged,  with  occipito-posterior  positions,  in  most  of  whom 
previous  labors  had  been  easy.  In  8  cases  the  children  were 
dead,  5  on  admission  to  hospital  and  3  after  attempts  at  forceps 
in  the  hospital.  One  was  alive,  the  mother  in  good  condition, 
and  forceps  had  failed  at  the  hospital.  Two  mothers  of  the  9 
died;  these  two  were  practically  moribund  on  admission. 

13.  There  were  27  cases  of  eclampsia.  In  12  of  these  a  version 
was  done  and  the  aftercoming  head  perforated  on  account  of  a  , 
rigid  cervix,  in  children  which  were  already  dead,  macerated,  or 
non-viable.  In  2,  forceps  was  first  tried,  with  dead  children. 
In  2,  version  was  tried,  with  dead  children.  In  6,  craniotomy 
was  done  at  once,  with  dead  children.  In  1,  craniotomy  was  done 
at  once,  with  a  live  child ;  here  a  version  or  forceps  should  have 
been  attempted.  In  4,  the  pelves  were  deformed,  in  2  of  which 
forceps  failed  and  version  was  done.  The  children  in  3  cases  died 
after  the  version.  In  1,  the  child  died  after  forceps  had  been 
tried  outside.     Twelve  of  these  mothers  died. 

14.  There  were  31  cases  of  deformed  pelves,  the  internal  con- 
jugate varying  from  6.8  to  9.5  centimetres.  In  4,  labor  had  been 
induced,  in  one  of  which  forceps  and  version  both  failed,  and  in 
3  of  which  version  was  done,  but  delivery  was  impossible.  In 
these  procedures  the  children  died.  In  1,  the  child  died  after  a 
version  was  done.  In  4,  forceps  was  tried  and  the  child  died 
after  a  version  was  done.  In  2  cases  the  children  died  during 
attempts  to  deliver  by  forceps.  In  3,  the  children  were  dead  in 
neglected  cases  outside.  In  11,  the  children  were  dead  after  for- 
ceps had  failed  outside  the  hospital,  and  in  another  case  the  child 
died  after  both  forceps  and  version  had  failed  outside  the  hos- 
pital. In  1,  the  child  was  alive  and  mother  in  good  condition,, 
but  forceps  failed.  In  3,  the  children  were  alive,  but  the  mothers 
or  children  were  in  poor  condition.  Eight  mothers  died  in  these 
cases  of  deformed  pelves. 

Of  all  the  cases,  32  were  neglected  or  mismanaged  outside  of 
the  hospital,  not  counting  the  eclampsia  cases.  In  64  the 
mother's  condition  was  such  as  to  warrant  no  other  procedure 
involving  more  risk. 

Of  the  children,  1  was  in  very  poor  condition,  justifying  no 
operative  procedure  to  save  its  life.  Nine  were  alive  and  vig- 
orous at  the  time  of  operation;   3   of  these  were  hydroceph- 
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alic,  and  in  4  the  mother  was  almost  in  extremis,  so  that  to  savt> 
her  life  the  child  had  to  be  sacrificed.  In  26  cases  the  child  died 
after  attempts  to  deliver  by  forceps  and  version  in  the  hospital. 
In  23,  forceps  had  been  tried  outside ;  and  in  24,  forceps  failed 
inside  the  hospital.  In  9,  version  had  been  attempted;  and  in 
24,  version  had  been  completed  in  the  hospital,  in  all  of  which 
craniotomy  was  necessary  to  complete  the  delivery.  The  in- 
juries attributable  to  the  operation  itself  were  merely  slight  or 
moderate— laceration  of  the  cervix  or  perineum,  and  in  one 
case  a  tear  of  the  septum  in  a  uterus  septus.  Twenty-four  de- 
veloped sepsis  of  different  degrees  of  severity.  Of  all  cases,  26 
died — a  mortality  of  26.4  per  cent, 

The  causes  of  death  were  as  follows :  Eclampsia,  10  cases ; 
necrosis  of  uterus  or  sepsis,  8  cases;  rupture  of  the  uterus,  5 
cases ;  chronic  endocarditis,  1  case ;  toxemia,  1  case ;  accidental 
hemorrhage,  1  case. 

The  instruments  used  were  in  some  of  the  early  cases  Smellie's 
scissors  or  Breisky's  trephine,  followed  by  Lusk's  or  Scanzoni's 
cephalotribe.  In  the  large  majority  of  the  cases  Tarnier's  basio- 
tribe  sufficed.     Occasionally  Simpson's  cranioclast  was  of  service. 

In  66  vertex  presentations  the  heads  were  crushed.  In  23,  a 
perforation  of  the  aftercoming  head  was  all  that  was  necessary. 
In  7,  besides  a  perforation,  the  aftercoming  head  was  crushed. 
In  5,  a  decapitation  of  the  aftercoming  head  was  first  done. 
In  one  of  the  impacted  shoulder  cases,  after  decapitation  the 
forceps  easily  delivered  the  severed  head. 

In  looking  over  these  eases  from  our  modern  point  of  view 
and  with  our  knowledge  of  the  success  of  the  cutting  operations, 
we  find  at  least  11  in  which  to-day  we  would  not  hesitate  to  per- 
form either  a  symphyseotomy  or  Cesarean  section,  more  probably 
the  latter  operation. 

From  my  private  practice  I  can  only  cite  one  case  of  crani- 
otomy. The  patient  was  on  the  verge  of  eclampsia,  and  after 
a  prolonged  labor,  due  to  a  rigid  cervix,  the  indication  was  to 
deliver.  The  forceps  was  applied  to  the  head  of  a  child  barely 
seven  months  along.  Inasmuch  as  the  child  soon  died  and  the 
cervix  started  to  tear,  the  labor  was  completed  by  a  craniotomy. 

Our  conclusions  are : 

1.  That  craniotomy  is  an  operation  of  great  usefulness,  but 
one  whose  field  has  been  narrowed  to  cases  where  the  child  is 
dead,  except  on  occasions  of  grave  emergency  and  where  the 
mother's  life  would  be  jeopardized  by  a  cutting  operation. 
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2.  That  the  operation  of  itself  should  be  attended  with  prac- 
tically no  mortality  in  the  hands  of  a  careful  operator. 

3.  That  the  cutting  operations,  especially  Cesarean  section, 
should  be  done  more  frequently  in  proper  cases,  inasmuch  as  the 
maternal  mortality  has  been  reduced  almost  to  nothing  in  the 
improvement  of  the  technique  of  these  operations,  and  inas- 
much as  almost  every  baby  can  be  saved. 

Finally,  I  want  to  tender  my  thanks  to  Dr.  E.  B.  Cragin  for 
permission  to  collect  the  above  statistics,  and  also  wish  to  state 
that  a  great  many  of  his  ideas  have  been  expressed  in  this 
article.  There  is  no  doubt  that  to  Dr.  Cragin 's  skill  and  teaching 
the  brilliant  results  of  our  Cesarean  sections  at  the  Sloane  Ma- 
ternity Hospital  are  due. 

150  West  Fifty-xinth  street. 
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EARLY   INTRA-   AND   EXTRAUTERINE    SPECIMENS; 
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(With  plate  and  seven  illustrations.) 


In  research  work  concerning  the  histology  of  the  early  villi 
and  their  contiguous  environment,  two  interesting  problems 
immediately  confront  the  student.  One  is,  What  is  the  origin 
of  the  coverings  of  the  villi;  are  both  the  syncytium  and  the 
Langhans-cell  layer  fetal  in  origin ;  is  the  one  maternal  and  the 
other  fetal;  are  they  identical,  of  a  like  tissue?  The  second 
problem  is,  In  tubal  pregnancy  is  there  a  characteristic  decidual 
development?  Though  both  problems  have  been  repeatedly 
considered  by  writers  of  recognized  authority,  their  solutions 
still  show  so  diverse  opinions  that  the  subjects  are  practically 
still  open. 

The  interpretations  are  presented  in  sequence  as  they  sug- 
gested themselves  in  the  course  of  the  work.  They  are  from 
eight  specimens,  six  intra-  and  two  extrauterine.  The  intra- 
uterine specimens  are,  one  from  an  ovum  estimated  as  being  of 
'Read  before  the  Chicago  Gynecological  Society,  June  25,  1902. 
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about  the  third  to  fourth  week  development ;  the  second,  of  about 
the  fourth  to  fifth  week  of  development:  the  third,  the  sixth 
week;  the  fourth,  three  to  four  months;  the  fifth,  six  months; 
the  sixth  specimen  is  from  the  margin  of  the  placenta  at  its 
union  with  the  membranes  at  term.  The  extrauterine  specimens 
are,  one  of  about  the  second  week  development;  the  second,  of 
about  the  eighth,  these  latter  from  the  author's  case  of  "Re- 
peated Pregnancy  in  the  Same  Tube."1  The  specimens  are  all 
in  splendid  condition,  not  torn  or  obscured  by  hemorrhages. 

Concerning  the  first  problem :  What  is  the  origin  of  the  per- 
ipheral layers  of  the  villus? 

To  show  the  status  of  this  question  at  the  present  time,  a 

American  Jofrxal  of  Obstetrics,  vol.  xliv.,  No.  4,  1901. 


EXPLANATION    OF    PLATES. 

Fig.  1. — One-third  circumference  of  intrauterine  ovum  of  four  to  five  weeks. 
(l)Chorion,  amnion  not  yet  fused.  (2)Large  trunk  villus  to  decidua  reflexa(3). 
(4) Smaller  villi.  (5) Initial  budding  from  chorion  and  villi  well  shown;  syn- 
cytium always  leads.  (6)  Little  dots  in  intervillous  field  are  ectoblasts  sur- 
rounded by  a  variable-thickness  layer  of  syncytium,  like  initial  buds.  (7) Islands 
of  syncytium  with  nuclei  (Langhans  cells)  within;  previllous  stage.  (8)Un- 
broken  continuity  in  syncytium  and  nuclei,  and  similarity  in  histological  struc- 
ture of  chorion  and  villi  well  shown.  (10)  Empty  spaces  previously  occupied  by 
nuclei,  probably  worked  out  in  mounting  technique.  In  the  chorion  are  many 
such  empty  spaces.  These  spaces  show  quite  conclusively  that  the  limiting 
matter  of  the  small  spaces  is  syncytium,  not  a  distinct  cell-limiting  membrane. 

Fig.  2. — Serotinal  villi  from  same  ovum  as  Fig.  1.  (1)  Large  villus,  longi- 
tudinal section,  shows  beautifully  the  double  layer;  (2)the  outer  nuclei  in 
a  denser,  more  consolidated  syncytial  stroma;  (3) the  inner  nuclei  surrounded 
by  a  distinct  halo,  this  limited  by  a  structure  interpreted  as  undigested  plasm, 
giving  the  appearance  of  a  cell-limiting  membrane.  This  disappears  with  growth, 
so  that  at  maturity  there  is  only  the  nucleus  left.  (4) Other  villi  in  cross- 
section.  In  smaller  villi  observe  the  plasm  (5)  of  the  central  body  continuous 
into  the  periphery  (5)  without  apparent  change  in  consistence  and  little  in 
color.  (6)  Blood  vessels;  corpuscles,  majority  non-nucleated,  in  the  minority  is 
seen  a  commencing  nucleation.  Most  of  the  corpuscles  appear  as  mere  dots, 
nuclei.  In  some  spots  an  initial  encircling  orange-colored  plasm  is  observed. 
This  gives  these  corpuscles  the  appearance  of  a  nucleus  surrounded  by  an  orange- 
colored  (hematinized?)  plasm.  In  my  eight-week  extra-  and  intrauterine  speci- 
mens this  latter  is  the  characteristic  structural  appearance  of  the  nucleated  fetal 
blood  corpuscle.  (7)  Inner  nuclei  can  be  traced  directly  into  blood  vessels, 
demonstrating  that  the  nuclei  are  concerned  in  furnishing  corpuscles  for  the 
blood.  That  the  nuclei  should  serve  as  a  source  for  corpuscles  for  the  blood 
seems  peculiarly  appropriate,  for  their  purpose  is  nutrition  providers  and  car- 
riers. (8)  A  short  distance  from  this  spot,  close  to  the  inner  nuclei,  is  a  blood 
vessel  with  a  nucleus  touching  its  wall.  An  empty  space  between  two  nuclei 
just  above  the  vessel  suggests  that  this  nucleus  wandered  from  the  empty  space 
to  enter  the  vessel.  In  places  the  delicate  walls  of  the  blood  vessels  seem  to 
touch  the  border  of  the  inner  nuclei,  as  though  to  favor  their  entrance.  This 
idea  is  conveyed  at  7'.  It  is  beautifully  shown  and  more  clearly  so  in  a  two- 
months  specimen  worked  up  since  this  paper  was  commenced.  (9)  Maternal 
blood  corpuscles  which  have  been  absorbed  or  have  penetrated  the  syncytium  and 
outer  row  nuclei  as  far  as  the  inner  row  nuclei,  not  beyond.  This  phenomenon 
is  repeatedly  seen  in  the  two-months  villi ;  just  beyond  the  inner  row  nuclei  the 
larger  nucleated  corpuscles  of  the  fetal  blood  vessels  can  be  seen.  (S)  and  (9) 
are  sketched  in.  since  they  are  beyond  the  focus  here  shown. 
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brief  citation  from  Ladinski's  late  article1  will  be  apropos.     In 
his  paper  he  states  that: 

"The  question  whether  this  neoplasm  [deciduoma  malignum] 
takes  its  origin  from  maternal  or  fetal  structures  is  still  a 
mooted  one,  and  will  remain  so  until  the  origin  of  the  epithelial 
covering  of  the  chorionic  villi  is  determined  with  some  degree  of 
accuracy. 


Fig.  3. — From  two-weeks  ampullary  pregnancy.  Oval  desire  to  embed  shows 
here  a  typical  (tubal)  mucous  membrane  inflammatory  reaction.  The  in- 
tensity of  this  inflammation  is  like  that  characteristic  of  bacterial  invasion,  as 
in  diphtheria.  (1)  Round-cell  exudation.  Field  between  round-cell  margin  and 
chorion  made  up  of  inflammatory  exudate — (1')  fibrin — lymphocytes,  serum, 
and  mucin.  (2)  Villi  in  cross-section.  Compare  with  normal  decidua  serotina. 
(3)  Chorion.  Peripheral  coverings  well  shown  in  these  villi;  already  there  is  here 
a  double  row  of  nuclei,  as  in  other  villi.  It  shows  conclusively  a  peripheral 
syncytial  protoplasm  without  the  intervention  of  the  surface  epithelium  of  the 
uterus  (here  tube),  as  advanced  by  Strahl,  Merttens,  Kossman,  Von  der  Hoeven, 
and  J.  Whitridge  Williams.  Another  slide  shows  a  longitudinal  section  of  a 
villus,  extending  from  the  chorion  to  the  tubal  border  of  the  inflammatory  exu- 
date, and  examples  the  penetrating  powers  and  length  cf  a  villus. 

"All  observers  are  now  agreed,  with  very  few  exceptions,  that 
this  covering  consists  of  a  double  layer  of  epithelium,  as  first 
pointed  out  by  Langhans.    The  outer  layer,  that  nearest  the  ex- 

'Ladinski:  "Deciduoma  Malignum,"  American  Journal  of  Obstetrics, 
April,  1902,  p.  467. 
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ternal  wall,  or  syncytium,  is  composed  of  bands  of  protoplasm 
in  which  are  very  deeply  staining  nuclei  of  various  shapes,  ar- 
ranged mostly  in  a  single  row,  and  not  divided  into  definite  cells. 
The  inner  layer,  or  Langhans-cell  layer,  consists  of  definitely 
marked  cuboid  or  cylindrical  epithelial  cells.  Beneath  this  is 
the  connective-tissue  stroma  of  the  villi. 


pIG-  4. — Section  of  tube  wall,  sixth  to  eighth  week.  (1)  Villi  with  diffuse 
(Langhans  cell)  nuclear  (2)  proliferation,  nuclei  without  distinct  cell  wall 
structure,  reaching  to  (3)  pseudo-serotina,  made  up  of  nuclear  (Langhans  cell) 
proliferative  tissue.  1 4 1  Eroding  (malignant)  effect  of  nuclei  well  shown, 
especially  toward  artery,  which  is  almost  perforated.  (5)Ectoblasts  wander- 
ing into  all  the  coats  of  the  tube.  (6) Intervillous  or  bridging  tissue  made  up 
of  proliferative  syncytium  and  nuclei ;  for  amplification  see  next  illustration. 
(7) Maternal  blood  corpuscles. 

"There  is,  however,  a  decided  difference  of  opinion  as  re- 
gards the  origin  of  the  syncytium  and  Langhans-cell  layer.  Thus 
we  have  (1)  the  theory  of  Kastschenko,  Minot,  Gottschall,  and 
Albert,  that  the  syncytium   and  Langhans-cell  layer  are  both 
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derived  from  the  fetal  ectoderm,  that  the  syncytium  is  primary 
and  the  cell  layer  is  derived  from  it;  (2)  that  of  Hubrecht, 
Peters,  Marchand,  and  Aschoff,  that  the  cell  layer  is  primary 
and  the  syncytium  derived  from  that;  and  (3)  Strahl,  Merttens, 
Kossmann,  Van  der  Hoeven,  and  Williams  believe  that  the  Lang- 
hans-cell  layer  is  of  fetal  origin  and  the  syncytium  is  derived 
from  uterine  surface  epithelium.  The  histology  as  well  as  the 
pathology  of  this  disease,  therefore,  is  far  from  settled  and  still 
remains  a  subject  for  controversy  among  pathologists." 

From  my  interpretations,  as  drawn  from  these  studies  of  intra- 
and  extrauterine  specimens,  I  would  offer  the  following : 


Fig.  5. —  (1) Cross-section  of  large  villus,  extrauterine.  (2)Oblique  section 
of  small  villus.  (3)  Nuclear  (Langhans  cell)  proliferations,  like  tips  (2')  of 
villi.  (4) Buds  of  syncytium  with  nuclei.  (5)  Maternal  blood  corpuscles.  This 
specimen  is  from  the  proliferation  tissue  shown  in  the  upper  corner  of  Fig.  4. 
Both  layers  of  nuclei  in  consolidated  plasm.  Observe  nuclei  here,  same  in 
general  characteristics  of  form  and  size  as  nuclei  in  succeeding  Illustrations. 


1.  The  syncytium  with  its  cells,  both  layers,  is  fetal  in  origin. 

2.  The  syncytium  is  the  peripheral,  muciparous  stroma  of 
the  chorion  or  the  villus  as  modified  and  added  to  by  the 
ameboid  activities  of  the  nuclei  (Langhans)  upon  their  sur- 
rounding environmental  tissues. 

3.  There  is  no  distinct  or  technical  cell  structure  presented  in 
the  so-called  Langhans  cell ;  there  is  only  a  characteristic  nucleus 
present.    In  the  inner  layer,  or  Langhans  layer,  I  find  no  distinct 
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cell  structure,  but  a  pseudo  cell  structure,  a  nucleus  surrounded 
by  a  halo,  and  this  limited  by  a  more  or  less  delicate  filament 
consisting  of  consolidated  syncytial  stroma,  giving  the  appear- 
ance of  a  technically  considered  cell-limiting  membrane. 

4.  This  is  proved  by  (a)  the  appearance  of  the  periphery  of 
the  villi  in  the  latter  half  of  pregnancy,  after  the  fetal  circula- 
tion has  been  established,  where  the  villi  show  a  gradual  disap- 
pearance of  the  characteristic  syncytial  bordering  protoplasm, 
with  a  corresponding  loss  of  the  encircling  arrangement  of  the 


Fig.  6. — Villi  in  cross  and  partial  section,  intrauterine ;  from  a  three- 
months  twin  pregnancy,  with  single  placenta,  one  cord — central  :  the  second, 
velamentosal  insertion.  Double  layer  with  inner  (Langhans)  cell-like  appear- 
ance, again  only  consolidated,  not  yet  assimilated  syncytial  plasm.  Blood 
vessels  with  non-nucleated  blood  corpuscles,  red  and  crenated  appearing.  Notice 
nuclei,  especially  in  partially-sectioned  villi,  are  without  cell-limiting  mem-- 
brane.  These  nuclei  are  like  those  seen  in  extrauterine  pregnancy  and  in  malig- 
nant metastatic  formations.      See  Figs.  5,  7.  and  8. 


nuclei  (Langhans  cells).  As  Minot  puts  it,  "toward  the  end  of 
pregnancy,  however,  the  epithelium  of  the  villi  undergoes  great 
alteration.  On  the  larger  villi  a  true  epithelial  investment  has 
almost  entirely  disappeared,  and  instead  isolated  accumulations 
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of  large  round  nuclei  are  found  and  form  protuberances  (Zell- 
kiioten,  cell  patches)  on  the  surface  of  the  villi."  (6)  By  the 
appearance  of  the  nuclei  in  the  nuclear  proliferation  tissue  con- 
necting the  villi  with  the  tube  wall.  Fig.  4  (2),  where  there  is 
no  cell-limiting  membrane  as  in  a  technical  cell,  (c)  By  the 
appearance  of  the  nuclei  in  the  nuclear  proliferation  tissue  con- 
necting the  villi  with  the  decidual  serotina  in  the  uterine  preg- 
nancy.   Here  the  contrast  is  definite,  and  shows  that  the  nuclei 


Fig.  7. — From  tube  wall  of  sixth  to  eighth  week  tubal  pregnancy.  (l)Sero- 
tinal  aspect.  (2)  I  Langhans)  nuclei  wandering  throughout  the  tube  wall. 
(3)Nuclei  (in  upper  right  corner),  especially  like  nuclei  in  Fig.  6  and  in  Fig.  8, 
the  latter  from  a  deciduoma  malignum. 


of  the  proliferation  tissue  of  the  villus  are  without  a  cell-limit- 
ing membrane  in  a  field  of  plasm,  alongside  the  large  decidual 
cell  of  the  serotina.  with  its  nucleus  and  characteristic  cell-lim- 
iting membrane,  (d)  By  the  appearance  of  the  nuclei  in  the 
metastatic  formations  of  the  syncytioma,  where  there  is  no 
cell-limiting  membrane  around  the  nuclei. 
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5.  Syncytioma  is  the  most  correct  term  at  the  present  time 
descriptive  of  this  neoplasm.  Syncytioma  refers  to  that  par- 
ticular structure  only  of  the  chorion  or  villus,  and  which  pos- 
sesses the  wandering,  invading,  destructive,  and  ameboid 
qualities  characteristic  of  the  syncytium  and  its  nuclei.  Further, 
the  term  suggests  a  new  growth,  consisting  of  a  dense  pro- 
toplasm (syncytium)  and  nuclei  (Langhans  cells).  Again,  as 
will  be  shown,  the  syncytium  always  leads  in  the  sprouting 
process  of  the  chorion  or  villi,  the  nuclei  follow  in,  this  sprout- 


Fig.  8. — From  Dr.  C.  S.  Bacon's  case  of  deciduoina  malignum  (American 
Journal  of  Obstetrics,  vol.  xxxi.,  1895).  Pulmonary  metastasis.  No  cell 
structures.  Nuclei  only  ;  similarity  to  nuclei  in  Fig.  6,  a  normal  three-months 
villus  ;  and  nuclei  in  Fig.  7.  a  tube  wall  infiltrated  with  Langhans  nuclei ;  simi- 
larity easily  apparent. 


ing  naturally  preceding  the  wandering  of,  or  the  possibility  of. 
metastatic  formation  of  the  free  nuclei.  As  I  show  below,  even 
the  free  ectoblasts  (nuclear  division)  are  invested  by  syncytium 
before  they  leave  the  mater  syncytium.  This  term  naturally, 
and  correctly  so,  excludes  the  thought  of  blood  vessels  and 
other  higher  structures.     Chorio-epithelioma,  far  more  correct 
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than  deciduoma  malignum,  suggests  a  higher  order  of  histologi- 
cal merit  than  is  present  in  the  neoplasm.  Deciduoma  malignum 
is  manifestly  incorrect,  for  neither  the  decidua  nor  its  cells  give 
origin  to  the  new  growth. 

6.  Part  of  the  nuclei  in  the  syncytium  become  corpuscles  of 
the  blood.  Examination  of  many  specimens  seems  to  confirm 
this  thought.  This  seems  not  an  untoward  ultimate  function  for 
these  nuclei.  Control  of  many  specimens  indicates  that  nuclear 
division  and  growth,  and  naturally,  therefore,  of  the  young 
nuclei  (ectoblasts)  of  the  outer  row,  is  directed  outward  away 
from  the  body  of  the  villus,  while  the  direction  of  disappearance 


Fig.  9. — Large  amplification  of  nuclei  in  Dr.  C.  S.  P.acon's  case  of  deciduoma 
malignum.     Shows  no  cell  structure,  only  large  vesicular  nuclei. 

of  the  mature  nuclei  of  the  inner  row  is  toward  the  interior  of 
the  villus.  In  Fig.  2  (7)  and  (8)  the  nuclei  can  be  traced 
into  the  blood  vessels. 

Again,  in  a  two-months  specimen  maternal  blood  corpuscles  are 
seen  to  penetrate  through,  or  are  absorbed  by,  the  outer  layer 
of  the  syncytium  and  nuclei ;  they  extend  unaltered  to  the  inner 
row,  but  not  beyond — that  is,  I  find  none.  In  Fig.  2  (9)  I  try 
to  reproduce  this  effect.  The  penetration  or  absorption  of  these 
maternal  blood  corpuscles  is  not  exceptional.  It  can  be  observed 
in  many  places  and  in  many  villi.    I  first  noticed  it  in  the  extra- 
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uterine  series,  where  I  explained  their  appearance  as  material 
to  be  assimilated  by  the  syncytium  and  nuclei.  Another  sug- 
gestion this  specimen  emphasizes  is  that  the  blood  corpuscles 
(here  of  a  two-months  fetus)  possess  ameboid  qualities — that  is, 
they  can  convert  outside  (central  and  syncytial)  nuclei  into 
nucleated  blood  corpuscles. 

Descriptive. — For  the  sake  of  clearness  in  description  it  will 
be  convenient  to  speak  of  the  early  villus  as  presenting  (1)  a 
central  body,  chiefly  composed  of  mesenchymal  (mucous)  tissue, 
in  which  are  embedded  the  blood  vessels,  etc.  (2)  A  peripheral 
border — the  syncytial  border — made  up  of  syncytium,  from  the 
mesoderm,  in  which  are  several  rows  of  nuclei  (spoken  of  as 
cells — L.)  from  the  ectoderm.  This  border  is  not  a  limiting 
membrane  nor  a  true  enveloping  derm,  as  suggested  in  the  term 
ectoderm.  It  is  transitory  in  nature,  disappearing  as  pregnancy 
advances,  so  that  by  maturity  it  exists  only  in  the  form  of  the 
isolated  Zellknoten. 

The  early  chorion  presents  externally  a  protoplasmic  (mes- 
enchymal) periphery,  containing  nuclei  (double  row,  etc.),  the 
so-called  Langhans  cells,  forming  the  early  or  primal  syncytium 
(Fig.  1).  To  the  syncytium,  with  its  nuclei,  are  given  as  physio- 
logic function  the  properties  of  attacking,  dissolving,  and  assim- 
ilating its  environmental  (decidua,  tubal  mucous  membrane, 
peritoneum,  etc.)  tissues  to  furnish  nutrition  to  the  growing 
ovum.  The  villus  is  a  bud,  a  sprout  of  the  chorion,  therefore 
alike  in  peripheral  and  somatic  cell  and  stroma  structure,  also 
physiologic  function.  The  syncytium  of  the  villus  is  the  same 
in  structure  and  is  directly  continuous  with  the  peripheral  cover- 
ing of  the  early  chorion.  The  villi  being  the  roots  of  nutrition  for 
the  ovum,  in  distal  extremity  they  are  unfixed,  and  to  a  certain 
extent  need  to  wander  as  necessity  of  nutrition  demands. 
Naturally,  its  syncytium  develops  a  greater  activity  than  that  of 
the  syncytium  of  the  fixed  chorion  proper ;  therefore  the  greater 
thickness  and  the  varying  thicknesses  of  the  syncytium  in  vari- 
ous villi  of  the  same  specimen.  Both  the  two  clearly  differenti- 
ated layers  of  the  so-called  ectoderm  (syncytium  and  nuclei) 
are  similar  in  histological  structure,  alike  both  in  stroma  and 
cell.  Both  cell  and  stroma  are  interdependent  and  always  as- 
sociated. The  stroma  of  the  villus  is  a  muciparous  one ;  the 
villus,  as  a  whole,  in  its  early  form  and  consistence  might  be 
spoken  of  as  a  highly  organized  gelatinous  body.  As  has  been 
noted,  the  syncytium  of  the  villus  is  the  peripheral  muciparous 
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stroma  of  the  villus  as  modified  by  the  activities  of  the  nuclei, 
these  activities  corresponding  to  the  exigencies  of  necessity  and 
the  resistance  offered  them  in  winning  growth  and  nutrition  for 
the  ovum  at  the  expense  of  the  tissues  of  their  environment. 
Hence,  the  syncytial  protoplasm  is  denser  than  that  of  the  cen- 
tral portion  of  the  villus,  for  it  contains  in  its  primary  stages 
much  material,  the  process  of  nuclear  and  syncytial  digestion  of 
this  environmental  material.  The  outer  nuclei  of  the  early  vil- 
lus, with  their  surrounding  plasm  (their  saliva  of  mastication), 
have  a  masticating  and  salivary  function  upon  their  environ- 
ment; digestion  is  continued  by  the  inner  nuclei,  and  so  on, 
alimentation  being  perfected  in  an  inward  direction.  Nuclear 
growth  occurs  in  an  outward  direction.  To  convert  this  com- 
pound granular  protoplasm  (villus  peripheral  stroma  plus  the 
absorbed  broken-down  particles  of  environmental  tissues)  into 
a  clear  plasm  like  the  homogeneous  plasm  of  the  central  body  is 
also  a  function  of  the  nuclei.  This  ameboid  digestive  function 
of  the  nuclei  continues  throughout  villus  expression.  It  is  most 
active  in  the  primary  chorion  and  villi,  decreasing,  but  not 
wholly  disappearing,  as  maturity  is  reached.  This  waning  of 
ameboid  digestive  function  of  the  syncytium  and  nuclei  is  only 
natural,  since  it  is  consonant  with  the  gradual  lessening  in  the 
quantity  of  syncytium  and  nuclei  of  the  villus  as  maturity  in- 
creases. That  it  is  not  entirely  lost  is  seen  in  its  very  slight 
expression  (histological  and  physiological)  in  the  maturer  villus, 
for  here  they  (syncytium  and  nuclei)  are  not  so  essential,  since 
the  source  of  nutrition  now  is  primarily  from  the  blood  supply. 

In  the  mature  villus  the  perseverance  of  the  few  nuclei  in  the 
Zellknoten  instead  of  the  rich  investment  of  the  early  villus  sug- 
gests that  they  survive  as  the  necessary  and  fitting  few;  that 
should  occasion  arise  to  demand  a  greater  assimilative  power 
than  is  possible  in  the  more  open  stroma  of  the  mature  villus, 
then  these  few  nuclei  of  the  Zellknoten  could  attack  the  occasion- 
ing entity,  break  it  down,  and  render  it  absorbable.  As,  for 
instance,  a  solid  or  semi-solid  substance  be  carried  by  the  blood 
current  to  the  open  stroma  of  the  mature  villus;  then  these  few 
nuclei  and  syncytium  would  prove  their  fitness  for  the  occasion 
and  reason  for  surviving. 

As  budding  occurs  from  either  the  chorion  or  villus,  syncytial 
plasm  is  always  projected  first:  then  follow  in  its  substance,  and 
as  secondary  step  in  this  budding,  the  nuclei.  Before  such  a 
picture  showing  this  budding  process  of  the  chorion  or  villus 
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it  is  difficult  to  appreciate  the  philosophy  of  a  maternal  origin 
for  the  syncytium.  This  characteristic  of  syncytial  budding 
argues  against  the  maternal  origin  of  the  syncytium.  For  were 
the  syncytium  of  maternal  origin,  the  current  of  initial  syncytial 
projection  and  growth  should  be  toward  the  periphery  of  the 
chorion  and  villi,  instead  of  away  from  them  toward  the  ma- 
ternal tissues,  which  it  does,  and  with  so  striking  a  malignant 
effect  upon  those  maternal  tissues.  The  microscope  always 
shows  an  antagonistic  syncytial  outgrowth  from  the  ovum 
toward  the  uterus,  not  from  the  uterus  toward  the  ovum. 

The  syncytium,  both  of  the  villus  and  of  the  chorion,  in  its 
histological  expression  suggests  a  function  similar  to  that  seen 
in  the  muciparous  projection  of  other  lower  (reptilian,  etc.)  life, 
viz.,  it  halts,  paralyzes,  fixes,  encapsulates,  and  assists  its  par- 
enchymal cells,  the  nuclei,  in  the  alimentation  of  its  victims,  the 
tissues  of  its  environment. 

Peters'  theory  for  the  formation  of  the  syncytium  is  that  it 
is  due  to  the  corrosive  action  of  the  maternal  blood  upon  the 
Langhans  cells.  In  the  early  weeks  of  villus  expression  it  is 
easier  to  entertain  Peters'  theory  as  one  of  the  causes  in  the 
formation  of  the  syncytium;  but  not  as  the  only  cause,  rather 
as  one  among  several  causes.  But  what  of  the  corrosive  action 
in  later  villus  expression,  where  blood  activity  and  corrosive 
possibility  becomes  progressively  greater,  and  proportionately 
is  immensely  greater?  This  latter  thought  argues  against  his 
theory. 

That  the  syncytium  takes  the  stains  more  darkly  (Pigs.  1  to  7) 
than  the  central  portions  of  the  villus  stroma  is  due  to  several 
causes;  one,  as  just  mentioned,  the  syncytium,  because  com- 
pound, is  denser.  Another  factor  is  the  greater  consolidating 
and  hardening  effects  our  laboratory  media  have  upon  such  a 
gelatinous,  muciparous  periphery  than  upon  its  inner  central 
parts.  Another  is  the  effect  of  the  absorption  and  consequent 
reflection  of  the  greater  amount  of  staining  fluid  taken  up  by  the 
nuclei;  this  effect  is  increased  by  the  close  arrangement  of  the 
rows  of  nuclei  (Langhans). 

This  peripheral  hardening  effect,  due  to  surrounding  media, 
may  be  readily  followed  and  seen  in  so  simple  an  experiment  as 
a  drop  of  the  white  of  an  egg  dropped  upon  a  slide.  In  a  few 
moments  a  distinct,  dense,  peripheral  rim  is  observed;  wipe  off 
the  drop  with  a  rag,  a  denser  rim  is  left  after  the  body  is  wiped 
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away.  Repeat.  Stain  with  methylene  blue  and  observe  the 
differences  in  density  and  shade.     Control  with  microscope. 

It  is  described  that  the  ectoderm  of  the  villi,  in  its  earliest 
stages,  consists  of  two  clearly  differentiated  layers,  a  thinner 
outer  one  with  smaller  nuclei  and  without  cell  boundaries,  and 
an  inner  one  consisting  of  distinct  cells  with  large  nuclei 
(Minot).  Under  a  low  power  (50,  etc.)  the  slide  on  first  sight 
seems  to  show  a  separate  cell  arrangement,  the  idea  conveyed  in 
the  many  illustrations'  of  special  book  and  article.  But  closer 
examination,  even  with  this  power,  creates  a  doubt  as  to  a 
technical  cell  arrangement,  which  is  increased  as  the  power  is 
raised.  This  observation  holds  true,  also,  when  applied  to  the 
slide  of  the  syncytial  neoplasm.  The  distinct  cell  picture 
(Fig.  2)  of  the  inner  layer,  on  cross-section  especially,  is  due,  I 
think,  to  several  causes.  One,  the  greater  consolidating  effect 
of  the  laboratory  media  upon  the  peripheral  outer  layer  than 
upon  the  inner  layer,  must  be  taken  into  account.  Another,  the 
difference  in  the  digestive-ameboid,  function  effect  of  the  nuclei. 
The  nuclei  of  the  outer  layer  are  more  aggressive  to  their 
nutrient  environmental  tissues  than  are  those  of  the  inner  layer ; 
they  have  no  time  for  assimilation  of  this  extraneous  nutrient 
material.  This  is  perfected  by  the  nuclei  of  the  inner  row ;  these 
change  the  denser  compound  granular  outer  protoplasm  into  a 
transparent  gelatinous  material  similar  to  that  of  the  plasm  of 
the  villus  proper.  Each  nucleus,  having  a  circular  influence 
(Fig.  2  (3)  and  Fig.  6),  clears  a  circular  space  around  itself, 
leaving,  and  hounded  thereby,  a  slight  intermediate  margin  of 
plasm,  persisting  for  future  assimilation;  thus  there  is  given  to 
the  inner  row  its  separate  cell  appearance.  Again,  the  separate 
cell  appearance  of  the  inner  or  Langhans  layer  is  not  always 
present;  the  consolidation  persists  (Figs.  4  and  5).  Even  in  the 
outer  layer  the  nuclei  in  some  places  are  seen  surrounded  by  a 
commencing  halo,  as  though  by  a  lighter  protoplasm.  This 
could  be  interpreted  as  indicative  of  a  primitive  cell  formation, 
with  commencing  limiting  membrane.  My  interpretation  reads 
that  it  is  due  to  the  commencing  digestive  effect  of  the  outer 
nuclei  upon  their  surrounding  compound  plasm,  giving  such 
contiguous  plasm  a  clearer  and  more  transparent  effect;  there- 
fore this  pale  halo  or  cell  effect.  Occasionally  a  fissure  is  seen 
in  the  syncytium,  as  though  the  contracting  agent  caused  so 
great  shrinking  as  to  induce  a  fissure. 

Examination  of  many  sections  shows  central  stroma  insensibly 
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merging  into  peripheral  or  syncytial  stroma,  and  without  ap- 
parent change  in  texture,  often  without  noticeable  change  in 
color,  Fig.  2  (5),  suggesting  an  unbroken  uniformity  in  tissue 
structure ;  at  other  times  the  syncytium  is  tinged  with  a  greater 
eosinophilic  character.  In  these  latter  cases  it  seems  again  re- 
flexive, and  due  to  the  reflexion  of  the  abundant  staining  ma- 
terial in  the  profuse  cell  proliferation.  Again,  in  many  sections, 
as  oblique  sections,  the  outer  nuclei  are  not  characteristically 
smaller  than  the  inner;  they  vary  in  size;  often  large  cells 
(nuclei)  are  externally  and  smaller  cells  (nuclei)  internally. 
This  is  especially  so  in  the  extrauterine  specimens.  In  some 
villi  where  the  peripheral  cells  (nuclei)  are  almost  absent,  no 
color  shades  are  noticeable  between  the  peripheral  and  somatic 
stroma,  similar  in  effect  to  the  picture  of  the  mature  villi.  This 
absence  of  syncytium  and  nuclei  in  some  early  villi  can  be  ex- 
plained on  the  theory  of  precocity. 

From  the  foregoing  I  am  led  to  believe  that  the  cell  bodies 
in  the  outer  layer,  spoken  of  as  nuclei  without  cell  boundaries, 
and  the  cell  bodies  in  the  inner  layer,  known  as  Langhans  cells, 
are  similar  structures — nuclei  only.  Their  surrounding  plasm 
is  without  a  limiting  membrane,  from  the  muciparous  stroma 
plasm  proper  of  the  villus  or  of  the  chorion.  Therefore  the  great 
deviation  in  size  and  form  of  the  nucleus,  the  so-called  Langhans 
cell,  when  detached  from  the  villus.  At  times  (Figs.  1  and  5) 
there  is  a  small  nucleus,  with  large  surrounding  syncytial  plasm ; 
again,  a  comparatively  small  surrounding  syncytial  plasm  with 
many  nuclei ;  again,  the  syncytial  giant  cell  in  its  many  forms 
and  sizes;  likewise  the  disparity  in  size  and  appearance  of  the 
nucleus  in  the  nuclear  proliferations  and  intervillous  connecting 
link  or  bridging  tissue,  so  well  shown  in  the  extrauterine  preg- 
nancy (Figs.  4  and  5). 

Nuclear  division  (the  Langhans  cell  of  description)  is  not 
by  mitosis;  I  can  find  none.  I  find  only  irregular  cell  division, 
in  this  respect  resembling  the  pathologic  karyokinesis  seen  in 
the  malignant  tumor.  The  nucleus  (Langhans)  viewed  toward 
the  mesoderm  is  of  a  round,  polygonal,  or  oval  form,  and  seems 
to  have  one,  sometimes  several,  prominent  nuclei,  with  traces  of 
granules;  as  it  nears  and  as  it  occurs  in  the  outer  syncytial 
periphery  of  the  villus,  the  nucleus  seems  to  have  grown  in  ac- 
tivity, and  now  contains  many  nucleoli;  the  prominent  nucleus 
is  not  apparent ;  the  nuclear  definition  disappears,  leaving  a  cell- 
like cluster  of  many  separate  nucleoli.     Liberated  into  the  sur- 
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rounding  muciparous  stroma,  these  small  bodies,  ectoblasts 
Fig.  1(6),  are  bathed,  so  to  speak,  with  a  muciparous  (syncytial) 
surrounding  plasm  variable  in  thickness.  These  minute  ecto- 
blasts wander  into  surrounding  tissues,  directly  and  through 
the  vessels,  both  in  intra-  and  extrauterine  pregnancy.  In 
this  aberrant  structure  of  the  nucleus  (Langhans  cell)  lies 
some  explanation  of  the  difference  in  function  between  the 
decidual  cell  with  its  apparent  distinct  limiting  membrane  and 
the  (Langhans)  nuclear  cell  without  such  limiting  membrane. 
The  large  white  decidual  cell  is  essentially  a  defender  of  ma- 
ternal tissue ;  the  syncytial  nucleus,  on  the  contrary,  is  a  rover, 
a  freebooter  cell,  which,  before  it  consumes  maternal  tissue, 
must  paralyze,  hence  the  necessity  for  a  free  surrounding  neu- 
tralizing plasm. 

In  the  intrauterine  pregnancy  these  infant  ectoblasts  are  the 
advance  posts  of  the  villus;  by  their  direct  wandering  they 
blaze  the  way  into  the  surrounding  tissues  for  the  advancing 
villus  by  neutralizing,  breaking  down,  and  making  readily 
absorbable  the  tissue  structures  of  its  environment,  the  decidua. 

In  the  extrauterine  pregnancy  their  function  is  a  similar  one, 
but  here  the  picture  suggests  a  far  greater  nuclear  activity  than 
in  the  intrauterine  case.  In  one  of  the  specimens  from  which 
Fig.  3  is  taken  a  villus  is  seen  extending  all  the  way  from  the 
chorion  down  through  the  inflammatory  exudate  to  its  tubal 
margin.  In  the  intrauterine  form  the  nuclear  activity  meets 
with  a  passive  resistance,  as  though  the  decidua  was  intended 
as  a  nutrient  material  for  the  invading  but  expected  ovum.  In 
the  extrauterine  pregnancy  the  nuclear  activity  is,  and  must  be, 
greater,  for  here  the  ovum  acts  as  an  invading  organism,  with 
virulent  parasitical  characteristics  (Fig.  3).  Its  every  step  of 
growth  is  typical  of  anger,  like  the  cancer  cell,  as  seen  in  its 
virulent  active  deprecatory  invasion  of  true  and  various 
splanchnic  parenchyma. 

In  both  forms  of  pregnancy  these  ectoblasts  and  their  ma- 
turer  forms  functionate  like  malignoblasts  to  the  maternal 
tissues,  more  especially  so  in  the  extrauterine  pregnancy. 

In  the  intrauterine  pregnancy  their  malignant  ions  are  prob- 
ably neutralized  to  a  great  extent  by  decidual  function. 

The  picture  of  the  early  villus  suggests  a  gelatinous  tissue, 
expansion  and  rapid  growth,  with  great  nuclear  activity. 

The  picture  of  the  mature  villus  suggests  a  connective  tissue, 
consolidation  (fibrosis)  and  early  decadence,  with  little  nuclear 
activity. 
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In  the  mature  villus,  all  stroma,  the  connective  tissue  in  the 
trunks,  and  the  semi-connective  tissue  of  the  buds,  because  of 
this  fibrosis  and  consolidation,  are  eosinophilic,  where  in  the 
earlier  villus  it  is  neutral  because  of  its  more  muciparous  char- 
acter. In  the  mature  villus  the  peripheral  syncytial  arrange- 
ment is  not  so  pronounced  as  in  the  earlier  villus,  again  because 
of  this  maturer  general  fibrosis.  The  fewer  nuclei  and  nuclear 
groups  of  the  periphery  of  the  mature  villus  are  the  mature 
forms  of  the  nuclei  (the  Langhans  cells  of  description)  of  the 
early  villus,  now  likewise  showing  in  their  denser  bodies  the 
consolidation  of  maturity  and  the  waning  activity  of  adolescence. 

Embryonal  growth  seems  essentially  a  nuclear  one  (in  the 
usual  descriptive  sense).  The  syncytial  plasmic  proliferation  is 
consonant  with  nuclear  activity,  this  activity  giving  to  the 
syncytial  plasm  virulent  qualities.  In  the  expression  of  the 
cancer  juice  and  the  cancer  cell  we  see  its  analogue. 

It  is  with  pleasure  that  I  acknowledge  herewith  the  high  tech- 
nical merit  and  artistic  enthusiasm  extended  me  by  Dr.  Carl  T. 
Gramm,  Chicago,  in  his  preparation  of  the  photomicrographs. 
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I  wish  to  premise  my  remarks  by  the  report  of  two  cases  of 
traumatic  partial  rupture  of  the  umbilical  cord  in  pregnancy. 

Mrs.  A.,  aged  27.  was  pregnant  with  her  second  child  about 
eight  months.  On  June  30,  1902,  while  standing  near  her  car- 
riage, the  horse  suddenly  kicked  her  in  the  abdomen  with  his 
hind  foot.  The  patient  was  knocked  down  and  was  dazed  for 
half  an  hour,  but  did  not  lose  consciousness.  The  abdominal 
wall  was  bruised  and  discolored,  especially  in  the  left  of  the 
hypogastric  region,  where  the  horse's  foot  landed,  but  sustained 
no  laceration  or  puncture.  About  thirty-five  minutes  after  the 
accident  the  patient  complained  of  violent  fetal  movements  that 

^ead  before  the  Chicago  Gynecological  Society,  September  19,  1902. 
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soon  became  so  vigorous  as  to  cause  nausea  and  dizziness.  The 
movements  increased  to  a  maximum  and  then  gradually  weak- 
ened until  they  were  felt  no  more.  These  movements  lasted 
fifteen  minutes.  \Yhen  called  to  the  case  I  was  unable  to  find 
any  heart  tones  or  to  obtain  any  fetal  motions.  The  cervix  was 
closed  and  there  was  no  bleeding.  The  temperature  was  99.6°, 
the  pulse  100,  weak  and  nervous.  The  history  of  the  accident 
and  the  absence  of  any  signs  of  fetal  life  led  me  to  believe  that 
the  child  was  dead,  and,  knowing  that  if  such  were  the  case 
labor  would  occur  spontaneously  in  a  short  time,  I  adopted  the 
method  of  watchful  expectancy.  The  first  labor  pains  started  in 
twenty-six  hours  after  the  accident.  Several  efforts  to  obtain 
the  fetal  heart  sounds  in  the  interim  had  failed  and  no  life  had 
been  felt  by  the  mother.  After  a  normal  labor  of  six  hours  the 
fetus   (a  male)    was  born  dead.     The  placenta  came  away  in 


thirty  minutes  with  slight  hemorrhage.     The  mother  made  an 
excellent  recovery. 

The  cord  was  42  centimetres  long,  Avas  inserted  into  the  centre 
of  the  placenta,  and  was  coiled  around  the  child's  neck  twice, 
but  not  so  tightly  as  to  leave  any  marks.  The  partial  rupture 
occurred  14  centimetres  from  the  navel,  the  umbilical  vein  being 
the  injured  vessel.  A  hematoma  had  formed  within  the  sheath 
or  capsule,  measuring  two  inches  long,  seven-eighths  of  an  inch 
in  diameter,  and  three  inches  in  circumference.  There  was 
no  tearing  of  the  sheath.  The  cord  was  moderately  thick  and 
varicose  in  the  fetal  portion  and  contained  three  spirals.  Be- 
tween the  rupture  and  the  navel  the  cord  was  bloodless,  measur- 
ing only  a  centimetre  in  width,  while  that  portion  between  the 
rupture  and  the  afterbirth  was  from  two  to  three  times  as  thick, 
was  black  and  engorged  with  blood.     The  arteries  were  appar- 
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ently  normal.  At  the  point  of  rupture  the  blood  had  been 
forced  out  into  the  Wharton's  jelly  and  could  be  seen  through 
the  sheath  as  dark,  ecchyniotic  areas  irregularly  distributed 
under  the  surface  of  the  capsule. 

The  most  reasonable  theory  in  regard  to  this  peculiar  and 
rare  accident  seems  to  be  that  the  cord  at  the  site  of  the  injury 
was  lying,  not  around  the  neck,  but  on  the  child's  back  and  next 
to  the  anterior  wall  of  the  uterus.  The  scarcity  of  liquor  amnii 
in  this  instance  allowed  the  cord  to  lie  between  two  practically 
solid  bodies,  the  fetal  back  and  the  uterine  wall.  The  abdominal 
wall  was  very  thin  and  the  fetus  could  be  readily  palpated  ex- 
ternally. The  impact  of  the  horse's  hoof  destroyed  the  integ- 
rity of  the  venous  wall  and  caused  an  extravasation  of  blood  into 
the  surrounding  tissues.  The  blood  already  in  the  fetal  body  was 
removed  by  way  of  the  arteries  and  was  found  in  the  placenta 
and  the  proximal  portion  of  the  cord,  while  the  fetus  and  the 
peripheral  cord  were  left  pale  and  bloodless.  It  is  doubtful 
whether  such  an  accident  could  have  happened  to  a  healthy 
cord,  excepting  when  accompanied  by  more  extensive  injury  to 
the  abdominal  wall.  There  was,  however,  a  history  of  syphilis 
in  this  case,  as  evidenced  by  a  former  skin  eruption,  falling  out 
of  the  hair,  etc.,  and  a  stillbirth  two  years  ago.  The  present 
fetus  was  poorly  developed  and  the  skin  was  loose  and  much 
wrinkled. 

The  second  case  is  one  of  the  more  common  variety  of  funic 
rupture. 

Mrs.  G.,  aged  29,  Illpara,  had  a  rapid  labor  lasting  two 
hours  and  thirty  minutes.  The  pains  occurred  every  two  min- 
utes and  were  violent  in  character.  The  patient  was  up  and 
walking  around  the  room,  leaning  on  the  bedpost,  when  the 
pains  came  on.  Immediately  upon  my  entering  the  room  the 
patient  gave  a  shriek,  and  while  standing  the  fetus  was  forced 
out  of  the  pelvis  by  a  violent  contraction  and  fell  to  the  floor 
with  a  thud  before  I  could  reach  her  side.  The  cord  was  torn 
across  eight  centimetres  from  the  navel,  the  rupture  being 
oblique  and  ragged.  There  was  no  hemorrhage.  The  fetal  end 
was  tied  and  the  mother  quickly  carried  back  to  bed.  The 
placenta  came  away  in  ten  minutes,  weighed  one  and  a  quarter 
pounds,  and  was  uniformly  fibrous.  The  cord  measured  37 
centimetres  in  length,  was  thin,  bloodless,  and,  excepting  a 
few    varicosities,    possessed    no    anomalies.     The    amnion    and 
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chorion  were  thick  and  fibrous.  There  was  no  perineal  lacer- 
ation. 

It  is  a  noteworthy  fact  that  the  strength  and  resistance  of  the 
umbilical  cord  have  been  greatly  over-estimated.  The  earlier 
authors  denied  the  assertion  that  the  powers  of  spontaneous 
labor  were  great  enough  to  effect  a  rupture  either  partially  or 
totally,  but  increased  experience  and  the  occasional  reports  of 
cases  must  convince  us  not  only  as  to  its  possibility  but  also 
as  to  its  not  infrequent  occurrence. 

One  can  no  longer  doubt  that  the  majority  of  cord  lacerations 
are  caused  by  the  excessive  force  of  the  expellent  powers  rather 
than  any  pathological  condition  of  the  cord  itself,  although  a 
diseased  or  non-developed  cord  is  certainly  more  fragile  and 
easily  ruptured  than  the  normal  and  healthy  one.  The  great 
rarity  of  rupture  occurring  in  pregnancy  before  the  cord  has 
reached  its  full  state  of  development  precludes  a  positive  opin- 
ion on  the  subject. 

The  fact  that  the  powers  of  premature  labor  are  weaker  than 
those  of  term  labor  the  farther  the  two  are  separated  in  point  of 
time,  has  a  great  influence  upon  the  rarity  of  such  a  rupture.  In 
addition,  the  difference  in  the  weight  of  the  fetuses,  as  well  as 
the  increased  elasticity  of  the  cord  in  pregnancy  and  its  increas- 
ing friableness  as  gestation  continues,  would  serve  to  counter- 
balance any  tendency  to  rupture  by  reason  of  any  weakness  due 
to  non-development.  The  effects  of  torsion  and  consequent 
pressure  atrophy  of  the  umbilical  vessels  are  equalized  by  the 
poor  development  of  the  embryo  and  the  lack  of  purchase  or 
grip  the  uterus  would  have  to  expel  the  fetus  with  great  vio- 
lence at  term.  Syphilis  would  have  a  similar  effect,  though  not 
as  marked;  in  fact,  many  of  the  pathological  changes  in  the  cord 
can  be  traced  to  this  infection. 

Protracted  gestation  theoretically  would  predispose  to  rupture 
on  account  of  the  increased  effort  of  the  uterus  necessary  to 
expel  the  over-mature  head  through  the  birth  canal,  especially  if 
the  pelvic  floor  has  been  torn  in  previous  labors.  The  over-ma- 
ture cord  is  weakened  by  fatty  or  calcareous  change  and  its  re- 
sistance correspondingly  lessened. 

Velpeau  attributes  rupture  of  the  cord  to  some  disease  caus- 
ing small  dilatations  or  "  small  aneurysmal  or  varicose  pouches," 
and  states  that  he  has  seen  these  pouches  rupture  at  term  and 
communicate  with  a  large  clot  which  covered  a  large  part  of  the 
placenta,  which  had  not  ruptured  the  amnion. 
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Rupture  is  undoubtedly  favored  by  these  varicosities  or 
looped  condition  of  its  vessels,  which  prevents  the  operating  force 
from  being  equally  distributed  over  the  entire  length  of  the 
cord.  We  find  that  that  part  of  the  cord  is  most  liable  to  tear 
that  lies  nearest  to  the  central  axis,  that  is,  the  funic  sheath  in  the 
concavity  of  the  loop,  then  generally  the  vessels,  and  finally  the 
convex  surface  of  the  loop.  The  great  abundance  of  the  varicosi- 
ties in  the  fetal  portion  of  the  cord  readily  explains  the  usual 
situation  of  the  tear. 

The  cord  ruptures  either  by  a  gradual  pressure  which  forces 
the  child  through  the  pelvis,  or  by  the  sudden  jerk  which  accom- 
panies its  exit.  The  first  factor  is  rarely  seen.  The  retracting 
uterus  and  placenta  keep  pace  with  the  advancing  child  and 
the  cord  is  always  long  enough  in  spite  of  its  being  wound  about 
the  body  or  neck.  The  great  stretching  the  cord  is  capable  of, 
from  eighteen  to  thirty-five  per  cent  of  its  length,  serves  to 
render  this  factor  rarely  operative  in  producing  a  rupture. 

In  the  great  majority  of  cases  the  rupture  occurs  when  the 
fetus  is  nearly  out  of  the  uterus,  and  the  head  emerging  from 
the  pelvic  outlet,  and  the  cord  thin  or  fragile  and  tightly  wound 
round  the  child's  neck.  The  mother  at  the  moment  of  delivery 
is  in  the  erect  or  nearly  erect  posture,  walking  about,  and  drop- 
ping to  her  knees  as  the  child  is  born,  or  sitting  in  the  closet 
and  precipitating  the  child  into  the  vault.  Not  a  few  cases, 
however,  have  been  seen  where  the  child  has  been  violently 
forced  out  with  the  mother  lying  on  her  back  in  bed,  and  thrown, 
as  in  one  case,  a  distance  of  fifty  centimetres  from  the  pelvio 
outlet.  Budin  reports  two  cases  where  the  funic  rupture  oc- 
curred from  the  combined  forces  of  the  uterus  and  the  abdominal 
walls  while  the  patients  were  lying  on  their  backs,  and  the  sub- 
sequent examination  of  the  cords  showed  nothing  abnormal. 
Budin  also  quotes  two  other  cases,  one  by  Schatz  and  one  by 
Duprey. 

The  powers  of  labor  acting  in  fetal  expulsion  have  been  vari- 
ously estimated.  Houghton,  one  of  the  earlier  writers,  placed  it 
at  512%  pounds.  Poullet  gave  it  as  50  pounds.  Duncan  and 
Poppel  measured  the  extremes  at  5  pounds  in  easy  and  50 
pounds  in  difficult  labor.  Schatz,  by  means  of  his  toco-dyna- 
mometer, finds  the  limits  to  be  from  17  to  55  pounds,  and  this  is 
not  far  from  correct.  These  figures  prove  that  the  powers  of 
labor  are  great  enough  to  produce  a  rupture  unaided  by  any 
outside  forces. 
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A  cord  of  25  centimetres  Avill  allow  of  a  normal  delivery 
If,  however,  its  length  be  under  25  centimetres,  one  or  more  of 
four  things  must  take  place.  These,  in  the  order  of  frequency, 
are  as  follows,  viz. :  placental  separation,  rupture  of  the  cord, 
inversion  of  the  uterus,  and  ventral  hernia  of  the  child,  all  more 
or  less  combined  with  a  partial  lengthening  of  the  cord.  Inver- 
sion of  the  uterus  and  ventral  hernia  are  rare.  It  is  somewhat 
difficult  to  understand  the  mechanism  of  placental  separation  by 
gradual  traction,  unless  we  take  into  accounl  the  fact  that  dur- 
ing a  pain  when  the  cord  is  taut  the  fetus  might  strike  it  with  his 
feet  and  thus  slightly  separate  the  placenta  from  the  uterine 
wall,  and  then  the  retroplacental  blood  clot,  aided  perhaps  by 
repeated  kicks,  would  suffice  to  complete  the  separation.  The 
ease  with  which  a  child  kicks  and  moves  his  limbs  about  during 
a  contraction  depends  upon  the  amount  of  liquor  amnii  present 
separating  the  uterine  wall  from  the  fetal  body,  and  hence 
would  occur  more  frequently  in  the  intact  bag  of  waters.  That 
the  fetus  can  and  does  move  his  limbs  during  a  pain  is  a  clinical 
fact,  but  his  movements  are  certainly  interfered  with  after  the 
membranes  have  ruptured.  Cazeaux  in  his  text  book  states  as 
follows :  "  It  appears  to  me  that  such  a  separation  can  scarcely 
occur  from  a  mere  dragging  of  the  cord,  because  during  the 
uterine  contraction  the  placenta  is  strongly  pressed  by  the  womb 
externally  and  the  liquor  amnii  internally,  and  still  more  so, 
after  the  escape  of  the  waters,  by  the  body  of  the  child. 
Now,  these  parts  must  react  upon  the  fetal  surfaces  of  the 
placenta  with  all  the  force  of  compulsion  communicated  by  the 
contraction.  Of  course  the  fetus  can  only  advance,  and  so  the 
tension  of  the  cord  can  only  take  place  by  the  contraction,  and  I 
repeat  that  while  it  lasts  the  placenta  is  moulded  on  and  is 
forcibly  compressed  by  the  parts  contained  within  the  sac  and  of 
necessity  cannot  be  separated  from  the  womb.  I  believe,  there- 
fore, that  a  separation  of  the  placenta  from  the  tension  of  the 
cord  is  almost  impossible  during  the  continuance  of  the  con- 
traction." 

Negrier  was  the  first  to  investigate  the  resisting  power  of  the 
umbilical  cord.  This  author  fastened  the  cord  to  a  pulley  and 
loaded  it  down  with  weights  until  it  broke.  In  varicose  cords 
he  found  it  needed  3,000  grammes ;  in  non-varicose  cords,  5,250 
grammes.  Following  him  came  Spaeth,  of  Vienna,  who  took 
twenty    cords    of   normally-born    children    and    weighted    them 
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down  with  weights.  These  tests  gave  an  average  of  eleven 
pounds.  In  six  cases  (30  per  cent)  it  required  the  weight  of  an 
ordinary  child  of  five  to  seven  pounds.  In  four  cases  (20  per 
cent)  it  necessitated  a  weight  of  more  than  double  that  of  the 
child,  fifteen  to  twenty-three  pounds.  Carl  Braun  also  obtained 
similar  results,  and  states  that  in  precipitates  where  the  full 
weight  of  the  child  is  brought  to  bear  upon  the  cord  there  is 
not  only  a  great  possibility  but  an  almost,  certainty  of  rupture. 
In  these  tests,  as  pointed  out  by  Hohl,  the  cord  was  ruptured 
by  a  gradual  stretching  and  not  by  a  sudden  jerk  as  happened 
in  labor. 

Before  a  complete  rupture  occurs  a  partial  rupture  often 
takes  place.  This  usually  occurs  in  the  capsular  sheath  in  one  or 
more  longitudinal  rents  which  may  connect  with  each  other 
by  cross  tears.  Sometimes  the  vein  tears  before  the  arteries, 
sometimes  before  the  capsule.  In  one  of  my  experiments  the 
arteries  tore  before  the  vein,  in  three  the  vein  tore  first.  In 
several  cords  I  found  a  partial  rupture  of  the  sheath  by  the  ac- 
tion of  a  falling  weight  of  three  to  five  pounds,  and  I  believe 
with  Pfannkuch  that  small  tears  are  more  frequent  than  is 
commonly  believed,  but  are  not  looked  for  by  the  attendant. 

Experiments  have  been  made  from  time  to  time  to  ascertain  the 
relative  strength  of  the  arteries  and  the  vein.  Clifton  Wintring- 
ham  found  that  the  vein  was  to  the  artery  as  26  was  to  25.  The 
vena  cava  supported  a  water  column  of  17614  feet,  and  the 
aorta  only  158  feet  and  11  inches,  or  a  proportion  of  1,110  to 
1,000.  The  iliac  vein  has  been  found  to  be  greater  than  the 
iliac  artery  by  the  ratio  of  1,034  to  1,000.  The  portal  vein  of 
the  sheep  is  to  the  aorta  as  1,414  is  to  1,000.  On  the  other  hand, 
Stephen  Hales  found  that  the  jugular  vein  supported  a  water 
column  of  175  feet  without  breaking,  while  the  carotid  artery 
broke  under  a  pressure  of  190  feet. 

One  of  the  most  plausible  explanations  as  to  the  prior  rupture 
of  the  vein  is  found  in  the  fact  that  it  not  infrequently  happens 
that  the  vein  does  not  lie  free  in  the  cord,  but  is  adherent  in  one 
or  more  places  to  the  amniotic  sheath,  and  when  traction  is  made 
the  arteries  are  more  elastic  than  the  adherent  vein.  The  vein 
tears  first  and  with  it  a  portion  of  the  adherent  capsule. 

The  form  of  the  rupture  is  largely  dependent  upon  the  man- 
ner in  which  the  acting  force  is  applied.  The  torn  ends  are 
usually  ragged  and  irregular,  seldom  transverse  and  even  cut. 
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The  more  gradual  the  tension,  the  more  the  elasticity  of  the 
cord  comes  into  play;  the  more  numerous  the  spiral  turns  and 
the  more  irregular  the  course  of  the  vessels,  the  more  oblique 
and  jagged  is  the  tear,  and,  vice  versa,  the  more  sudden  the 
jerk  and  the  smoother  the  cord,  the  more  transverse  and  regular 
is  the  tear. 

Another  factor  of  rupture  of  the  cord  is  found  in  the 
velamentous  insertion  into  the  placenta.  In  many  of  these 
cases  the  vessels  can  be  felt  as  they  run  in  front  of  the  presenting 
part  of  the  child.  The  membranes  are  apt  to  rupture  early  in 
labor,  tearing  the  vessels  across  and  causing  serious  hemorrhage 
which  will  cause  the  child's  death  unless  the  delivery  is  speedily 
accomplished.  The  fetal  mortality  in  this  complication  is  large ; 
according  to  Winckel,  18  per  cent  of  the  children  die  from  pres- 
sure on  the  cord  and  a  much  larger  percentage  die  from  rupture. 
It  is  of  prime  importance  in  velamentous  insertion  of  the  cord, 
where  the  vessels  can  be  palpated  through  the  cervix  uteri,  to 
preserve  the  membranes  as  long  as  possible  or  until  the  condi- 
tions are  such  that  immediate  delivery  can  be  effected.  I  believe 
the  best  instrument  for  this  purpose  is  the  colpeurynter,  thereby 
opposing  fluid  pressure  by  fluid  pressure. 

Finally,  we  may  rupture  the  cord  in  performing  version  or  in 
the  subsequent  extraction.  The  powerful  pressure  of  the  cord 
between  the  head  and  the  pelvis  may  destroy  the  integrity  of  the 
vessel  wall  and  so  cause  obstruction  and  death. 

The  bleeding  from  a  ruptured  cord  is  usually  very  slight.  In 
21  of  183  cases  of  torn  cords  collected  by  Klein  there  was  no 
hemorrhage  at  all.  This  fact  accords  with  a  general  law  in  all 
the  animal  world,  where  the  cord  is  bitten  off  by  the  mother  im- 
mediately after  birth.  In  these  cases,  owing  to  the  jagged  ends 
of  the  vessels  and  the  general  bruising  of  the  parts,  very  few 
of  the  young  die  from  hemorrhage.  Severe  hemorrhage  is  not 
likely  to  result,  except  in  cases  of  abnormal  coursing  of  the 
vessels.  It  is  nearly  always  absent  if  the  tear  takes  place  some 
distance  from  the  navel.  Bleeding  is  very  liable  to  occur  if  the 
cord  is  torn  off  at  the  navel,  and  especially  so  if  torn  actually 
within  the  umbilical  ring. 

The  treatment  of  the  more  common  variety  of  rupture  of  the 
cord  may  be  summed  up  in  a  few  words.  Most  important  is  the 
prophylaxis.  Always  aim  to  confine  the  mother  on  the  bed  in 
Die  recumbent  posture,  and  always  be  on  hand  to  control  the 


800 


STOWE :    RUPTURE   OF   THE   UMBILICAL    CORD. 


rapidity  of  the  delivery.  If  the  rupture  has  occurred  the  cord 
should  be  ligated  as  in  ordinary  cases.  If  the  cord  has  ruptured 
inside  of  the  umbilical  ring,  or  so  close  that  it  is  impossible  to  tie 
the  cord,  we  may  transfix  the  navel  with  two  steel  pins  at  right 
angles  to  each  other  and  then  secure  the  vessels  by  passing  a 
ligature  under  the  pins  and  tying. 

In  the  following  experiments  recently  made,  much  of  the 
material  was  obtained  from  the  Chicago  Lying-in  Hospital 
through  the  courtesy  of  Dr.  De  Lee  and  the  remainder  from  my 
own  cases. 

The  first  ten  cords  were  tested  to  ascertain  the  dead  weight 
necessary  to  produce  a  rupture.  One  end  of  the  cord  was 
fastened  to  a  transverse  beam  and  the  other  end  loaded  down 
with  the  weight.  The  cords  were  washed  free  of  blood  and 
then  filled  with  sufficient  normal  salt  solution  to  restore  as 
closely  as  possible  the  intrapartum  condition.  The  cords  were 
then  tied  at  both  ends  and  during  the  test  were  measured  to  find 
the  percentage  of  stretching  obtained  before  rupture. 

Table  I 


Weight  sufficient  to 

Percentage  of 

No. 

Appearance  of  cord. 

Length. 

tear,  in  grammes. 

stretching. 

1 

Thick,    several    nodes  in   fetal 
porti  >n. 

36 

2300 

19.3 

2 

Thin,  spiral,  no  nodes  or  loops. 

42 

3250 

226 

3 

Much  twisted,  full  of  blood. 

42 

2800 

28  2 

4 

Thin,    no  loops,   few  nodes  on 
fetal  end. 

50 

5600 

32  4 

5 

Moderately    thick,      generally 
spiral. 

36 

7650 

21.6 

6 

Thin,  no  loops   no  nodes. 

41 

6100 

24.9 

7 

Thick,  much  looped. 

38 

42  SO 

29.4 

8 

Thin    three  loops  in  fetal  end. 

48 

3250 

34  8 

9 

Thick,  many  nodes  in  fetal  end. 

,  38 

2800 

26.6 

10 

Thick    full  of  blood,  two  loops 
in  placental  end. 

40 

4000 

24.2 

Taking  the  average  of  these  tests,  we  find  that  a  cord  45 
centimetres  long  will  break  with  a  weight  of  4,097  grammes,  or 
about  8£  pounds,  and  will  stretch  26.4  per  cent  of  its  length. 
The  force  applied  to  the  cord,  however,  is  not  a  dead  weight,  but  a 
weight  falling  a  distance  not  greater  than  the  length  of  the 
cord  itself.  In  fact,  the  fetus  is  shot  out  of  the  pelvis  with  a 
certain  velocity  much  greater  than  that  of  a  weight  falling  from 
a  certain  height. 
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The  next  ten  cords  were  subjected  to  the  insult  of  a  weight 
falling  the  entire  length  of  the  cord: 

Table  II. 


Breaks  at 

No. 

Appearance  of  cord. 

Length. 

weight,  in 
grammes. 

Length  of 
fetal  end. 

Description  of  tear 

1 

In    fetal    end     badly 
twisted. 

48 

750 

3 

Uneven;  oblique 
arteries  project. 

2 

Medium     thick,    fetal 
end  varicose. 

50 

500 

Tear    transverse 
in  loop. 

3 

Thin,  nodes  and  loops 
in  fetal  end. 

48 

1000 

4.5 

Ragged,  oblique. 

4 

Thick,   full  of  blood, 
three  loops   in  fetal 
end. 

38 

500 

3 

Transverse;     ar- 
tery tears  first. 

5 

Thick,  nodes    in  pla- 
cental end. 

42 

850 

9 

Ragged,  oblique. 

6 

Medium   thin,    gener- 
ally looped . 

52 

1000 

4 

As  No.  3. 

7 

Two  loops  in  centre, 
many  nodes 

33 

500 

12 

Oblique;    vessels 
long. 

8 

Thin,   looped  in  fetal 

end. 
Thick,  full  of  blood. 

34 

750 

7.5 

Ragged,  oblique. 

9 

48 

750 

4.5 

Oblique;  tear  of 

nodes   in    placental 

sheath. 

end. 

10 

Thin,  no  loo 

48 

750 

4.5 

Transverse;  ves- 
sels torn  short. 

In  this  series  only  two  cords  were  able  to  stand  a  weight  of 
1,000  grammes,  though  they  may  have  been  injured  somewhat  by 
the  previous  trials  of  500,  750,  and  850  grammes  respectively. 
Four  cords  ruptured  with  only  500  grammes  and  two  with  750. 
The  cord  is  therefore  able  to  stand  a  still  weight  much  greater 
than  that  of  a  falling  weight,  in  the  two  series  showing  an 
average  difference  of  710  and  4,097  grammes.  This  difference 
is  explained  by  the  elasticity  of  the  cord.  When  subjected  to  a 
steady  pull  the  cord  stretches  from  19.3  to  34.8  per  cent  of  its 
length.  If  the  test  is  made  suddenly  there  is  no  time  for 
stretching  and  the  force  is  brought  to  bear  at  the  weakest  point 
before  it  can  be  equally  distributed  over  the  entire  cord. 

But  the  child  never  falls  the  entire  length  of  its  cord.  We 
must  subtract  the  distance  from  the  fundus  uteri  to  the  pelvic 
outlet,  and  also  take  into  account  the  coils  that  may  encircle 
the  neck  and  so  hinder  the  velocity  of  the  fall  by  their  gradual 
unwinding. 

The  following  cords  were  then  tested  by  allowing  the  attached 
weight  to  fall  one-half  the  entire  length  of  the  cord : 
51 
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Table  III. 


Breaks  at 

Length  of 

No. 

Appearance  of  cord. 

Length. 

weight,  in 
grammes. 

fetal 
portion. 

Description    of  tear. 

1 

Thin,  well  looped. 

35 

1000 

15 

Oblique;    vein  tears 
first. 

2 

Thin,  two  loops  in 
fetal  end. 

46 

1000 

8 

Entire      cord     tore 
transversely. 

3 

Thin,  uniformly 

looped. 

38 

1000 

16 

Oblique;  ragged 
vein   tears,     tben 
arteries. 

4 

Thick,  nodes  in 

fetal  end. 

34 

900 

18 

Long;  tear  of  sheath, 
then  ragged. 

5 

Thick  (?),  looped  in 
fetal  end. 

49 

900 

12 

Ragged,  oblique. 

6 

Thin,  nodes  in  pla- 
cental portion. 

56 

700 

14 

Oblique;  sheath, 
then  vein. 

7 

Thick,     no     nodes, 
few  loops  in  pla- 
cental end. 

42 

750 

26 

Varix    in  placental 
end  broken. 

\Yhen  the  weight  falls  a  distance  equal  to  the  entire  length 
of  the  cord,  the  fetal  portion  is  from  a  fifth  to  a  seventh  of  the 
whole,  whereas  when  the  weight  falls  but  a  half  of  the  distance 
the  tear  occurs  in  the  middle.  The  nearer  the  cord  tears  to 
the  acting  force,  the  more  sudden  and  violent  that  force  is. 

Rupture  of  the  cord  in  labor  is  favored  by  one  or  more  of  the 
following  factors : 

1.  The  greater  liability  of  the  living  cord  breaking  than  the 
dead  one.  As  shown  by  Casper,  the  experiments  upon  the 
postpartum  cord  do  not  accurately  interpret  the  true  factors 
which  act  on  the  living  and  pulsating  cord.  The  cord  whose 
vessels  are  filled  with  blood  and  whose  tissues  are  filled  with 
serum  is  shorter  in  length,  the  loops  are  more  numerous,  and  its 
weaker  spots  are  more  exposed  to  external  injury.  Hence  any 
difference  between  the  living  and  dead  cord  must  be  taken  as 
favoring  the  earlier  rupture  in  the  living  one.  In  the  experi- 
ments made  by  the  writer  the  blood  vessels  were  refilled  with 
salt  solution  and  ligated  at  both  ends,  except  in  a  few  eases 
where  the  test  was  made  at  the  bedside  with  the  cord  filled  with 
warm  fluid  blood. 

Inasmuch  as  the  child  is  forcibly  expelled  from  the  pelvis  at 
the  moment  of  birth,  it  is  given  a  certain  velocity  which  varies 
in  different  cases.  The  table  given  where  the  weight  fell  the 
length  of  the  entire  cord  gives  more  accurate  results  than  where 
it  fell  only  half  that  distance,  because  at  the  midway  point  the 
weight  has  already  gained  a  velocity  similar  to  that  possessed 
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by  the  child.  Where  the  force  of  gravity  is  added  to  the  powers 
of  labor  the  liability  of  rupture  is  of  course  greatly  increased. 

Rupture  of  the  cord  may  be  hindered  by  the  loosening  or  sep- 
aration of  the  placenta  from  the  uterine  wall.  The  traction, 
made  on  the  cord  by  the  child  pulls  the  placenta  down  into  the 
lower  uterine  segment,  and  if  no  further  resistance  is  offered 
it  may  be  expelled  with  the  child.  If  the  cervix  uteri  should 
close  enough  to  offer  resistance  to  the  afterbirth,  the  sudden 
obstruction  would  suffice  to  tear  the  cord,  even  though  it  lay 
loose  in  the  uterine  cavity.  If  the  uterus  should  be  in  a  state 
of  relaxation  at  the  moment  of  birth  and  the  placenta  adherent 
to  it,  the  tug  of  the  fetal  weight  would  result  in  an  inversion 
of  the  uterus.     This  accident,  while  rare,  is  not  unknown. 

If  the  cord  is  wound  around  the  child's  neck  and  pulled 
tightly,  it  is  as  liable  to  tear  as  in  the  other  cases.  Where  the 
coils  are  loose  the  tension  comes  gradually  into  play,  and  the 
child  is  born  in  a  kind  of  evolution  and  the  rupture  is  prevented. 
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PUBERTY  IN  THE  GIRL. 


GEORGE  WYTHE   COOK,   M.D., 
Washington,  D.  C. 


The  highest  and  noblest  function  of  the  medical  profession 
is  the  prevention  of  disease;  and  while  the  energizing  of  that 
function  might  seem  to  militate  against  the  practice  of  medicine 
as  a  vocation  in  which  to  earn  a  livelihood,  nevertheless  it  is 
a  subject  for  congratulation  to  believe  that  the  profession  as  a 
whole,  and  in  its  integral  parts  as  well,  has  ardently  striven  in 
every  possible  way  to  eliminate  the  causes  of  disease  from 
amongst  us.  I  know  there  are  those  who  seek  to  discredit  these 
efforts  and  to  minimize  the  results  thus  far  attained,  but  they 
belong  to  that  class  which  inveighs  against  vivisection,  pooh- 
poohs  vaccination,  and  trade-marks  itself  for  the  purpose  of 
gain.  In  bringing  to  the  attention  of  the  Fellows  of  this  So- 
ciety anything  that  relates  to  the  prevention  of  disease,  even  in  a 
remote  degree,  I  am  sure  of  the  ground  upon  which  I  stand  and 
am  confident  of  their  interest  and  sympathy.  Could  one  con- 
ceive that  this  race  of  people  would  eat  and  drink  and  clothe 
itself  in  such  a  reasonable  way  as  is  indicated  by  the  laws  of 
hygiene,  we  might  expect  it  to  be  healthy,  as  is  its  natural  state. 
But,  alas!  we  are  of  those  whose  god  is  their  belly,  and  who 
hitch  themselves  to  the  wheels  of  the  chariot  of  fashion  with 
such  alacrity  that  there  seems  to  be  little  hope  left  for  an  early 
redemption.  Nevertheless  I  venture  to  offer  some  suggestions — 
which,  though  they  are  not  new,  should  be  of  especial  interest 
to  a  society  such  as  this  is — upon  the  subject  of  puberty  in  the 
girl.  Children,  male  and  female,  are  much  alike  up  to  the 
period  of  puberty.  They  exercise  alike,  romping  and  playing 
together  without  restraint,  but  as  soon  as  sexual  peculiarities 
are  assumed  a  marked  change  is  manifest.  The  boy  separates 
himself  from  his  girl  companions ;  he  becomes  grosser  and  more 
self-reliant;  he  assumes  an  air  of  importance,  but  continues  to 
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engage  in  such  sports  and  out-of-door  exercise  as  tend  to  develop 
his  physique  in  a  healthy  way.  Not  so  with  the  girl.  Her 
childish  freedom  of  manners  gives  place  to  coyness  and  maidenly 
timidity.  Her  narrow,  flat  chest  expands  into  a  more  capacious 
bust  for  the  better  accommodation  of  heart  and  lungs.  The 
proportions  of  her  pelvis  are  increased;  the  deposition  of  con- 
nective and  adipose  tissue  transforms  her  angular  figure  into  the 
rounded,  graceful  contour  of  the  young  maiden.  Her  eyes 
sparkle  with  a  new  lustre  which  is  partially  concealed  by  the 
drooping  lids  above  them.  The  "  mantling  blood  flows  in  her 
lovely  cheeks  "  and  gives  a  coloring  beyond  the  skill  of  painter 
to  imitate.  Her  voice  is  soft  and  melodious.  She  is  at  the 
period  when  "  brook  and  river  meet,"  and  is  upon  the  eve  of 
that  which  transforms  her  from  childhood  to  beautiful  and 
complete  womanhood.  She  is  ready,  and  awaits  the  great  change ; 
and  when  it  comes  she  is  perfect. 

This  picture  but  inadequately  describes  what  woman  should 
be  in  her  normal  state.  But  what  do  we  find  in  consequence 
of  the  artificial  conditions  that  surround  her?  Instead  of  the 
beautiful,  blooming  creature  that  she  should  be  by  nature,  she 
is  a  pale,  wan,  and  anemic  weakling,  poorly  prepared  for  the 
great  change  that  is  to  transform  her  into  a  procreating  woman. 
Her  development  is  far  below  what  Nature  has  a  right  to  expect, 
and  her  menstrual  function  is  spasmodically  and  imperfectly 
performed.  In  a  state  of  health,  this  and  all  functions  of  the 
body  are  performed  without  the  consciousness  of  the  individual, 
and  unless  there  is  departure  from  health  there  should  be  no 
so-called  critical  periods  incident  to  the  cycle  of  existence.  To 
what  is  this  defective  development  to  be  attributed?  It  lies 
in  the  fact  that  at  the  period  of  her  existence  when  the  girl  needs 
much  of  blood  and  nutrition  for  the  perfecting  of  her  sexual 
peculiarities  and  the  rounding  out  of  her  physical  form,  she  is 
placed  under  circumstances  that  diminish  rather  than  enhance 
her  blood-making  powers.  Instead  of  being  out-of-doors,  exer- 
cising her  young  muscles  and  breathing  the  pure  air  of  heaven 
and  gaining  the  robustness  that  is  necessary  for  her  peculiar 
function  to  the  race,  the  poor  young  thing,  under  the  high  ten- 
sion of  her  school  life,  is  so  absorbed  in  the  pursuit  of  know- 
ledge and  the  various  fashionable  accomplishments  that  she  has 
no  time  for  such  commonplace  things.  She  is  restraining  the 
flowing  spirits  and  joyous  freedom  of  youth  while  she  studies 
the  laws  of  physiology  and  hygiene.     I  would  not  underrate  the 
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value  of  thorough  education  for  women;  but  if  the  so-called 
"  thorough  education  "  is  to  be  acquired  at  the  expense  or  to  the 
detriment  of  her  health,  there  can  be  no  question  as  to  what 
course  should  be  pursued.  It  is  of  paramount  importance  that  our 
women  should  be  healthy,  for  how  can  it  be  expected  that  they 
will  be  prolific  and  the  mothers  of  a  healthy  progeny  if  they 
themselves  are  not  vigorous?  What  does  it  advantage  a  woman 
to  attempt  to  unravel  the  laws  of  physics,  or  to  wrestle  with 
"  abstruse  points  in  philosophy,"  or  to  solve  difficult  problems 
in  mathematics,  if  by  so  doing  she  violates  the  laws  of  her  own 
existence,  lays  the  foundation  for  uncertain  health,  and  renders 
herself  unfit  to  be  the  mother  of  a  healthy  offspring?  The  obli- 
gation that  woman  owes  to  the  race  as  the  medium  of  its  repro- 
duction is  far  greater  than  any  other,  and  just  so  far  as  thai 
reproductive  function  is  impaired  and  rendered  ineffective,  just 
so  far  does  she  fall  short  in  her  noble  prerogative.  I  do  not 
hesitate  to  say  that  if  the  choice  for  the  girl  were  to  lie  between 
the  road  to  learning  and  the  highway  to  health,  the  latter  should 
unquestionably  be   selected. 

This  declaration,  I  have  no  doubt,  might  be  received  by  the 
laity  with  much  disdain  in  this  educational  day,  when  in  our 
schools  all  thought  is  turned  toward  investigating  the  laws  of 
Nature  and  so  little  attention  is  paid  to  their  practical  applica- 
tion, especially  in  the  case  of  girls.  It  may  be  said  that  this  is 
in  effect  to  assign  woman  to  an  inferior  place.  Such,  however, 
is  not  the  case,  for  I  regard  her  as  not  only  not  inferior  but 
superior  to  man  in  moral  qualities  and  in  many  mental  attributes. 
She  is  more  liable  to  disease  than  man,  but  she  endures  pain  and 
suffering  with  greater  fortitude.  She  is  not  like  him  either 
anatomically,  physiologically,  mentally,  or  morally,  but  she  is 
indeed  his  "  better  half."  I  would  not  abridge  or  hinder  her 
proper  education.  I  would  have  her  trained  in  all  that  goes 
to  make  her  a  sweet  and  lovely  woman  and  that  fits  her  to  be- 
come a  willing  and  devoted  mother.  It  is  far  more  noble  and 
far  more  elevated  to  be  queen  of  the  household,  rearing  lovely 
and  healthy  children,  teaching  them  by  precept  and  example  to 
appreciate  the  true  and  the  beautiful,  and  dispensing  such  hos- 
pitality as  becomes  her  surroundings,  than  it  is  to  be  jostled 
in  the  mad  rush  for  notoriety  along  the  rude  walks  of  men.  Wo- 
man has  been  cast  in  a  distinctive  mould  and  she  can  no  more 
escape  its  requirements  than  the  planets  can  be  turned  from  their 
courses.     It  is  the  duty  of  physicians,  individually  and  collec- 


COOK:    PUBERTY    IX    THE    GIRL.  807 

tively.  to  urge  upon  society  the  importance  of  protecting  the 
pubescent  girl  from  the  baleful  environment  thai  endangers  her 
health  and  threatens  the  serious  impairment  of  her  superior 
function.  You  are  all  perfectly  aware  of  the  truth  of  what  I 
say,  but  are  you  thoroughly  alive  to  its  importance?  Do  you 
exercise  the  great  influence  of  which  you  are  capable  in  over- 
coming the  pernicious  mode  of  educating  young  girls?  The 
mental  excitement  incident  to  the  curriculum  prescribed  in  our 
schools  for  girls  tends  to  weaken  their  physical  system  and  pre- 
vents their  proper  development,  Such  methods  of  education  as 
now  obtain  are  inefficacious.  It  is  a  conflict  for  blood,  of  which 
there  is  not  enough  for  both,  between  an  over-stimulated  brain 
and  an  under-developed  body.  Instead  of  urging  the  pubescent 
girl  to  use  every  endeavor  to  "  keep  up  with  her  classes,  lest  she 
fall  behind  and  be  put  back  in  a  lower  grade,"  let  her  be  re- 
stricted to  a  very  limited  amount  of  study.  Instead  of  allowing 
her  to  occupy  nearly  all  of  her  time  with  the  preparation  and 
recitation  of  lessons,  see  that  she  is  properly  clothed  and  let 
her  be  out-of-doors,  judiciously  exercising  and  breathing  the 
pure  air  that  will  redden  her  blood  so  that  it  may  adorn  her 
cheeks  with  the  bloom  of  health.  See  to  her  diet  and  digestion — 
instead  of  permitting  her  to  eat  sweetmeats,  pickles,  candies,  and 
such  ' '  trashy  stuffs, ' '  let  her  eat  beef  and  lamb  and  poultry  and 
some  wholesome  vegetables,  that  she  may  become  strong  and 
healthy  and  be  the  beautiful  creature  she  was  intended  to  be. 
Let  her  be  clothed  in  suitable  raiment,  untrammelled  by  stays 
and  trains,  and  she  stands  before  us  graceful  and  beautiful. 
She  is  indeed  "  God's  best  gift  to  man."  If  woman  can  acquire 
Latin,  physics,  mathematics,  and  political  economy  without  dam- 
age to  her  health  and  her  greatest  function,  I  would  not  hinder 
her  in  the  slightest  degree ;  but  it  is  of  first  importance  to  have 
her  healthy  in  mind  and  body,  and  with  such  soundness  let  her 
have  such  a  degree  of  education  as  will  make  her  a  cultured, 
sweet,  and  lovely  mother:   for 

"The  bearing  and  the  training  of  a  child 
Is  woman's  wisdom." 
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LEUKEMIA    IN    CHILDHOOD. 


J.    R.    BROMWELL,    M.D., 
Washington,  D.  C. 


Leukemia — occurring  generally  between  the  ages  of  puberty 
and  50  years — belongs  to  general  medicine;  but,  as  the  disease 
is  not  infrequent  in  early  life,  it  has  a  legitimate  place  within 
the  prescribed  limits  of  this  Society.  I  therefore  hope  you  will 
find  the  report  of  the  following  case  of  sufficient  interest  to  en- 
gage your  attention  and  bring  out  a  full  discussion. 

March  30,  between  7  and  8  p.m.,  I  was  called  to  a  lad  of  14 
years  who,  with  his  mother,  arrived  from  a  distant  city  the  day 
before.  His  physician  sent  him  here,  hoping  that  this  climate, 
where  he  could  be  more  out-of-doors,  would  hasten  a  slow  con- 
valescence from  grippe  and  malarial  fever,  which,  some  two 
months  previous,  had  weakened  a  strong,  robust  constitution. 
His  mother  reported  that  his  family  history  was  good ;  that,  prior 
to  the  past  winter,  he  had  been  a  remarkably  healthy  boy;  that 
he  had  suffered  with  both  grippe  and  malarial  fever;  that  con- 
valescence was  retarded  by  chronic  malarial  poisoning;  and  that 
his  physician  had  ordered  change  of  air  to  a  warmer  climate,  out-> 
of-door  life,  and  little  if  any  medicine.  During  the  day  he  had 
ridden  about  the  city  sightseeing.  On  returning  to  the  hotel 
he  complained  of  chilly  sensations,  followed  by  nausea  and 
vomiting,  pain  over  the  epigastrium  and  abdomen,  and  fever. 
He  had  been  unable  to  retain  little,  if  anything,  for  the  past  two 
hours,  and  had  slight  bleeding  from  the  nose. 

He  was  sitting  in  his  chair,  looking  tired  and  ill.  The  face 
was  pinched  and  drawn,  pale,  but  not  the  pearly  pallor  of 
anemia — more  a  muddy  yellow,  so  often  seen  in  cachectic  con- 
ditions resulting  from  protracted  illness  and  malassimilation. 
His  appearance  might  have  suggested  an  advanced  but  mild 
typhoid  fever,  chronic  malarial  poisoning,  or,  had  he  not  been 
so  young,  more  than  all  else  malignant  disease  with  sepsis. 
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The  kidneys  were  acting  freely  and  normally.  The  bowels 
were  constipated.  The  respiratory  sounds  were  normal,  ex- 
cepting a  few  bronchial  rales  over  both  lungs.  The  heart  sounds 
were  clear  and  distinct,  perfectly  normal.  The  abdomen  was 
tympanitic,  rendering  it  rather  difficult  to  palpate  the  abdom- 
inal organs,  especially  as  there  was  tenderness  on  pressure.  The 
splenic  region  was  enlarged,  with  increased  dulness.  There 
was  also  increased  liver  dulness  and  more  or  less  diffused  pain, 
aggravated  by  vomiting.  The  tongue  was  red  and  raw-looking 
from  the  tip  to  far  back  on  the  dorsum.  The  gums  were  in- 
flamed, spongy,  easily  bleeding  on  slight  irritation.  The  buccal 
membrane  was  inflamed,  with  here  and  there  points  of  ulceration 
or  lost  epithelium.  The  breath  was  fetid,  feverish,  having  the 
odor  of  fresh  blood  and  that  undergoing  decomposition.  There 
was  no  sordes  on  the  teeth,  and  the  lips  were  free  from  herpes, 
but  dry,  not  cracked.     His  temperature  was  103°,  pulse  120. 

I  ordered  him  to  bed,  such  treatment  only  as  the  exigencies  of 
the  case  demanded,  and  liquid  nourishment — when  his  stomach 
would  retain  it — until  the  following  morning. 

March  31 :  He  passed  a  fairly  good  night,  nausea  and  vomiting 
checked,  bowels  constipated,  kidneys  acting  normally,  and  tem- 
perature and  pulse  nearly  normal.  There  was  most  marked  en- 
largement of  the  spleen,  and  the  liver  dulness  was  increased. 
The  spleen  extended  about  two  inches  below  the  ribs  and  almost 
to  the  middle  line.  The  bulging  caused  by  the  enlarged  spleen 
was  distinctly  perceptible  across  the  room.  The  whole  abdomen 
was  much  too  large  and  tympanitic  elsewhere.  There  was  less 
pain  and  tenderness  on  pressure.  The  most  careful  search 
showed  no  lymphatic  complication  or  involvement.  There  was 
passive  bleeding  from  the  gums  and  dorsum  of  the  tongue, 
which  annoyed  and  sickened  him,  and  which  he  was  nervously 
wiping  away  with  his  handkerchief.  When  asked  how  he  felt, 
he  replied,  in  a  steady,  strong  voice:  "Much  better,  and  I  want 
something  to  eat  and  plenty  of  it."  But,  notwithstanding  his 
general  condition  had  improved  from  the  evening  before  and 
he  was  resting  very  comfortably,  he  looked  more  seriously  ill. 
I  ordered  a  purgative,  followed,  as  soon  as  it  acted,  by  full  doses 
of  muriate  of  quinine,  turpentine  stupes  to  the  abdomen,  and  to 
continue  liquid  diet. 

April  1,  he  was  seemingly  very  much  better,  and,  as  all  gen- 
eral conditions  had  decidedly  improved  and  his  temperature 
was  normal,  I  yielded  to  his  begging  and  allowed  solid  food,  in 


810  BROMWELL:    LEUKEMIA   IX    CHILDHOOD. 

small  quantities,  with  instructions  to  return  at  once  to  liquid 
diet  should  nausea  or  pain  return. 

April  2,  he  was  not  so  well.  Nausea  and  vomiting  returned 
during  the  night,  yielding  readily,  however,  to  treatment  and  a 
return  to  liquid  nourishment.  He  had  fever,  which  was  pre- 
ceded by  a  chill  or  chilly  sensations.  The  stomatitis  had  in- 
creased, with  almost  constant  steady  oozing  of  blood  from  gums 
and  tongue.  The  blood,  though  mixed  with  the  secretions  of  the 
mouth,  was  of  normal  color.  The  odor  of  the  breath  had  im- 
proved by  the  use  of  antiseptic  mouth  washes,  and  fractional 
doses  of  carbolic  acid  internally.  The  bowels  had  moved  suffi- 
ciently by  enema.  AVith  diminished  tympanites  and  lessened 
pain  and  tenderness  on  pressure,  the  abdominal  organs  were 
easily  palpable  and  the  margins  of  the  very  large  spleen  easily 
defined.  The  enlargement  was  unquestionably  increasing,  but 
the  tenderness  on  pressure  and  pain  had  diminished. 

April  3.  there  was  practically  little  change  from  the  day 
previous.  The  fever  was  running  a  markedly  singular  course, 
sometimes  preceded,  sometimes  accompanied,  by  chilly  sensa- 
tions. He  was  comfortable  and  enjoyed  having  his  mother  read 
to  him.  As  quinine  produced  no  effect  upon  the  temperature 
whatever  and  was  adding  to  the  irritability  of  the  stomach,  I 
ceased  giving  it,  concluding  that  the  cause  of  the  trouble  was 
much  more  serious  than  malarial  poisoning;  and  as  the  symp- 
toms pointed  to  the  blood-making  organs,  especially  the  spleen, 
I  requested  Dr.  J.  B.  Nichols  to  examine  the  blood  for  addi- 
tional light,  so  that  a  correct  and  definite  diagnosis  might  be 
made.     The  f ollowing  report  left  no  doubt : 

The  disease  was  acute  leukemia.     What  type? 

"Microscopic  appearance:  normal.  Red  blood  corpuscles: 
Number  of  red  blood  corpuscles  per  cubic  millimetre,  4,440,000 ; 
89  per  cent  of  normal.  Hemoglobin.  85  per  cent ;  corpuscular 
hemoglobin  ratio,  .96.  Rouleau  formation  :  normal.  Leucocytes : 
Number  of  leucocytes  per  cubic  millimetre.  85,600:  proportion 
of  white  to  red  corpuscles,  1  to  52.  A  very  large  number  of 
Miiller's  granules  in  active  motion.  Malarial  parasites:  none 
seen. ' ' 

A  differential  count  of  the  leucocytes  was  not  made,  owing 
to  a  desire  to  have  this  report  with  no  delay. 

From  now  to  April  17  the  records  of  the  daily  symptoms  and 
the  clinical  picture  showed  nothing  new.  The  progress  of  the 
disease   was   singularly   rapid.        The   fever   ran   its   irregular 
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course,  suddenly  rising  from  normal  or  thereabouts  to  102°  or 
103°.  without  any  appreciable  cause  or  provocation,  to  fall  as 
suddenly.  There  were  occasional  chilly  sensations,  but  rarely 
well-marked  chills.  The  bleeding  from  the  nose  was  infrequent 
and  at  no  time  serious.  There  was  still  steady  oozing  of  blood 
from  the  gums  and  dorsum  of  the  tongue,  sometimes  apparently 
from  the  mucous  surfaces  of  the  mouth  generally ;  tonsillitis  and 
pharyngitis ;  slight  irritable  cough ;  nausea  and  digestive  dis- 
turbances on  the  least  imprudence  in  diet  or  nervous  excitement. 
The  appetite  was  generally  ravenous,  and  the  bowels  moved 
only  by  the  aid  of  purgatives  or  enema.  The  enlargement  of 
the  spleen  increased  so  irregularly  that  there  were  days  when 
there  was  very  appreciable  diminution,  to  be  followed  by  rapidly 
increasing  enlargement,  The  liver  dulness  remained  stationary ; 
and  whilst  there  was  not  much  pain  or  tenderness  on  pressure  so 
long  as  the  stupes  were  occasionally  applied,  he  was  rarely  com- 
fortable. There  was  much  and  increasing  difficulty  in  breathing 
on  the  slightest  exertion  or  nervous  excitement.  Nevertheless 
there  were  days  when  he  seemed  so  well,  and  all  conditions  so 
favorable,  that  I  hoped  the  little  fellow  would  improve  suffi- 
ciently to  stand  the  journey  to  his  home,  be  under  the  care  of 
his  physician  there,  and  that  his  parents  might  be  spared 
the  pain  and  sorrow  of  having  him  die  at  a  hotel,  if  not  among 
perfect  strangers.  The  next  day.  or  even  in  an  hour,  all  hope  of 
anything  but  a  speedy  fatal  ending  would  be  lost.  Notwith- 
standing he  was  taking  sufficient  nourishment  and  apparently 
digesting  it,  he  was  losing  flesh  daily.  There  was  still  no  lymph- 
atic involvement. 

April  17,  the  blood  examination  showed  as  follows:  Micro- 
scopic appearance:  normal.  Red  blood  corpuscles  per  cubic 
millimetre,  4,041,000;  81  per  cent  of  normal.  Hemoglobin,  65 
per  cent ;  corpuscular  hemoglobin  ratio,  80.  Macrocytes :  a  few, 
Microcytes  :  a  few.  Polychromatophilia :  not  observed.  Poikilo- 
cytes:  few.  Normoblasts:  a  few.  Rouleau  formation:  normal. 
Leucocytes :  Number  of  leucocytes  per  cubic  millimetre,  529,000 ; 
proportion  of  white  to  red  corpuscles,  1  to  7.6 ;  relative  propor- 
tion of  leucocytes,  approximately,  small  mononuclear  10,  large 
mononuclear,  transitional,  85,  polynuclear  4.8,  eosinophiles  .2, 
myelocytes  (?).     Malarial  parasite:  none. 

Dr.  Nichols  says:  "  The  type  is  typically  that  of  lymphatic 
leukemia.  The  clinical  picture,  nevertheless,  is  that  of  acute 
splenic  leukemia,  which  I  think  is  exceedinly  rare. 
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April  18,  the  spleen  extended  downward  to  within  an  inch  and 
a  half  or  two  inches  of  the  ilium  and  across  the  middle  line. 
You  could  grasp  the  margins  with  the  fingers.  The  edges  were 
thin  and  hard,  like  the  rim  of  a  dinner  plate.  The  whole 
left  side,  from  the  sixth  rib  to  the  pelvis  and  over  the  middle 
line,  was  bulged  out,  producing  marked  deformity,  and  the  diffi- 
culty of  breathing  increasing  even  when  at  rest.  There  was  no 
ascites,  tenderness  on  pressure  continued,  but  there  was  little 
pain.  The  parotid  and  cervical  glands  were  now  becoming 
involved.  They  were  painful  and  enlarged,  especially  on  the 
left  side.  There  was  pain  and  difficulty  in  moving  the  head 
or  neck.  The  bleeding  from  the  mouth  steadily  continued. 
With  moderate  pressure,  grasping  the  tongue  with  a  napkin, 
you  could  saturate  it  with  what  appeared  pure  blood.  Astrin- 
gent washes  produced  but  little  beneficial  effect.  The  bleeding 
from  the  nose,  slight,  occurred  at  irregular  intervals. 

The  morning  of  April  19  Dr.  M.  F.  Cuthbert  met  me  in  con- 
sultation. The  inflammation  and  swelling  of  the  glands  of  the 
neck  presented  the  appearance  of  a  severe  ease  of  mumps,  or 
parotid  infection  seen  in  typhoid  fever.  There  was  much  pain 
in  moving  or  swallowing.  We  examined  carefully  for  other 
lymphatic  complications,  finding  none.  Every  symptom  had 
increased  in  gravity.  The  afternoon  of  April  20,  between  2 
and  3  o'clock.  I  was  telephoned  that  he  was  profusely  bleeding 
from  the  nose  and  that  the  nurse  failed  to  arrest  or  control  it. 
As  I  was  engaged  in  my  office,  I  requested  Dr.  Joseph  Bryan  to 
see  him — not  to  wait  for  me,  but,  in  his  capacity  as  a  specialist, 
do  all  possible  to  arrest  the  bleeding.  He  was  there  when  I  ar- 
rived, and,  after  an  hour  or  more,  we  succeeded,  by  the  use  of 
adrenalin  chloride  solution  and  plugging  the  nostril,  in  stopping 
the  hemorrhage.  The  quantity  of  blood  lost  was  considerable, 
but  normal  in  appearance  and  readily  coagulating.  He  was 
much  exhausted  and  resting  quietly  when  we  left. 

At  10  o'clock  that  night,  when  we  met  again,  there  had  been 
no  further  bleeding;  his  pulse  had  improved;  he  had  taken  his 
nourishment ;  and,  aside  from  increasing  weakness,  there  were  no 
marked  changes.  The  applications  were  removed,  rendering  his 
breathing  easier. 

April  21,  5  a.m.,  I  was  telephoned  that  he  had  waked  an  hour 
or  so  before,  complaining  of  severe  pain  in  his  head,  which  had 
continued,  and  that  he  was  then  unconscious.  The  urinary 
analysis  made  the  day  before  was  as  follows :  April  20,  amount 
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in  twenty-four  hours,  about  1,500  cubic  centimetres  (50  ounces)  ; 
amount  submitted  for  examination,  1,445  cubic  centimetres 
(about  two  ounces  lost  at  stool)  ;  color,  medium  yellow;  appear- 
ance, clear;  reaction,  moderately  acid;  specific  gravity,  1011; 
albumin  absent;  nucleo-albumin  absent;  sugar  absent;  urea,  2.0 
per  cent,  30  grammes  in  twenty-four  hours;  hemoglobin  absent; 
bile  pigment  absent ;  indican  diminished ;  uric  acid,  .073  per 
cent,  1.1  grammes  in  twenty-four  hours  (somewhat  increased)  ; 
solid  undissolved  matters  very  scanty;  casts  absent;  epithelium, 
a  very  few  cells. 

I  saw  him  in  about  half  an  hour  from  receiving  the  message. 
He  was  comatose,  breathing  slowly  and  irregularly,  with  some 
stertor;  the  pupils  were  irregularly  dilated,  and  his  face  was 
grayish  purple,  enormously  swollen,  especially  at  the  sides  of 
the  neck  and  under  the  chin.  His  whole  appearance  was  so 
changed  from  only  a  few  hours  before  as  to  be  past  recognition. 
The  pulse  was  slow  and  irregular,  with  partial  paralysis  and 
inability  to  swallow.  The  picture  of  cerebral  congestion  with 
hemorrhage  needed  no  further  completing  touch.  There  were 
no  indications  of  convulsions.  At  8  a.m.,  our  next  meeting, 
coma  was  .profound  and  paralysis  seemed  general.     He  died  at 

4  P.M. 

Whilst  the  case  was  a  very  sad  one,  it  was  full  of  interest. 
Following  malarial  fever  and  grippe,  do  we  see  cause  and 
effect? — the  acute  type  of  the  disease;  the  marked  difference 
between  the  clinical  and  blood  picture,  one  that  of  lienal  or 
splenic  leukemia  alone  (a  very  rare  disease),  the  other  typically 
that  of  lymphatic  leukemia.  The  absence,  or  questionable  exist- 
ence, of  myelocytes,  indicating  that  the  bone  marrow  was  not  in- 
volved, if  we  accept  the  theory  that  myelocytes  are  identical  with 
the  marrow  cells  and  not  altered  leucocytes?  This  can  only  be 
answered  hypothetically,  as  there  could  be  no  postmortem  exam- 
ination :  that  most  probably,  even  at  the  last,  there  was  no  true 
involvement  of  the  lymphatic  glands,  the  trouble  there  being 
due  to  septic  infection  from  the  mouth.  The  very  small  per- 
centage of  eosinophiles,  the  persistent  hemorrhage  from  the 
mouth,  the  unsatisfied  hunger,  the  constipation  (diarrhea  being 
most  common)  and  the  rapid  course  of  the  disease,  and  the  im- 
portance of  thorough  blood  examinations  in  all  obscure  or 
doubtful  diagnoses,  are  all  points  of  interest  for  discussion. 

1147  Connecticut  avenue. 
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DIASTASIS    OF    THE    ABDOMINAL     (RECTI)     MUSCLES.1 


P.    McREYNOLDS,    M.D., 
Philadelphia,   Pa. 


(With  four  illustrations.) 


In  the  great  mass  of  literature  upon  almost  every  conceivable 
disease  and  injury  of  the  abdominal  wall  and  cavity,  we  are  sur- 
prised to  find  that  so  little  has  been  written  upon  diastasis  of  the 
abdominal  muscles.  It  is  not  mentioned  in  a  number  of  the  text 
books,  and  when  it  is  described  the  author,  it  seems  to  me,  fails  to 
give  it  the  consideration  it  is  entitled  to.  The  reason  for  this  is 
no  doubt  to  be  attributed  to  the  fact  that  it  has  been  generally  re- 
garded as  an  infrequent  and  inoperable  condition,  and  conse 
quently  not  worthy  of  attention.  I  believe  we  often  overlook  it. 
for,  since  during  the  past  two  years  I  have  made  it  a  rule  to  ex- 
amine carefully  for  it.  I  have  been  rewarded  by  finding  a  num- 
ber of  cases — some  with  complete  and  some  with  partial  separ- 
ation of  the  muscles. 

Etiology. — In  the  large  majority  of  cases  it  is  pregnancy — 
frequent  and  rapid  childbearing,  improper  support  and  pro- 
tection of  the  abdominal  wall  during  pregnancy  and  the  puer- 
perium.  All  of  the  cases  I  have  seen  have  been  in  that  class 
of  women  who  do  their  own  work.  They  remain  in  bed  per- 
haps a  week  after  the  birth  of  the  child,  and  a  few  days  later 
resume  their  usual  household  duties.  When  the  pregnant  womb 
leaves  the  pelvis  it  begins  to  cause  an  increase  in  the  intra-ab- 
dominal pressure.  This  is  resisted  by  all  of  the  muscles  of  the 
abdominal  wall,  but  particularly  by  the  recti  muscles;  these, 
as  the  pressure  increases,  gradually  become  flattened  out  and 
elongated.  If  the  pressure  is  too  great,  as  happens  in  those 
forms  of  malformations  where  the  normal  distance  between  the 
ensiform  and  pubis  is  diminished,  the  muscles  separate  and  th<> 
womb  is  forced  between  them,  producing  what  is  known  as  a 

'Read   before  the   Section   on   Gynecology.    College   of  Physicians   of 
Philadelphia.   October  lfi.   1902. 
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ventral  hernia  of  the  pregnant  womb.  This  is  more  liable  to 
occur  in  women  who  have  poor  physical  development  with 
weak  and  flabby  abdominal  muscles.  The  separation  of  the 
muscles,  which  as  a  rule  occurs  suddenly,  is  very  extensive,  and 
after  delivery  they  remain  so  far  apart  that  when  the  woman 
stands  all  of  the  small  intestines  fall  in  between  them. 

In  other  cases  there  is  no  marked  diastasis  during  pregnancy, 
but  the  muscles  fail  to  undergo  the  normal  retrograde  changes 
which  should  take  place  during  the  puerperium.  The  linea  alba 
is  consequently  weakened  and  unable  to  withstand  the  pressure 


Fig.   1. — Standing  posture — complete  diastasis   of  recti   muscles. 

placed  upon  it;  gradually  and  progressively  it  gives  way  and 
allows  the  muscles  to  become  more  or  less  separated. 

Symptoms. — There  is  a  general  upsetting  of  all  the  various 
functions  of  her  body.  She  is  nervous,  anemic;  suffers  from 
headache,  backache,  constipation,  tympanites,  insomnia,  anorexia, 
etc.  She  imagines  she  is  pregnant,  for  she  notices  the  increase 
in  the  size  of  the  abdomen  and  mistakes  the  movements  of  the 
distended  intestines  for  fetal  movements,  the  sick  stomach  for 
the  nausea  and  vomiting  of  pregnancy. 

Diagnosis. — When  we  suspect  from  the  history  and  symptoms 
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that  such  a  condition  exists,  we  should  have  the  corset  removed 
and,  if  possible,  examine  the  patient  in  a  standing  position.  The 
intestines,  in  cases  of  complete  separation  of  the  muscles,  fall  in 
between  them,  giving  the  abdomen  the  shape  shown  in  Fig.  1. 
If  examined  in  the  recumbent  posture  we  can,  by  having  her 
cough,  get  the  condition  of  the  abdomen  shown  in  Fig.  2 ;  if  she 
remains  passive,  by  gentle  palpation  the  whole  hand  can  easily 
be  inserted  between  the  muscles. 

In  partial  diastasis  of  the  muscles  we  find  the  shape  of  the 
abdomen  is  as  shown  in  Fig.  3.  In  this  case  the  woman  is  three 
and  one-half  months  pregnant,  yet  the  relaxed  condition  of  the 
abdominal  wall  and  the  partial  separation  of  the  recti  muscles 


Fig. 


-Recumbent  posture — woman  straininj 


give  the  abdomen  the  appearance  of  a  seven-months  pregnancy. 
Fig.  4  shows  the  same  woman  with  properly-fitting  abdominal 
binder ;  with  it  she  is  able  to  walk  around  with  comparative 
ease  and  comfort;  without  it  she  can  hardly  walk  at  all. 

I  think  a  vaginal  examination  should  always  be  made  in  these 
cases,  for  it  enables  us  to  confirm  the  diagnosis  and  to  differ- 
entiate it  from  other  diseases,  such  as  ovarian  cyst,  pregnancy, 
phantom  tumors,  fat,  ascites,  etc.  It  is  rather  surprising  how 
often  the  general  practitioner  mistakes  the  condition  for  ovarian 
cyst  and  sends  his  patient  to  the  hospital  for  an  operation.  The 
absence  of  the  wave  of  fluctuation,  and  of  a  central  area  of  flat- 
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ness  surrounded  by  a  ring  of  resonance  (irrespective  of  the  posi- 
tion of  the  patient),  should  exclude  the  diagnosis  of  ovarian  cyst 
even  without  a  vaginal  examination.  The  subjective  symptoms 
of  pregnancy  may  be  present,  but  the  total  absence  of  all  of 
the  objective  signs,  including,  as  it  does,  the  three  and  only  posi- 
tive signs  of  pregnancy,  should  dismiss  this  from  one  of  the 
possibilities.  Phantom  tumor,  fat,  and  ascites  are  easily  dif- 
ferentiated. 

Treatment.     Prophylactic. — If  during  pregnancy  there  are 
any  indications  of  weakness  of   the  abdominal   muscles,   they 


Pig.  3. — Standing    posture 
months  pregnant. 


-partial    diastasis    in    woman    three    and    one  half 


should  be  reinforced  by  having  the  woman  wear  an  abdominal 
belt  which  presses  the  abdomen  upward  and  backward.  This 
is  (besides  being  a  protection)  a  great  comfort  to  her,  for  it 
relieves  the  pain  in  her  abdomen  and  back  and  enables  her  to 
move  around  with  facility  and  ease.  The  belt  should  always  be 
removed  at  night  and  the  abdominal  wall  massaged  with  cocoa 
butter.  Every  woman  after  her  confinement  should  remain  in 
bed  for  two  weeks;  during  this  time  the  abdomen  should  be 
protected  by  a  well-fitting  abdominal  binder,  worn  both  night 

52 
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and  day.     She  should  under  no  circumstances  be  allowed  to 
resume  her  household  duties  under  six  weeks. 

Palliative  Treatment. — This  consists  in  the  use  of  an  abdominal 
belt  (such  as  shown  in  Fig.  4).  There  can  be  no  doubt  but  that 
a  large  number  of  women  by  using  it  are  enabled  to  pass  through 
a  long  life  very  comfortably.  I  have  noticed  that  when  wear- 
ing the  belt  there  is  a  decided  tendency  for  accumulation  of 
abdominal  fat,  which  may  to  a  certain  extent  be  overcome  by 
systematic  abdominal  exercises  taken  morning  and  night,  and  by 


Fig.   4. — Same  as  Fig.  3,  but  with  abdominal  binder  on. 


having  the  muscles  subjected  from  time  to  time  to  a  course  of 
massage  and  electricity. 

Surgical  Treatment. — I  fear  that  the  reported  cases  are  too 
few  to  enable  us  to  draw  accurate  conclusions  regarding  the 
value  of  the  operative. treatment.  Clarence  Webster,  in  "  Pro- 
gressive Medicine  "  for  1901,  reports  a  series  of  fifty-one  cases 
operated  upon  with  what  is  claimed  to  have  been  satisfactory 
results.  This  is  the  largest  number  of  cases  that  I  have  been 
able  to  find  operated  upon  by  one  man.  The  operation  consists 
in  excising  the  connective  tissue  between  the  muscles,  together 
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with  the  skin  and  subcutaneous  fat,  and  then  suturing  the 
recti  muscles  together.  In  well-selected  eases — namely,  those 
in  which  the  diastasis  has  not  been  very  extensive  and  where  the 
muscles  have  not  lost  their  tone — I  believe  the  chances  of  a 
radical  cure  are  sufficient  to  justify  an  operation.  On  the  other 
hand,  in  cases  where  the  condition  has  existed  for  a  number  of 
years  and  the  muscles  have  lost  their  contractility  and  elasticity, 
and  where  there  is  perhaps  an  abnormal  increase  in  the  abdominal 
fat,  the  chances  of  giving  permanent  benefit  from  an  operation 
are  not  brilliant  and  we  are  not  warranted  in  recommending  it. 
3722  Walnut  street. 
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Summary  Report  of  the  Author's   Sixty-two  Cases  Operated  upon 
by  Hysterectomy.     Remarks. 


L.    H.    DUNNING,  M.D., 
Indianapolis,   Ind. 


In  presenting  a  report  of  all  the  cases  of  cancer  of  the  cervix 
uteri  operated  upon  up  to  the  date  of  the  present  writing — 
September  1,  1902 — the  author  desires  to  state  that  he  has  ex- 
cluded from  this  list  all  the  cases  in  which  a  question  arose  in  his 
mind  as  to  the  diagnosis  of  carcinoma.  All  but  very  few  of  the 
cases  were  examined  by  competent  pathologists  and  pronounced 
carcinoma,  and  those  not  examined  presented  unmistakable  signs 
of  malignancy,  such  as  pain,  hemorrhage,  and  a  fetid  discharge 
with  the  presence  of  a  neoplasm  which  was  either  fungoid  or  un- 
dergoing ulceration.  There  were  in  all  62  cases,  and  of  these 
18  are  known  to  be  alive.  There  were  5  deaths  resulting  from 
the  operation,  and  one  died  at  the  end  of  ten  years  and  three 
months. 

The  list  has  been  divided  into  two  groups,  the  first  group  in- 
cluding all  cases  operated  upon  previous  to  September  1,  1898, 
five  years  ago.  In  this  group  there  are  30  cases,  of  which  5 
(16|  per  cent)  lived  longer  than  five  years.  A  brief  history  of 
these  5  cases  is  herewith  submitted.     By  this  report  it  will  be 

•Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington,  D.  C,  September  16,  17,  and  18,  1902. 
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seen  that  one  lived  ten  years  and  three  and  a  half  months.  One 
is  alive  and  well  at  the  end  of  six  years  and  seven  months,  one  at 
six  years  and  eleven  months,  one  at  six  years  and  four  and  a  half 
months,  and  one  at  five  years  and  nine  months. 

The  second  group  includes  those  cases  operated  upon  within  the 
last  five  years.  There  are  32  cases  in  this  group.  Of  these,  14 
are  still  living.  One  is  alive  four  years  and  four  months  after 
operation,  one  four  years  and  three  and  a  half  months,  one  four 
years  and  one  and  a  half  months,  two  three  years  and  ten  months, 
one  one  year  and  ten  months,  one  one  year  and  seven  and  a  half 
months,  one  one  year  and  six  months,  one  ten  months,  one  nine 
months,  one  eight  and  a  half  months,  one  six  and  a  half  months, 
one  five  months,  and  one  four  and  a  half  months. 

All  of  these  who  have  lived  over  three  years  have  been  ex- 
amined either  by  myself  or  attending  physician  and  found  to  be 
free  from  a  recurrence.  I  cannot  speak  positively  of  several 
patients  operated  recently,  other  than  to  say  that  they  do  not 
present  at  present  any  symptoms  leading  to  a  fear  of  a  recur- 
rence. 

In  this  report  all  cases  are  excluded  in  which  we  knew  portions 
of  the  cancerous  mass  were  left  behind.  In  our  attempts  to  do 
thorough  work  we  sometimes  jeopardized  other  tissues.  Once  a 
portion  was  cut  out  of  the  bladder  and  the  opening  was  success- 
fully sutured.  Twice  we  caused  rents  in  the  bladder.  One  oc- 
curred in  one  of  the  fatal  cases,  and  in  the  other  case  the  rent 
was  closed  by  a  subsequent  operation  before  the  patient  left  the 
hospital.  The  patient  died,  however,  of  a  recurrence  within  six 
months. 

In  three  cases  one  ureter  was  severed.  In  two  of  them  the 
corresponding  kidney  was  extirpated.  In  the  first,  which  oc- 
curred in  1893,  the  prognosis  was  unfavorable  and  I  knew  of  no 
better  way  of  procedure.  The  patient  recovered  from  both 
operations,  but  died  three  months  later  of  recurrence.  In  the 
second  case  I  urged  an  abdominal  section,  the  dissecting  out  of 
the  ureter  and  the  grafting  of  it  into  the  bladder.  The  patient 
rejected  this  method  in  favor  of  nephrectomy.  The  patient  is 
still  living  and  seemingly  well  at  the  end  of  two  years  and 
eleven  months.  In  the  third  case  of  severed  ureter  a  rapid  recur- 
rence took  place,  the  open  end  of  the  ureter  became  blocked  by 
cancerous  deposits,  a  hydronephrosis  developed,  yet  the  patient 
lived  many  months. 

In  several  patients  operated  upon  there  was  slight  extension 
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of  the  disease  to  the  vagina.  If  the  vaginal  involvement  is 
superficial  and  not  more  than  one  inch  below  the  utero-vaginal 
junction,  it  is  no  bar  to  hysterectomy. 

The  author  has  several  times  extirpated  the  upper  portion  of 
the  vagina,  both  by  the  lower  and  upper  methods.  When  the 
work  is  done  through  the  vagina  an  incision  may  be  made  through 
the  coats  of  the  vagina  below  the  growth,  far  enough  away  to 
enable  one  to  seize  with  a  forceps  healthy  vaginal  tissue.  Now, 
by  traction  upon  the  forceps  and  finger  pressure  beneath  the 
vagina,  between  it  and  the  underlying  structures,  the  vagina  and 
neoplasm  may  be  stripped  up  to  the  cervix. 

In  two  or  three  instances  I  have  first  severed  the  vaginal  at- 
tachment to  the  uterus  and  then  stripped  off  portions  of  the 
vagina  by  forceps,  traction,  and  finger  pressure  from  above 
downward.  The  former  method,  however,  is  the  preferable  one. 
The  suprapubic  method  is  certainly  the  preferable  one  when  the 
uterus  and  upper  portion  of  the  vagina  are  to  be  removed. 

In  all  five  of  the  cases  that  have  survived  five  years  and  longer 
the  disease  was  in  its  incipiency.  There  were  two,  however,  in 
the  second  group — viz.,  the  one  alive  at  the  end  of  four  years  and 
three  and  a  half  months  and  the  one  alive  at  the  end  of  four  years 
and  one  and  a  half  months — in  which  the  disease  was  so  far  ad- 
vanced that  I  deemed  it  questionable,  at  the  time  of  examination, 
whether  the  operation  would  be  of  any  avail.  The  first  was  an 
adenocarcinoma  of  the  cervix  and  the  operation  a  vaginal  hys- 
terectomy. In  attempting  to  draw  the  uterus  down  the  cervix 
was  torn  off,  so  that  the  operation  was  greatly  embarrassed.  The 
case  proved  to  be  one  of  the  most  satisfactory  in  the  list. 

The  other  case  was  one  of  a  large  cauliflower  growth  of  the 
cervix  attended  by  much  bleeding,  fetid  discharges,  and  marked 
emaciation.  This  patient  is  now  enjoying  good  health  without 
recurrence.  These  are  exceptional  cases.  In  the  review  of  my 
experience  I  am  greatly  impressed  with  the  necessity  of  early 
operation,  if  we  desire  to  benefit  the  greater  number  of  patients. 

Vaginal  hysterectomy  was  the  method  of  operation  in  all  but 
five  cases.  In  the  five  cases  in  which  supravaginal  hysterectomy 
was  done,  a  technique  very  similar  to  the  one  proposed  by  Werder 
was  employed.  The  pelvic  glands  were  removed  in  two  cases 
only.  One  case  out  of  the  five  was  fatal,  and  in  this  case  the 
operation  was  most  difficult  and  quite  prolonged.    The  left  ureter 
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was  torn  off  near  the  bladder.1  Fortunately  the  torn  end  of  the 
ureter  was  found  and  transplanted  into  the  bladder  without 
difficulty.  The  result  of  this  implantation  we  do  not  know,  as 
the  patient  died  at  the  end  of  two  days  and  we  were  not  per- 
mitted an  autopsy.  Only  two  of  the  remaining  four  patients  are 
alive,  one  six  and  a  half  months  and  one  five  months  after  the 
operation.  It  seems  to  me  that  the  question  of  methods  is  still  an 
unsettled  one. 

Certainly  the  supravaginal  operation  with  extensive  dissection 
of  glands  and  broad  ligaments  is  attended  with  a  larger  rate  of 
primary  mortality,  and  the  method  has  not  been  employed  long 
enough  to  determine  its  relative  merits  in  effecting  a  cure. 
Theoretically  it  appears  the  most  promising. 

"Leopold's  researches  show  that  even  at  a  comparatively  early 
stage  of  the  disease  too  much  reliance  cannot  be  placed  on  this 
alleged  immunity  of  dissemination,  for  of  127  cancerous  uteri 
extirpated  per  vaginam  he  found  dissemination  in  the  para- 
metrium in  68,  or  54  per  cent,  the  disease  being  limited  to  the 

1  In  a  recent  supravaginal  hysterectomy  I  resorted  to  a  simple  method 
which  yielded  me  such  admirable  results  that  I  shall  employ  it  in  the 
future  whenever  possible. 

The  case  operated  upon  was  one  of  carcinoma  of  the  cervix  in  which 
the  neoplasm  extended  well  over  toward  the  right  lateral  pelvic  wall, 
yet  it  seemed  just  above  the  vaginal  tissue,  and  the  uterus  and  neo- 
plasm moved  freely,  so  I  thought  it  possible  to  easily  extirpate  the 
uterus  and  neoplasm. 

After  opening  the  abdomen  and  working  my  way  down  to  the  neo- 
plasm, the  latter  was  found  more  extensive  than  we  at  first  thought. 
It  seemed  to  me  the  ureter  was  in  danger.  The  patient  was  in  the 
Trendelenburg  position,  and  the  intestines  held  above  the  pelvic  brim 
by  gauze  packing.  The  ureter,  as  it  came  over  the  brim  of  the  pelvis, 
was  in  plain  view.  The  peritoneum  lying  over  it  was  incised  a  dis- 
tance of  one-half  inch.  The  peritoneum  was  dissected  off  the  ureter, 
a  blunt  needle  threaded  with  catgut  was  carried  under  the  ureter,  and 
a  single  knot  was  carried  down  to  near  the  ureter,  but  not  tightened. 

By  slight  upward  traction  it  was  found  to  put  the  ureter  on  the 
stretch,  so  that  it  could  be  felt  as  a  cord  all  the  way  from  the  thread 
•encircling  it  to  its  entrance  into  the  bladder. 

To  my  satisfaction  I  thus  demonstrated  that  the  neoplasm  in  the 
cervix  lay  below  the  ureter,  and  that  with  a  little  care  there  was  no 
danger  of  wounding  it. 

When  the  uterus  was  extirpated  the  catgut  thread  was  cut  and 
removed  and  the  incised  peritoneum  stitched. 

It  seems  to  me  this  simple  method  could  be  used  with  marked  ad- 
vantage in  many  cases  of  operation  upon  neoplasms  in  the  pelvis  in 
which  there  is  danger  of  wounding  the  ureter. 
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uterus  in  the  other  59   cases."     "Mackenrodt  has  arrived  at 
similar  conclusions."1 

Roger  Williams'2  postmortem  findings  showed  the  largest  per 
cent  of  involvement  of  vaginal  tissue  by  extension,  viz.,  72  per 
cent.  These  findings  lead  us  to  hope  for  a  greater  number  of 
cures  when  a  few  years  more  have  passed  and  we  can  obtain 
tabulated  reports  of  cases  operated  upon  by  the  Werder  method. 
Every  supravaginal  hysterectomy  for  cancer  of  the  cervix  should 
include  in  the  procedure  the  removal  of  a  portion  of  the  upper 
part  of  the  vagina,  especially  anteriorly,  since  this  is  the  most 
frequent  direction  of  the  extension. 

Vaginal  hysterectomy  for  cancer  of  the  neck  of  the  uterus  has 
yielded  me  16f  per  cent  of  cures,  taking  the  five-years  time 
test  as  the  standard  of  computation.  This  is  a  percentage  cor- 
responding to  that  obtained  at  Johns  Hopkins,  as  recorded  by 
Cullen  in  his  work,  "Cancer  of  the  Uterus"  (pp.  632  and  633). 
By  consulting  his  table  of  cases  of  squamous-celled  carcinoma 
of  the  cervix  uteri,  it  will  be  seen  that  the  whole  number  operated 
upon  five  years  previous  to  the  time  of  his  report  was  14.  From 
this  number  two  should  be  deducted,  as  they  were  incomplete 
operations.  There  are  thus  left  12  cases  operated  upon,  and  2 
of  these  were  alive  and  well  at  the  time  of  making  the  report, 
thus  showing  a  percentage  of  recovery  of  16|  per  cent, 

The  number  of  cures  is  not  a  complete  index  to  beneficial 
results  of  operations  for  cancer  of  the  uterus.  The  prolongation 
of  life  in  many  cases,  and  the  relief  of  suffering,  hemorrhage, 
and  offensive  discharges,  must  pass  for  much  in  favor  of  surgery. 
The  writer's  experience  teaches  him,  however,  positively  the  use- 
lessness,  the  harmfulness  of  hysterectomy  in  cases  in  which  there 
is  a  wide  dissemination  of  cancerous  deposits  and  infiltrations. 
He  has  long  since  abandoned  all  efforts  in  this  direction.  He 
has,  however,  seen  much  temporary  benefit  result  from  curettage 
and  the  thorough  application  of  the  thermo-cautery. 

Of  late  there  has  been  some  discussion  upon  the  relative  merits 
of  hysterectomy  and  high  amputation  of  the  cervix  in  incipient 
cancer.  Several  years  ago  the  writer,  following  the  teachings  of 
Schroder,  employed  high  amputation  instead  of  hysterectomy. 
He  abandoned  this  method  because  of  the  incompleteness  of  the 
operation,  and  because  of  the  sufferings  of  the  patients  afterward 
in  those  operated  upon  before  the  menopause.  It  is  probable  that 
amputation  yields  a  slightly  less  primary  mortality  than  hys- 
^oger  Williams:  Uterine  Tumors,  p.  213. 
2Ibid.,  p.  224. 
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terectomy,  but  the  benefits  in  patients  surviving  the  hysterectomy 
are  much  greater. 

It  should  be  remembered  that  in  a  considerable  percentage  of 
cases  of  cancer  of  the  cervix  uteri  the  body  of  the  uterus  is  also 
affected  by  extension  through  the  lymphatics,  and  in  other  in- 
stances the  disease  spreads  rapidly  from  below  upward.  Obvi- 
ously amputation  of  the  cervix  is  inappropriate  for  such  cases. 
The  ovaries  and  tubes  are  quite  often  invaded,  even  in  early 
cases.     Here  also  amputation  is  inefficient. 

The  painful  menstruation  and  pelvic  congestion  due  to 
stenosis  following  amputation  of  the  cervix  are,  as  a  rule,  very 
distressing  and  call  for  frequent  intervention  of  the  surgeon. 
Pregnancy  and  labor  in  such  cases  are  distressing  and  too  fre- 
quently dangerous. 

\Ye  operate  in  cases  of  cancer  to  bring  relief  as  well  as  to 
accomplish  cures.  To  effect  this  double  purpose  hysterectomy  is 
at  present  the  best  known  means. 

REPORT  OP  FIVE   CASES  OF   CARCINOMA  OF  THE   CERVIX  UTERI  ALIVE 
FTVE  YEARS  AFTER  HYSTERECTOMY. 

Case  I. — Mrs.  A.,  referred  by  Dr.  Terrill,  of  Filmore,  Ind.,  in 
January,  1892.  The  patient  was  63  years  old  and  had  reached 
the  menopause  ten  years  previously.  For  several  months  she 
had  had  profuse  uterine  hemorrhages.  Dr.  Terrill  had  removed 
small  growths  from  the  cervix  uteri  several  times,  but  new  ones 
had  quickly  sprung  from  the  site  of  the  former  ones.  At  the 
time  of  my  examination  there  was  a  small  cauliflower  growth 
springing  from  the  cervix  and  protruding  into  the  vagina.  A 
portion  of  it  was  examined  by  Dr.  Ferguson  and  pronounced 
carcinoma.  Vaginal  hysterectomy  with  extirpation  of  the  ap- 
pendages was  done  January  4,  1892.  The  patient  recovered. 
She  enjoyed  good  health  until  May,  1899,  when  she  had  a  slight 
stroke  of  paralysis.  She  made  a  partial  recovery  from  this  at- 
tack and  died  March  20,  1902,  of  hydrothorax.  No  postmortem 
was  made.  There  were  never  any  evidences  of  a  recurrence  of 
the  carcinoma  in  the  pelvic  tissues. 

Case  II.— Mrs.  B.,  married  and  aged  30  years,  was  referred  by 
Dr.  J.  R.  Mauk,  Cambridge  City.  She  was  emaciated  as  a  result 
of  uterine  pain  and  hemorrhage.  A  neoplasm  was  found  involv- 
ing the  cervix  uteri.  Dr.  C.  E.  Ferguson  examined  a  portion  of 
the  neoplasm  and  pronounced  it  carcinoma.  A  total  extirpation 
of  the  uterus  and  appendages  was  effected  January  30,  1896. 
The  patient  recovered  from  the  operation  and  gradually  regained 
her  health.     She  enjoys  reasonably  good  health  and  has  for  a 
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number  of  years  been  employed  as  a  stenographer.  She  has  not 
been  examined  by  me  recently,  but  she  makes  no  complaint  indi- 
cating a  recurrence. 

Case  III. — Mrs.  C,  referred  by  Dr.  McNutt,  of  Connersville, 
Ind.  She  was  45  years  of  age.  Examined  by  me  December  2. 
1896.  She  gave  the  history  of  frequent  and  profuse  hemorrhages 
and  now  has  a  thin,  fetid  discharge.  Upon  examination  a  small 
papillomatous  growth  was  found  upon  the  posterior  lip  of  the 
cervix.  A  piece  was  snipped  out  and  examined  microscopically 
and  pronounced  carcinoma.  Vaginal  hysterectomy  was  done 
December  3,  1896.  The  uterine  appendages  were  also  removed. 
She  made  an  excellent  recovery  and  to-day  is  well.  I  have  ex- 
amined her  recently  and  find  no  evidences  of  recurrence. 

Case  IV. — Mrs.  D.,  referred  by  Dr.  H.  Jameson.  The  patient 
was  48  years  of  age,  mother  of  four  children,  youngest  17  years. 
A  neoplasm  involving  one-half  of  the  circumference  of  the  cervix 
uteri  was  found  upon  examination.  Microscopic  examination 
showed  it  to  be  a  squamous-celled  carcinoma.  Hysterectomy 
was  done  April  16,  1896.  Patient  made  an  excellent  recovery. 
She  reported  to  me  by  letter  August  16,  1902,  as  being  well  and 
as  having  no  signs  of  recurrence. 

Case  V. — Mrs.  E.,  about  40  years  of  age.  Referred  by  Dr.  E. 
F.  Hodges.  Patient  married  and  mother  of  two  children.  Micro- 
scopical examination  of  cervical  neoplasm  was  made  by  Dr. 
Hodges,  who  pronounced  it  carcinoma.  A  vaginal  hysterectomy 
was  done  October,  1895.  Patient  was  in  ill  health  for  some 
months  following  the  operation.  She  has  been  in  comparatively 
good  health  now  several  years.  The  writer  examined  the  patient 
in  July  of  this  year  and  found  a  clean  vagina  with  no  signs  of 
recurrence. 

CAUSES     OF     RECURRENCE     OF     BILIARY     SYMPTOMS     AFTER 
CHOLECYSTOTOMY.1 


CHARLES   S.    HAMILTON,    A.B.,    M.D., 
Columbus,  O. 


The  majority  of  surgeons  who  have  had  experience  with  the 
surgery  of  the  biliary  passages  have  doubtless  witnessed  recur- 
rence of  symptoms  of  biliary  disease  after  removal  of  stones 

1Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington,  D.  C,  September  16,  17,  and  18,  1902. 
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from  the  gall  bladder.  Such  recurrences  may  take  the  following 
forms:  1.  Attacks  of  typical  gall-stone  colic,  presumptively 
due  to  the  passage  of  calculi  or  their  temporary  lodgment  in  the 
cystic  duct.  2.  Less  painful  paroxysms,  apparently  due  to  the 
presence    of    acute    or    subacute    cholecystitis    or    cholangitis. 

3.  The  recurrence  of  distended  gall  bladder  with  more  or  less 
pain  after  the  thorough  evacuation  of  stones  from  that  viscus. 

4.  Disturbance  (gastric  or  intestinal)  due  to  adhesions  involv- 
ing the  gall  bladder  and  other  viscera.  Such  apparent  relapses 
are  worthy  of  close  investigation,  as  they  imply  occasional  short- 
comings in  operative  technique  and  lessen  somewhat  the  degree 
of  confidence  with  which  we  may  recommend  surgical  inter- 
vention as  a  means  of  complete  and  permanent  relief  to  the 
sufferer. 

A  series  of  causes  may  be  regarded  as  responsible  for  such 
recurrences.    Among  them  I  would  enumerate  the  following : 

1.  A  stone  may  be  overlooked  in  some  part  of  the  biliary 
tubes.  "While  this  does  not  occur  so  readily  in  the  gall  bladder 
or  cystic  duct,  it  is  not  infrequent  in  the  common  or  hepatic 
duct.  In  fact,  a  stone  may  be  felt  in  either  of  the  latter  two, 
and  slip  from  the  operator's  grasp,  not  being  again  detected 
during  the  operation.  As  our  familiarity  with  the  disease  and 
its  operative  treatment  is  enlarged  by  experience,  stones  will 
more  rarely  escape  the  hand  of  the  surgeon. 

2.  There  seems  to  be  no  reason  why  a  gall  stone  should  not 
occasionally  re-form  in  the  biliary  tract,  after  even  the  most 
thorough  operation,  provided  conditions  favorable  to  the  process 
are  present  and  that  a  sufficient  time  may  elapse.  However  this 
may  be,  there  is  substantial  ground  for  believing  that  they 
may  re-form  if  a  suitable  nucleus  be  provided.  Such  might  be, 
for  example,  a  silk  suture  (Kehr)  which  had  been  used  in  at- 
taching the  gall  bladder  to  the  peritoneum.  It  is  hardly  likely 
that  all  such  sutures  would  find  their  way  into  the  cavity  of 
that  organ ;  occasionally,  however,  they  do.  The  propriety  of 
using  catgut  for  this  suture  is  therefore  self-evident,  as  being 
safer,  so  far  as  the  future  of  the  patient  is  concerned,  than  silk. 

3.  Stricture  of  the  cystic,  possibly  of  the  common,  duct  may 
produce  return  of  symptoms  after  a  temporarily  successful 
operation.  A  calculus  which  has  lain  embedded  for  months  or 
years  in  the  cystic  duct  may  have  destroyed  the  mucosa  and  have 
so  thickened  the  walls  of  the  tube  that  after  its  removal  partial 
or  total  impairment  of  its  calibre  results. 
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4.  In  some  instances  of  greatly  thickened  gall  bladder  from 
subacute  and  chronic  cholecystitis,  it  would  seem  as  though 
drainage  for  any  reasonable  period  would  not  cure.  In  many 
such  cases  I  believe  that  recurrence  would  be  observed  if  the 
later  history  were  known.  Possibly  bacteria  remain  embedded 
in  the  walls  of  the  gall  bladder,  becoming  active  and  producing 
recurrent  attacks  of  inflammation,  or  the  organ  has  been  too 
badly  damaged  to  perform  painlessly  its  function  of  alternate 
expansion  and  contraction. 

5.  Adhesions  which  distort  the  biliary  passages  are  a  frequent 
source  of  pain  both  before  and  after  operative  procedures. 
That  they  should  not  form  after  surgical  intervention  implies 
(1)  gentle  handling  of  structures;  (2)  the  avoidance  of  strong 
antiseptic  solutions  as  well  as  absolute  asepsis  in  operating; 
(3)  exclusion  from  the  field  of  operation,  by  proper  padding,  of 
all  structures  not  directly  involved. 

In  this  connection  attention  may  be  drawn  to  the  proper 
method  of  attaching  the  gall  bladder  to  the  parietes.  It  is  very 
generally  known  that  the  organ  should  not  be  attached  to  the  skin, 
but  rather  to  the  peritoneum  and  deeper  muscular  layers,  be- 
cause of  the  lessened  tendency  to  persistent  fistula  thus  secured. 
When  the  liver  is  greatly  enlarged  in  a  downward  direction,  the 
gall  bladder  should  be  attached  to  the  parietes  as  high  up  as 
possible,  the  liver  being  even  pushed  upward  to  some  extent  to 
permit  this.  Otherwise,  as  the  liver  diminishes  in  size  from 
removal  of  the  cause  of  enlargement,  the  elongated  gall  bladder 
is  subjected  to  more  and  more  tension,  together  with  a  degree  of 
angulation.  Both  of  these  factors  are  likely  to  produce  painful 
symptoms. 

6.  Last,  unrecognized  pancreatitis  with  secondary  biliary 
disturbance  (semi-obstructions  and  infections)  must  be  an  oc- 
casional cause  of  recurrence.  In  some  instances  such  conditions 
could  be  relieved  only  by  cholecystenterostomy,  if  gall-bladder 
drainage  had  failed. 

So  far  as  I  have  been  able  to  follow  up  my  cases  and  those 
of  my  colleague,  recurrence  of  symptoms  is  not  infrequent. 
Fortunately,  in  the  majority  of  instances  the  secondary  symp- 
toms are  transitory  and  comparatively  insignificant.  That  they 
are  not  always  so  I  am  sure  current  literature  sufficiently  dem- 
onstrates. Accurate  knowledge  of  their  nature,  as  shown  by 
secondary  operations,  generally  suggests  the  means  by  which 
they  are  to  be  avoided.    It  is  interesting  to  note  in  this  connec- 
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tion  Kehr's  statement  that  he  is  always  glad  to  have  his  cases 
undergo  a  Carlsbad  cure  after  operation,  if  time  and  means 
permit.  Further,  the  study  of  these  cases  shows  strikingly  that 
many  of  them  would  have  been  avoided  by  primary  cholecystec- 
tomy, thus  justifying  the  growing  tendency  to  perform  that 
operation  more  frequently. 

Generally  speaking,  it  is  evident  that  the  earlier  the  opera- 
tion, the  less  complicated  the  surgical  condition  with  which  we 
have  to  deal,  and  also  the  less  the  chance  of  recurrence  of  symp- 
toms. 

In  conclusion  I  shall  detail  the  history  of  an  illustrative  case. 

Mrs.  M.  was  first  seen  in  August,  1898.  She  had  had  pain  in 
the  right  side  of  the  abdomen  when  seven  months  pregnant  three 
years  ago.  She  suffered  in  the  same  way  during  the  puerperium, 
and  from  that  time  up  to  the  present  has  had  a  similar  pain 
occasionally.  In  connection  with  a  miscarriage  in  August  last 
a  swelling  was  observed  in  the  region  of  the  appendix.  She 
is  a  well-nourished  woman  of  27  years;  menstruates  regularly 
and  normally.  Examination  shows  normal  uterus  and  append- 
ages ;  tenderness  on  the  right  side  of  the  abdomen  in  the  inguinal 
and  hypochondriac  regions ;  no  tumor  can  be  defined.  Diagnosis 
uncertain. 

Operation  under  ether.  Incision  through  the  right  rectus. 
Appendix  and  pelvic  organs  found  normal.  The  gall  bladder  is 
felt  at  a  surprisingly  low  position  and  is  much  distended.  The 
incision  is  enlarged  and  the  contents  (clear  mucoid,  five  ounces) 
evacuated.  Two  stones  of  mulberry  appearance  are  at  once  felt 
and  withdrawn.  Two  more  stones  are  found  in  the  cystic  duct; 
they  cannot  be  forced  bodily  into  the  gall  bladder  and  are  there- 
fore broken  up  by  the  curette  and  forceps  and  removed  piece- 
meal. Directly  after  their  removal  bile  escapes  freely.  Close 
observation  of  the  cystic  duct  in  the  region  in  which  the  stones 
have  been  lodged  shows  extensive  destruction  of  the  mucous 
membrane,  so  much  so  that  the  possibility  of  occlusion  of  the 
duct  at  a  later  period  was  considered.  Convalescence  from  the 
operation  was  uneventful. 

The  patient  returned  to  her  home  well,  but  within  three 
months  began  to  suffer  the  old  pain,  and  on  examination  the 
gall  bladder  was  found  to  be  again  distended;  somewhat  later 
it  discharged  spontaneously  through  the  scar.  The  discharge 
consisted  of  clear  mucus  and  was  never  bile-stained.  It  was 
evidently  the  secretion  of  the  mucous  glands  of  the  gall  bladder. 
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The  sinus  thus  established  persisted  until  the  date  of  the  second 
operation,  two  and  one-half  years  later.  At  the  second  opera- 
tion the  gall  bladder  was  found  atrophied,  buried  in  adhesions, 
and  terminating  in  a  stricture  of  the  cystic  duct  at  the  point 
where  the  stone  had  originally  been  lodged.  The  mucosa  of  the 
gall  bladder  was  enucleated  down  to  the  point  of  stricture,  the 
presence  of  adhesions  rendering  complete  removal  of  the  gall 
bladder  too  difficult.  The  recovery  of  the  patient  from  opera- 
tion was  prompt  and  she  has  been  entirely  well  since  that  time. 


MANAGEMENT    OF   BREECH    PRESENTATIONS.1 


WILLIAM   D.    PORTER,    M.D., 
Cincinnati,  O. 


Breech  presentation  is  encountered  once  in  about  fifty  cases 
of  labor.  A  much  higher  ratio  represents  its  pro  rata  agency 
in  inflicting  damage  on  the  mother,  in  causing  injuries  to  the 
child,  and  particularly  in  the  production  of  fetal  mortality. 
The  mortality  is  variously  estimated  at  from  10  to  35  per  cent. 
The  percentage  of  children  that  die  in  the  twenty-four  hours 
succeeding  birth  is  also  high.  It  is  difficult  to  determine  what 
proportion  of  the  deaths  is  due  to  the  presentation  per  se. 
Many  of  the  labors  are  premature.  A  change  from  breech  to 
head  presentation  occurs  late  in  some  pregnancies.  In  case  of 
premature  labor  with  breech  presentation,  dystocia  incident  to 
the  presentation  may  cause  death  of  the  child.  It  may  be  due 
wholly  to  the  premature  labor,  which  anticipated  a  possible 
change  to  a  vertex  presentation.  But  it  must  be  admitted  that 
the  presentation  may  cause  the  premature  labor.  The  breech 
seldom  enters  the  pelvis  in  advance  of  labor,  which  may  be  pre- 
cipitated from  lack  of  space.  The  principle  is  the  same  as  that 
which  explains  the  frequency  of  premature  labors  in  cases  of 
contracted  pelves. 

Primiparity  is  an  important  factor  of  fetal  mortality.  The 
abdominal  wall  admits  of  less  distension,  making  premature 
labor  more  probable.     The  soft  parts  dilate  less  readily.     The 

1  Read  at  the  meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Washington,  D.  C.,  September  16,  17,  and  18,  1902. 
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vagina  is  less  capacious.  These  conditions  increase  the  diffi- 
culty both  of  labor  and  of  manipulations,  should  the  latter  be 
needed. 

Breech  cases  always  require  careful  supervision  and  frequent- 
ly there  is  urgent  need  of  assistance.  On  the  contrary,  it  is 
equally  true  that  defective  judgment  as  to  whether  interference 
is  needed,  and  inferior  skill  in  rendering  aid,  contribute  in  an 
unfortunate  degree  to  the  fetal  mortality. 

Breech  cases  are  usually  tedious.  The  position  of  the  child 
is  generally  oblique.  Its  pelvis,  held  by  the  comparatively  rigid 
portion  of  the  spinal  column,  does  not  readily  accommodate 
itself  to  the  resultant  of  forces,  as  does  the  head  under  like  con- 
ditions. Consequently  the  breech  is  likely  to  impinge  against 
the  brim  near  the  anterior  end  of  an  oblique  diameter.  Much 
time  and  energy  may  be  consumed  in  overcoming  this  obstacle. 

The  child's  thighs  are  usually  flexed.  That  the  breech  may 
engage,  this  flexion  must  be  carried  to  an  extreme  degree.  This 
is  opposed  by  the  resiliency  of  the  tissues,  reinforced  doubtless 
by  resistance  on  the  part  of  the  voluntary  muscles.  At  a  definite 
point  in  the  labor  the  uterine  efforts  are  expended  in  crowding 
the  breech  into  the  brim  against  this  resistance.  Promptly  on 
the  cessation  of  the  pain  the  extension  of  the  thighs  lifts  the 
breech  out  of  the  pelvis.  The  next  pain  is  expended  in  doing 
the  same  work,  which  is  as  promptly  undone.  This  seesaw  will 
continue  until  finally  the  breech  is  driven  so  deep  into  the  pelvis 
that  the  thighs  are  parallel  with  the  body,  and  efforts  at  ex- 
tension only  serve  to  fix  the  breech  more  firmly. 

The  progress  of  the  breech  through  the  pelvis  is  necessarily 
slow.  However,  by  the  time  the  outlet  is  reached  the  distension 
of  the  vagina  and  vulva  is  so  great  that  the  reflexes  stimulate 
the  expulsive  powers  to  their  greatest  effort.  The  reflexes  are 
greater  than  when  the  head  presents,  owing  to  the  greater  mass 
within  the  vagina.  Expulsive  efforts  of  such  power  and  rapidity 
are  produced  that  the  child  is  likely  to  be  rapidly  expelled,  re- 
ducing its  time  of  greatest  peril  to  a  minimum. 

Serious  delay  in  a  breech  case  is  likely  to  be  at  one  of  three 
points : 

1.  With  the  breech  at  the  brim. 

2.  With  the  breech  in  the  pelvis. 

3.  With  the  delivery  of  the  head. 

Delay  of  the  breech  at  the  brim  may  become  a  serious  mat- 
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ter,  particularly  if  the  membranes  are  ruptured.  The  water 
readily  escapes,  and  retraction  of  the  uterine  walls  may  occur 
to  a  degree  sufficient  to  embarrass  the  utero-placental  circula- 
tion. This  is  always  a  cause  for  apprehension,  and  particularly 
so  in  breech  cases.  For  there  comes  a  time  when  this  circulation 
is  suspended,  owing  to  the  compression  of  the  cord  by  the  chest 
and  head  as  they  pass  through  the  pelvis.  The  ability  to  meet 
this  ordeal  depends  largely  on  how  well  the  blood  is  oxygenated 
before  the  ordeal  begins.  The  principle  is  well  exemplified  in 
divers  who  give  exhibitions  which  involve  remaining  under  water 
for  a  comparatively  long  time.  It  is  noticeable  that,  before 
undertaking  such  a  feat,  the  blood  is  well  oxygenated  by  a  num- 
ber of  deep  rapid  respirations. 

With  the  breech  delayed  at  the  superior  strait,  the  usual 
teaching  is  to  bring  down  one  or  both  legs  and  make  traction. 
This  plan  is  excellent  if  the  patient  be  a  multipara  and  the 
cervix  well  dilated  or  easily  dilatable.  In  case  of  a  primipara, 
or  of  a  multipara  with  the  cervix  imperfectly  dilated  and  with 
evidence  that  the  completion  of  the  dilatation  will  require  con- 
siderable force,  it  is  a  questionable  procedure.  With  one  or 
both  legs  in  advance  a  wedge  is  formed  whose  sides  taper  so 
gradually  as  to  form  a  powerful  dilator.  But  its  maximum 
diameter  is  insufficient  to  prepare  the  soft  parts  for  the  prompt 
passage  of  the  head.  If  the  resistance  of  the  cervix  is  consider- 
able, it  will  promptly  contract  when  the  shoulders  have  passed, 
and  may  cause  a  fatal  delay  of  the  head  or  a  serious  laceration 
of  the  cervix.  Should  the  perineum  form  the  chief  resistance, 
the  delivery  of  the  head  within  a  safe  time  limit  will  probably 
result  in  an  extensive  tear  of  the  perineum  and  possibly  of  the 
vagina. 

If  greater  dilatation  can  be  safely  secured  before  the  head 
reaches  the  pelvis,  there  will  be  a  manifest  gain  of  possibly 
vital  importance.  Such  a  gain  is  inevitable  if  the  thighs  be  al- 
lowed to  remain  flexed  and  the  legs  extended  along  the  body  of 
the  child.  If  the  breech  is  carried  through  the  cervix  and  over 
the  perineum,  with  the  legs  in  this  position,  the  dilatation"  is 
generally  sufficient  to  permit  the  ready  extraction  of  the  head. 
Considerably  more  time  is  consumed  by  this  plan  than  is  needed 
if  the  legs  are  brought  down.  If  interference  has  not  been  too 
long  delayed  this  extra  time  is  well  spent.  Minutes  spent  in 
extricating  the  head  count  for  more  than  hours  expended  in 
bringing  down  the  doubled  breech.     The  cervix  dilated  in  the 
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slower  manner,  by  the  larger  mass,  is  not  so  likely  to  contract 
about  the  child's  neck.  It  would  doubtless  be  better  to  do 
nothing  in  preference  to  bringing  down  the  legs,  though  such 
an  election  would  often  be  but  the  choosing  of  the  lesser  evil. 

William  Hunter,  whose  contemporary  fame  equalled  that  of 
his  brother,  the  great  John  Hunter,  was  an  able  obstetrician 
and  a  noted  teacher.  At  one  time  he  advised  bringing  down  the 
legs  in  the  condition  under  discussion.  He  reasoned  that  by 
lessening  the  mass  the  dilatation  would  be  easier  and  more 
gradual,  and  that  the  suffering  of  the  woman  would  thereby 
be  greatly  lessened.  In  his  later  lectures  he  admitted  the  danger 
of  his  plan  and  advised  strongly  against  it.  In  nearly  every  case 
in  which  he  had  brought  down  the  legs  he  lost  the  child. 

The  best  method  of  bringing  dowTn  the  doubled  breech  is  to 
make  traction  over  the  anterior  groin  with  a  finger.  In  case  of 
a  multipara  this  is  easily  accomplished,  particularly  if  only 
moderate  traction  is  needed.  If  traction  in  this  manner  is  not 
feasible  or  is  inadequate,  a  broad  tape  or  a  handkerchief  carried 
between  the  anterior  thigh  and  the  body  of  the  child  furnishes 
an  efficient  means  of  traction. 

The  objection  is  made  that  it  is  sometimes  difficult  to  place 
the  fillet  in  position.  It  is  no  more,  or  but  little  more,  difficult 
than  to  bring  down  a  leg.  In  placing  the  fillet  the  Trush 
forceps  will  be  found  a  valuable  instrument.  The  objection 
that  injury  has  been  done  with  the  fillet  is  applicable  to  all 
obstetrical  instruments  and  manipulations.  If  traction  be  made 
in  the  proper  direction  the  force  is  expended  largely  on  the 
pelvis  rather  than  on  the  femur.  Moderate  traction  in  con- 
junction with  the  pains  will,  as  a  rule,  insure  gradual  descent. 

Delay  may  occur  with  the  breech  in  the  pelvis.  Almost  in- 
variably the  thighs  are  flexed.  The  mass  is  about  as  great  as  the 
pelvis  can  accommodate.  It  does  not  readily  bend  and  adjust 
itself  to  the  pelvic  curves.  This  is  partly  due  to  the  resistance 
of  the  inflexible  thighs.  Uterine  inertia  from  exhaustion  is 
also  a  possible  cause  of  delay. 

Robert  Barnes  taught1  that  delay,  with  the  breech  low,  often 
gave  rise  to  serious  difficulty.  He  advised  against  direct  trac- 
tion on  the  breech  in  all  cases,  claiming  that  it  is  frequently 
unsuccessful,  and  if  so  does  harm.  His  treatment  was  always 
to  bring  down  a  leg.  This  procedure  he  terms  breaking  up  or 
1  Obstetric  Operations. 
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decomposing  the  obstructing  wedge.  With  the  breech  low  in  the 
pelvis  it  is  difficult  to  bring  down  a  leg.  And  notwithstanding 
the  high  authority,  it  would  seem  to  be  unnecessary. 

The  use  of  forceps  on  the  breech  is  advocated  by  men  of 
recognized  ability.  If  only  slight  traction  be  needed  they  are 
doubtless  safe  and  satisfactory.  They  are  so  poorly  adapted  to 
the  shape  of  the  pelvis  that  it  is  difficult  to  regard  them  as  ap- 
propriate in  cases  demanding  much  assistance.  Traction  on 
the  groin  with  the  finger,  or,  if  necessary,  with  the  fillet,  seldom 
fails  to  overcome  the  delay. 

As  the  body  of  the  child  is  delivered  it  should  be  enveloped 
in  a  warm  towel.  This  insures  a  secure  grasp,  conserves  the 
child's  heat,  and  lessens  the  danger  of  premature  efforts  at 
respiration. 

As  the  body  is  extracted  it  is  well  to  remember  that  the 
shoulders  should  enter  an  oblique  diameter  of  the  pelvis.  To 
keep  the  spinal  column  directly  under  the  pubic  arch,  as  is 
pictured  in  many  of  the  text  books,  is  to  force  the  shoulders  to 
enter  the  transverse  diameter,  with  the  not  remote  danger  of 
fracturing  a  clavicle. 

Among  the  various  procedures  for  delivering  the  after-coming 
head,  that  known  as  the  Deventer  method  has  the  sanction  cf 
good  authority.  With  the  woman  in  the  lithotomy  position,  as 
soon  as  the  shoulders  appear  traction  vertically  downward  is 
made,  one  hand  grasping  the  feet  and  the  other  making  traction 
■over  the  shoulders.  The  arms  are  undisturbed  and  are  usually 
found  placed  along  the  sides  of  the  head.  The  claim  that  by  this 
method  the  head  is  delivered  in  full  extension  is  hardly  credible. 
The  normal  position  of  the  head  is  that  of  flexion,  due  to  the 
pronounced  curve  of  the  spinal  column  of  the  child  in  utero. 
In  this  position  of  flexion  the  head  will  in  all  probability  enter 
the  pelvis,  unless  extended  by  awkward  efforts  at  suprapubic 
pressure.  The  explanation  of  Reynolds1  that  the  chin  is  arrested 
on  the  pelvic  floor,  causing  the  head  to  become  extended,  is  not 
tenable.  It  may  be  stated  as  an  inflexible  law  that,  with  the 
head  in  the  pelvis,  a  change  from  flexion  to  extension  or  from 
■extension  to  flexion  is  a  physical  impossibility. 

The  so-called  Prague  method,  but  which  Parvin  attributes  to 
Puzos,  involves  traction  by  the  feet  and  shoulders,  first  down- 
ward and  backward  till  the  head  enters  the  pelvis ;  then  upward 
American  Text  Book  of  Obstetrics. 
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and  forward,  bringing  the  back  toward  the  mother's  abdomen 
as  the  head  is  delivered. 

"The  combined  method"  seeks  to  diminish  traction  on  the 
neck  and  to  insure  flexion  by  pressing  two  fingers  against  the 
superior  maxilla.  This  method  is  variously  attributed  to  Smellie, 
to  Veit,  and  to  Mauriceau.  Others  claim  to  effect  the  same  re- 
sults by  traction  on  the  inferior  maxilla  with  one  or  two  fingers 
in  the  mouth. 

Pressure  over  the  fundus  is  a  most  valuable  adjunct,  what- 
ever method  be  selected. 

A  matter  of  great  moment  is  the  amount  of  traction  which 
can  safely  be  exerted  through  the  neck.  This  is  estimated  by 
Matthews  Duncan,  from  experimental  data,  to  be  about  105 
pounds.  Gfoodell,  from  clinical  experience,  placed  the  estimate 
still  higher.  I  have  seen  fatal  injuries  to  the  soft  structures  of 
the  neck  with  much  less  traction  than  the  estimates  above  given. 
Where  such  tremendous  force  is  necessary  the  forceps  are  cer- 
tainly safer  and  their  application  is  a  matter  of  seconds.  For 
even  with  an  obstruction  at  the  brim,  we  must  remember  that 
most  of  the  head  enters  the  pelvis  before  resistance  is  en- 
countered. In  this  condition  the  application  of  forceps  is 
easy. 

The  method  of  delivering  the  head  which  I  have  found  most 
satisfactory  (though  it  has  no  original  features)  is  as  follows: 
After  delivery  of  the  breech,  bring  down  the  legs  and  grasp 
them,  enveloped  in  a  towel,  with  the  left  hand,  making  traction. 
Make  pressure  over  the  fundus  with  the  right  hand.  The  im- 
portance of  this  pressure  cannot  be  overestimated.  To  get  the 
best  results  from  such  pressure  the  woman  should  be  anesthet- 
ized. When  the  shoulders  appear  the  arms  should  be  swept 
down  over  the  face.  As  the  head  enters  the  pelvis  it  should 
be  crowded  down  with  the  hand,  keeping  the  pelvic  curve  in 
mind.  If  additional  force  is  needed  an  assistant  may  make 
pressure  over  the  fundus.  Ordinarily  the  pressure  and  trac- 
tion can  be  better  timed  and  regulated  by  one  person  than  by 
two.  Moreover,  the  proper  axis  in  which  to  make  traction  can 
be  more  accurately  determined  with  this  bimanual  method. 
And,  with  all  respect  for  the  opinions  of  those  who  attribute 
failure  to  the  lack  of  sufficient  flexion,  it  appears  more  rational 
to  explain  it  by  traction  in  a  wrong  axis. 

The   possibility  of  a   large   head   or  of  a  pelvic   contraction 
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should  be  anticipated  by  having  the  forceps  always  in  readiness. 
If  there  is  reason  to  believe  that  great  traction  will  be  necessary. 
the  patient  should  be  placed  on  a  table  of  good  height.  The 
advantage  of  occupying  a  scat  Lower  than  the  hips  of  the  patieni 
is  equalled  only  by  the  satisfaction  of  having  a  firm,  unyielding 
support  for  the  hips.  With  the  hips  on  an  ordinary  mattress  it 
is  necessary  to  vary  the  direction  of  traction  with  every  change 
in  the  amount  of  traction. 

To  consume  time  in  attempting  to  supply  air  to  the  child  he- 
fore  delivery  of  the  head  is  to  forget  what  should  be  an 
obstetrical  motto:  "If  in  a  given  case  it  is  possibli  to  deliver 
the  after-coming  head,  it  can  and  must  be  done  with  prompt- 
ness. ' ' 


PREGNANCY    AFTER    THE    REMOVAL    OF    BOTH    OVARIES. 


.1     F.   BALDWIN.   M.D., 

Surgeon  to  Grant  Hospital;  Fellow  of  the  American  Association 

of  Obstetricians  and  Gynecologists,  etc.. 

Columbus,  <>. 


In  the  transactions  of  the  Obstetrical  Society  of  London, 
volume  xxiv.,  page  231,  Mr.  Alban  Doran  reports  a  case  of  preg- 
nancy which  occurred  after  the  removal  by  himself  of  both 
ovaries.  In  connection  with  his  own  case  he  has  found  a  record 
of  eight  others  in  which  a  similar  result  followed.  The  only  ex- 
planation which  can  be  offered  of  such  an  occurrence  is  thai 
ovarian  tissue  was  left  by  the  operator,  either  because  he  failed 
to  remove  a  small  bit  of  the  ovary  outside  his  ligature,  or  be- 
cause ovarian  tissue  existed  outside  of  the  ovary  itself.  1  desire 
to  place  on  record  the  following  two  cases,  the  first  case  as  adding 
one  more  to  the  list  of  pregnancies  following  double  ovariotomy, 
the  second  as  furnishing  an  illustration  of  the  extraovarian  exist- 
ence of  ovarian  tissue. 

Case  I. — Mrs.  G.  F.  J..  Compher,  < )..  aged  24  years.  This  pa- 
tient had  already  given  birth  to  two  living  children,  and  was 
pregnant  about  three  months  at  the  time  of  4h<*  operation,  which 
was  made  March  3,  1891.  The  operation  was  made  at  her  home 
in  the  presence  of  her  physician.  Dr.  E.  D.  Moore,  of  Moorefield, 
O.,  Dr.  S.  L.  McCurdy  (now  of  Pittsburg,  Pa.),  and  others. 
She  presented   two   ovarian    tumors,   each   about   the  size  of   a 
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small  cocoanut.  The  two  cysts  had  become  adherent,  but  the 
tumors  Avere  distinct  and  each  had  quite  a  long  and  small  pedicle. 
Owing  to  the  known  fact  of  her  pregnancy,  care  was  taken  to 
avoid  any  manipulation  of  the  uterus.  The  pedicles  were  ligated 
in  the  usual  way  and  the  tumors  removed.  Recovery  was 
prompt,  and  the  patient  was  delivered  at  full  term  September 
13,  1891.  A  letter  received  from  the  patient  under  date  of 
March  5,  1900,  informed  me  of  the  later  birth  of  two  other 
children. 

In  this  case,  although  it  was  supposed  that  both  ovaries  were 
completely  removed,  it  is  possible  that  a  small  amount  of 
ovarian  tissue  may  have  been  left  upon  one  side  or  the  other  out- 
side of  the  ligature. 

Case  II.— Mrs.  D.  S.  B.,  Plain  City,  0.,  patient  of  Dr.  M.  J. 
Jenkins ;  aged  32  years ;  mother  of  one  child  aged  9  years.  Had 
not  been  well  for  six  years  following  a  miscarriage  at  two 
months.  The  patient  had  been  affected  with  menorrhagia  since 
her  miscarriage.  The  uterus  was  somewhat  enlarged  and  re- 
troverted.  She  suffered  a  good  deal  with  leucorrhea,  and  had 
severe  pain  at  the  menstrual  periods,  together  with  the  usual 
constitutional  symptoms.  Had  had  a  good  deal  of  local  treat- 
ment, including  curetting,  without  benefit.  Was  in  very  poor 
health.  She  was  operated  upon  July  15,  1893,  the  operation 
consisting  in  the  removal  of  both  ovaries  and  tubes  with  the 
intention  of  securing  the  menopause.  The  ovaries  were  not  ad- 
herent, and  every  precaution  was  taken  to  effect  their  thorough 
removal.  Recovery  from  the  operation  was  entirely  uneventful, 
but  the  menorrhagia  and  other  symptoms  continued  as  before. 
In  June,  1894,  I  made  a  thorough  curettage,  but  without  any  re- 
lief, her  symptoms  still  continuing  as  bad  as  before.  She  again 
consulted  me  in  November,  1894.  Careful  examination  revealed 
a  small  mass  of  tissue  to  the  left  of  the  uterus.  This  was  quite 
tender  and  gave  her  a  sensation,  as  she  described,  similar  to  that 
felt  by  pressing  upon  the  ovary.  On  the  20th  of  that  month  the 
abdomen  was  again  opened,  and  this  mass  of  tissue,  which  was 
between  the  layers  of  the  left  broad  ligament  and  apparently 
just  below  the  remains  of  the  ovarian  ligament,  was  easily  iden- 
tified and  removed.  It  was  about  the  size  and  shape  of  a  small 
lima  bean  and  presented  all  the  characteristics  of  ordinary  ova- 
rian tissue.  No  other  ovarian  tissue  could  be  found  at  any 
point,  and  after  making  a  ventrofixation  of  the  uterus  the  abdo- 
men was  closed.     Menstruation  still  continued,  however,  showing 
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that  some  ovarian  tissue  still  remained  somewhere.  Menstrua- 
tion was  not  so  profuse,  however,  nor  painful,  and  her  general 
condition  was  so  much  better  that  no  further  operative  inter- 
vention seemed  desirable.  At  the  present  time  she  is  in  excel- 
lent health,  but  menstruation  is  somewhat  freer  than  normal. 

The  persistence  of  menstruation  in  this  case  would  clearly 
indicate  the  presence  of  ovarian  tissue  outside  of  the  ovaries, 
and  at  the  second  operation  the  presence  of  such  tissue  was 
clearly  demonstrated.  All  writers  seem  to  acquiesce  in  the 
statement  made  by  Bland-Sutton  in  his  "Surgical  Diseases  of 
the  Ovaries,"  that  there  is  no  authentic  instance  on  record  of  a 
third  ovary.  Mr.  Doran  in  his  paper  says  that  he  has  observed 
cases  in  which  there  was  present  in  the  ovarian  ligament  "de- 
tached tissue  containing  follicles."  And  it  is  the  presence  of 
some  such  tissue  which  offers  the  only  explanation  of  the  few 
cases  which  are  on  record  in  which  pregnane}'  has  followed 
double  ovariotomy. 
125  S.  Grant  avenue. 


CONDITION  OF  THE  BLADDER     AFTER  HYSTEROPEXY.1 


G.    KOLISCHER,    M.D., 
Chicago. 


While  in  former  years  attention  was  paid  only  to  the  differ- 
ent methods  and  the  technique  of  the  operations  for  displace- 
ment of  the  uterus,  at  the  present  time  more  and  more  study 
is  devoted  to  the  changes  which  indicate  hysteropexy  and  to  the 
conditions  which  follow  this  operation. 

The  intimate  connection  between  bladder  and  uterus  makes 
it  easily  understood  that  the  bladder  is  greatly  influenced  in  its 
circulation  and  function  by  all  operations  which  serve  to  modify 
the  topography  of  both  these  organs.  On  account  of  the  variety 
of  cases  and  the  diversity  in  operative  procedures,  it  is  impos- 
sible at  the  present  time  to  report  on  general  types  of  condi- 
tions which  have  to  be  considered  as  sequela?  of  hysteropexies; 
still  a  certain  amount  of  qualified  observations  have  been  accu- 
mulated which  may  be  used  as  ;i  starting  point  for  further  and 
more  complete  researches. 

To  begin  with  the  simplest  operation,  that  of  Alexander, 
'  'Read  before  the  Chicago  Gynecological  Society,  September  19,  1902. 
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Bulius  has  already  published  examinations  of  the  bladder  in 
such  eases.  His  demonstration  and  my  own  experience  lead  me 
to  believe  that  this  operation  does  not  lead  to  any  important 
changes  in  the  conditions  of  the  bladder.  Neither  bimanual 
palpation  nor  cystoscopic  examination  performed  in  different 
stages  of  dilatation  of  the  bladder  reveals  abnormal  conditions. 
Clinical  observation  also  fails  to  show  any  interference  with  the 
function  of  the  bladder;  capacity,  expelling  force,  and  continence 
remain  the  same  as  they  were  before  the  operation  was  done. 
There  is  only  one  point,  however,  which  could  be  mentioned; 
that  is,  that  the  impression  which  is  made  upon  the  fundus  and 
vertex  of  the  bladder  by  the  uterine  body  is  more  pronounced, 
so  that  this  bulging  of  the  bladder  wall  into  the  viscus,  which  is 
recognized  by  cystoscopy,   appears  somewhat  increased. 

Abdominal  hysteropexy,  ventrosuspension  and  ventrofixation, 
in  some  cases  seems  to  have  a  decided  influence  on  the  circula- 
tion and  function  of  the  bladder.  I  am  unable  to  bring  exact 
statistics,  because  my  material,  although  collected  from  different 
operators,  is  limited,  and  it  is  not  always  possible  to  get  reliable 
and  exact  information  as  to  the  conditions  of  the  bladder  and 
urethra  previous  to  the  operation.  The  following  observations 
have  been  made :  In  some  cases  in  which  the  function  of  the 
bladder  previous  to  hysteropexy  was  normal  the  patients  com- 
plained that  the  urinary  calls  became  more  frequent,  that  the 
resistance  of  the  bladder  against  certain  noxoa  seemed  to  be 
reduced,  so  that,  for  instance,  a  slight  cold  would  produce  very 
disagreeable  vesical  sensations  and  an  excessive  increase  in  the 
number  of  the  urinary  calls.  The  cystoscopic  examination  in 
such  cases  revealed  an  extreme  paleness  of  the  mucosa;  in  some 
instances  the  epithelium  appeared  to  be  swollen  and  soaked.  If 
we  accept  the  theory  that  the  desire  for  urinating  is  princi- 
pally started  by  the  stretching  of  the  muscular  coat  of  the  blad- 
der, it  is  easily  understood  that  a  stretching  of  the  bladder  by 
hanging  the  uterus  high  up  will  lead  to  this  increase  in  the  fre- 
quency of  urinary  calls.  That  by  faulty  abdominal  hysteropexy 
the  circulation  of  the  bladder  is  interfered  with  seems  to  become 
apparent  from  the  following  observations: 

In  one  case  a  virginal  individual  with  normal  urinary  appa- 
ratus was  operated  on  by  abdominal  hysteropexy  in  such  a  way 
that  the  uterus  was  hung  up  rather  high.  A  few  days  after 
the  operation,  which  otherwise  took  an  absolutely  normal  course, 
the  urine  became  cloudy  and  the  urinary  calls  so  frequent  that 
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even  the  night's  rest  was  disturbed.  This  condition,  with  some 
temporary  lessening  of  the  symptoms,  lias  continued  for  two 
years.  Examination  of  the  urine  never  shows  anything  but  a 
few  epithelial  cells  and  detritus  in  the  sediment.  Cystoscopy 
demonstrates  that  the  bladder  is  stretched  into  a  sausage- 
shaped  viscus,  that  the  mucosa  is  very  pale,  and  that  many 
epithelial  rags  are  floating  over  it.  All  therapeutic  efforts  have 
been  of  no  avail.  In  two  cases  of  chronic  gonorrheal  cystitis 
which  existed  previous  to  the  hysteropexy,  the  condition  of  the 
bladder  took  a  decided  turn  for  the  worse  after  ventrofixation, 
which,  in, both  cases,  was  performed  at  a  rather  high  point. 

It  seems  that  although  we  cannot  in  a  general  way  accuse 
ventrosuspension  of  being  dangerous  to  the  bladder,  in  all 
cases  where  the  uterus  is  lifted  out  of  the  pelvis,  to  such  an 
extent  that  the  bladder  becomes  stretched,  functional  disorders 
will  set  in  and  the  soil  will  be  prepared  for  pathologic  changes, 
or  already  existing  pathologic  processes  will  be  increased  in  in- 
tensity. 

Vaginal  hysteropexy  (taking  this  word  in  a  general  sense, 
without  differentiating  between  vaginal  fixation  and  the  differ- 
ent methods  of  shortening  the  round  ligaments)  has  to  be  con- 
sidered from  two  different  points  of  view:  first,  as  to  the 
operative  steps  which  may  interfere  with  the  bladder;  second,  as 
to  the  conditions  which  may  arise  from  the  dislocation  of  the 
bladder  after  the  operation  is  finished  and  permanent  conditions 
have  been  secured. 

The  operative  step  which  obviously  is  most  apt  to  interfere 
with  the  integrity  of  the  viscus  is  the  act  of  stripping  off  the 
bladder  from  the  uterus.  If  this  is  done  in  a  proper  way — that 
is,  if  we  sever  only  the  connective  tissue  between  bladder  and 
uterus — the  bladder  will  remain  absolutely  intact.  Hut  if  we 
come  too  near  the  bladder  wall,  or  if — which  happens  not  so 
infrequently — the  operator  digs  into  the  bladder  wall  proper. 
a  condition  will  arise  which  I  described  some  years  ago  as 
traumatic  desquamative  catarrh,  a  condition  which  has  since 
been  recognized  by  the  gynecologists.  This  catarrh,  a  very  an- 
noying condition,  is.  as  a  rule,  of  a  stubborn  character,  but 
always  heals  up  in  the  course  of  time  without  leaving  any 
permanent  defects. 

The  dislocation  of  the  bladder  itself  does  not  interfere  with 
its  function  if  no  special  complications  arise.  In  certain  cases 
the  functional  activity  is  even  improved — a  point  which  will  bp 
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discussed  later  on.  The  tolerance  of  the  female  bladder  toward 
dislocations  and  changes  in  form  is  well  known.  As  to  the 
topography  of  the  viscus,  if  the  bladder  is  filled  up  bimanual 
palpation  will  reveal  the  elastic  tumor  above  and  partially  be- 
hind the  uterus.  Although  some  authors  claim  that  vaginal 
operations  which  necessitate  stripping  the  bladder  from  the 
uterus  lead  to  prolapsus  of  the  viscus  into  Douglas'  pouch,  I 
was  unable  to  find  any  credible  report  of  this  kind  in  the 
literature.  My  personal  experience  is  also  absolutely  negative 
in  this  respect. 

If  we  have  to  deal  with  a  rather  enlarged  bladder,  we  find 
it,  as  a  rule,  disposed  to  both  sides  of  the  uterus.  Cystoscopic 
examination  shows  the  impression  of  the  uterus  in  the  trigonum 
and  the  adjacent  part  of  the  fundus,  instead  of,  as  normally,  in 
the  vertex.  The  whole  bladder  appears  in  the  shape  of  a 
saddle  bag. 

Quite  interesting  and  peculiar  conditions  arise  if  vaginal 
fixation  is  performed  on  account  of  prolapse  and  cystocele.  I 
have  three  cases  on  record  in  which  the  functional  activity  of  the 
bladder  was  decidedly  improved  after  the  bladder  and  thus  the 
cystocele  was  dislocated  above  and  behind  the  uterus.  While  in 
all  these  cases  chronic  retention  in  the  cystocele  was  present  for 
years,  the  bladder  is  spontaneously  and  completely  emptied  at 
each  micturition  since  the  operation.  I  think  that  this  phe- 
nomenon can  be  explained  in  this  way : 

First,  the  cystocele  does  not  interfere  with  the  complete  con- 
traction of  the  viscus  after  it  is  lifted  up  above  the  uterus. 
Second,  the  bladder  becomes  easier  and  more  completely  emptied, 
because  under  the  changed  conditions  the  part  of  the  viscus 
which  previously  formed  the  cystocele  comes  under  the  influ- 
ence of  the  abdominal  pressure.  The  last-mentioned  operation 
for  prolapse,  as  private  information  of  some  operators  says  and 
as  my  own  experience  teaches,  is  once  in  a  while  followed  by  in- 
continence in  different  degrees.  Two  cases  of  my  own  seem  to 
offer  the  following  explanation  : 

If  the  uterus  is  stitched  too  low  down  to  the  vagina,  it  pulls 
the  vaginal  wall  and  -consequently  the  posterior  wall  of  the 
urethra  in  such  a  direction  as  to  distend  the  urethra  posteriorly. 
This  part  of  the  urethra  is  now  the  mainstay  of  continence,  and, 
if  weakened,  the  continence  will  be  impaired.  In  both  cases 
prompt  and  definite  relief  was  furnished  by  the  insertion  of  a 
ring  pessary.     In  cases  of  this  kind  in  which,  for  some  reason. 
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the  application  of  a  pessary  is  not  desirable,  operative  relief  has 
to  be  looked  for.  Although  my  report  is  by  no  means  a  complete 
one,  I  hope  that  the  points  mentioned  are  interesting  enough  to 
give  impulse  to  investigation  which  can  only  be  completed  by 
the  co-operation  of  all  gynecologists  interested  in  this  matter. 
92  State  street. 
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Stated  Meeting,  September  19,  1902. 
The  Vice-President,  Junius  C.  Hoag,  M.D.,  in  the  Chair. 
Dr.  Herbert  M.  Stowe  reported  a  case  of 
traumatic  rupture  of  a  vein  in  the  umbilical  cord  in  utero.1 

Dr.  Joseph  B.  De  Lee. — I  have  in  mind  a  case  that  occurred 
in  the  Dispensary  of  the  Lying-in  Hospital  service,  a  normal 
labor,  where  the  child  was  bom  without  the  aid  of  much  expul- 
sive force,  and  yet  the  cord  was  cut  across  as  though  a  knife 
had  been  used.  Our  attention  was  called  to  the  condition  of 
the  cord  by  the  fact  that  the  child  when  born  was  quite  pale  and 
apparently  asphyxiated.  It  recovered  very  promptly.  It  was 
a  case  of  spontaneous  rupture  of  the  cord  wi  utero  in  a  simple 
normal  case. 

Dr.  Charles  S.  Bacon. — The  first  case  reported  is  an  ex- 
tremely interesting  one,  and  I  agree  with  Dr.  Stowe  that  the 
syphilitic  history  was  undoubtedly  an  important  element  in  the 
rupture.  I  fail  to  understand  how  the  accident  she  sustained 
could  produce  the  hematoma,  and  I  believe  that  it  is  hardly 
necessary  to  take  that  as  an  explanation.  Some  cases  of  hema- 
toma have  been  reported  where  there  was  no  accident  and  where 
the  rupture  was  entirely  spontaneous.  Of  course  the  point  of 
rupture  may  be  anywhere  in  the  cord,  depending  on  the  condi- 
tion of  the  vessels.  If  section  had  been  made  of  this  cord,  the 
vessel  wall  would  no  doubt  have  been  found  to  be  weak  at  the 
point  of  rupture.  I  believe  that  all  cases  of  rupture  of  the 
umbilical  vessels  in  utero  have  occurred  in  women  with  a  syphi- 
litic history. 

Dr.  Effa  V.  Davis. — I  recall  a  case  of  premature  delivery 
in  which  the  child  had  several  hematomata  in  the  cord.  It  was 
a  syphilitic  infant  and  developed  typical  lesions  in  six  weeks, 
dying  three  months  after  birth,  of  syphilis.  Sections  were  made 
of  the  cord  and  it  was  found  that  degeneration  of  the  blood 
vessels  was  well  marked.     There  was  no  history  of  traumatism, 

'See  original  article,  p.  792. 
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but  the  labor  was  precipitate.  The  largest  hematoma  was  about 
the  size  of  a  walnut,  and  the  whole  length  of  the  cord  showed 
more  or  less  degeneration  of  its  vessels. 

Dr.  J.  C.  Webster. — It  is  very  interesting  to  have  a  report 
of  Dr.  Stowe's  first  case.  Dr.  Davis'  case  was  especially  inter- 
esting because  the  child  lived.  These  hematomata  of  the  cord  are 
met  with  in  syphilitic  cases,  but,  apart  from  these,  there  can  be 
little  doubt  that  the  rupture  of  single  vessels  in  the  cord  is  often 
associated  with  an  abnormal  arrangement  of  the  vessels,  espe- 
cially in  velamentous  insertion  or  in  an  abnormal  distribution 
to  succenturiate  portions  of  placenta.  This  variety  of  rupture 
is  usually  associated  with  some  form  of  traumatism,  especially 
rupture  of  the  membranes. 

It  seemed  to  me  that  Dr.  Stowe,  in  his  generalization,  did 
not  differentiate  sufficiently  between  the  forms  of  rupture  which 
he  had  in  mind.  There  may  be  rupture  of  individual  vessels, 
rupture  of  the  cord  as  a  whole,  and  a  tearing  of  the  cord  from 
its  placental  insertion  or  from  the  umbilicus.  I  do  not  know 
whether  he  meant  all  of  these  or  only  one.  A  great  deal  of 
what  he  said  might  apply  to  rupture  of  the  cord  as  a  whole,  but 
could  not  apply  to  rupture  of  individual  vessels  in  the  cord. 

Albert  has  written  a  monograph  on  this  subject  in  which  he 
points  out  a  tendency  to  rupture  in  cases  in  which  the  vein  is 
either  varicose  or  arranged  in  projections  called  villous  knots. 

I  would  like  to  call  Dr.  Stowe's  attention  to  one  point.  When 
speaking  of  the  covering  of  the  cord  he  used  the  expression 
amniotic  sheath.  This  is  incorrect.  The  cord  is  not  covered 
by  the  amnion.  The  latter  stops  at  the  placental  end  of  the 
cord.  The  sheath  is  practically  skin,  like  that  of  the  fetus. 
In  the  earliest  stage  it  is  covered  with  a  single  layer  of  epithe- 
lium ;  in  the  second  month  there  are  two  toavs  of  cells ;  later  there 
are  several  layers,  the  outer  of  which  is  stratified  like  the  skin 
of  the  fetus.  The  old  teaching  was  that  the  amnion  is  reflected 
over  the  cord.     That  view  has  been  abandoned. 

I  have  never  paid  much  attention  to  statistics  with  reference 
to  the  breaking  weight  of  the  cord,  because  they  vary  so  greatly. 
It  is  impossible,  in  my  opinion,  to  establish  an  average  which 
would  be  of  any  service  from  a  working  point  of  view.  The 
size  and  arrangement  of  the  vessels  undoubtedly  have  some  re- 
lationship to  the  strength  of  the  cord.  AVhat  is  called  a  torsion 
or  twisting  of  the  cord  is  really  not  such.  "When  we  speak  of 
torsion  we  mean  a  torsion  of  the  vessels,  especially  the  arteries 
around  the  vein.  The  former,  being  longer  than  the  latter,  are 
less  likely  to  break  when  the  cord  is  stretched. 

There  are  also  great  variations  in  the  connective  tissue  of  the 
cord.  The  Whartonian  jelly  varies  greatly  in  regard  to  the 
number  of  well-formed  connective-tissue  fibrils  which  may  be 
present  in  late  pregnancy.  It  is  also  believed  that  the  elastic 
fibres  in  the  cord  determine  its  strength.  There  is  no  elastic 
coat  in  the  vessels  of  the  cord,  but  elastic  fibrils  can  be  detected 
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in  the  framework  of  the  cord.  They  vary  considerably;  in  some 
■cases  they  are  scanty,  while  in  others  they  are  present  in  large 
numbers.  Therefore,  in  view  of  such  variations,  it  is  not  won- 
derful that  we  find  so  much  difference  in  the  breaking  weight 
of  the  cord.  I  do  not  think  that  any  attempt  at  a  generaliza- 
tion is  of  very  much  practical  value. 

Dr.  C.  S.  Bacon. — I  would  like  to  ask  the  doctor  where  the 
boundary  of  the  amnion  is  on  the  placental  side. 

Dr.  "Webster. — That  varies  slightly,  but  it  is  usually  at  the 
junction  of  the  cord  and  placenta  ;  it  may  be  a  little  above  or 
below  the  junction. 

Dr.  Bacon. — Is  there  a  union  between  the  amnion  and  the 
allantois,  as  there  is  on  the  fetal  side  .' 

Dr.  Webster. — The  skin  of  the  abdomen  of  the  fetus  is  con- 
tinuous with  the  stratified  epithelium  of  the  cord,  though  the 
junction  of  the  two  may  easily  be  determined  with  the  naked 
eye.  It  is  different  from  the  relationship  between  the  covering 
of  the  cord  and  the  amnion  on  the  fetal  surface  of  the  placenta. 
The  amniotic  epithelium  is  a  single  layer  of  columnar  or  cubical 
cells;  the  epithelial  layer  of  the  full-time  cord  consists  of  sev- 
eral rows  of  cells. 

Dr.  Joseph  B.  De  Lee  reported  a  case  of 

ECLAMPSIA,  WITH  CONVULSIONS  IX  THE  CHILD. 

A  primipara  aged  31  entered  Mercy  Hospital  with  premoni- 
tory symptoms  of  eclampsia,  for  which  she  received  anti-eclamp- 
tic  treatment.  She  was  put  on  a  milk  diet  and  was  given  bro- 
mides and  chloral.  Labor  progressed  normally  until  midnight, 
when  suddenly,  without  premonition,  she  had  a  convulsion, 
which  was  followed  by  eight  more  in  the  course  of  a  few  hours. 
The  coma  became  continuous.  Labor  seemed  to  stop  and  the 
woman's  condition  became  serious.  Tier  pulse  was  140,  and 
cyanosis  began  to  show  in  the  extremities  and  around  the  lips. 
I  saw  her  about  1  in  the  morning,  and  while  getting  her  ready 
for  examination  she  had  two  more  convulsions.  Artificial  res- 
piration had  to  be  performed  after  the  second.  It  was  really 
necessary,  her  breathing  having  stopped  for  a  long  time  after 
the  convulsions.  I  immediately  put  her  under  an  anesthetic  and 
dilated  the  cervix  with  two  fingers,  and.  as  is  usual,  tore  it.  I 
immediately  applied  the  forceps:  the  child  was  living  at  the 
time.  The  head  came  down  to  the  perineum  without  difficulty, 
but  a  large  hemorrhage  occurred  at  this  time  which  I  judged 
came  from  laceration  of  the  vagina.  The  perineum  began  to 
tear  and  bleed  profusely.  I  did  a  medio-lateral  episeiotomy  and 
delivered  a  deeply  narcotized  child.  It  was  asphyxiated  and 
narcotized,  as  the  woman  had  received  chloral  and  morphine  in 
large  doses.  The  child  had  a  faint,  weak,  and  rare  hearl  beat, 
and  did  not  make  the  first  gasp  until  after  thirty  minutes  of 
active  resuscitation,  which  consisted  in  clearing  the  trachea 
with  a  catheter  and  mouth-to-mouth  insufflation.     After  thirty 
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minutes  the  child  made  the  first  gasp,  and  after  an  hour  of  con- 
tinuous insufflation  the  child  cried  and  was  put  aside  as  re- 
covered. 

The  mother  in  the  meantime  had  an  interesting  history.  Im- 
mediately after  delivery  she  had  another  convulsion,  from  which 
she  rallied  without  artificial  respiration.  I  expressed  the  pla- 
centa at  once  and  proceeded  to  sew  up  the  lacerations.  "While 
sewing  these  up  the  hemorrhage  suddenly  ceased,  which  I  as- 
cribed to  the  running  catgut  suture.  But  something  else  was 
wrong,  because  the  woman  stopped  breathing  and  her  pulse  al- 
most disappeared.  I  waited  for  a  pulse  beat  until  I  could 
not  wait  any  longer  and  proceeded  to  resuscitate  the  patient. 
I  put  my  thumbs  under  her  ribs,  and  with  the  fingers  over  the 
front  worked  the  thorax  vigorously  up  and  down.  One  could 
hear  the  air  rushing  in  and  out.  She  rallied  under  this  treat- 
ment and  I  put  all  the  sutures  in  the  wound  as  fast  as  I  could. 
The  pulse  had  become  uncountable.  Later  it  came  down  to  144. 
We  gave  her  ten  drops  of  veratrum  every  hour.  These  doses 
had  no  effect  on  the  pulse,  and  I  doubled  the  strength  of  the 
preparation,  because  it  was  the  first  time  in  my  experience  that 
veratrum  failed  to  slow  the  pulse.  The  woman  made  a  slow 
recovery  and  in  forty-eight  hours  was  quite  conscious. 

On  the  first  day  after  labor  she  developed  a  fever,  but  after 
draining  the  wound  this  disappeared,  so  that  evidently  it  was 
due  to  an  infection.  However,  on  the  fifth  day  it  ran  up  to 
105.4°  and  then  dropped  again,  pursuing  an  irregular  course 
until  the  eleventh  day,  when  it  rose  high  again.  Although  the 
temperature  curve  would  suggest  malaria,  I  do  not  believe  that 
it  was  malaria.  Temperature,  morning  98°,  evening  104°,  for 
several  days,  beginning  with  chill.  The  Plasmodium  was  ab- 
sent from  the  blood  and  the  therapeutic  test  failed.  (Exhibited 
chart.) 

The  child  immediately  after  resuscitation  was  pink  and  I 
thought  would  recover  nicely.  Toward  evening,  however,  I 
noticed  jaw  clonus  and  predicted  some  convulsions.  The  next 
morning  the  child  had  convulsions,  and  had  them  all  day  and 
evening,  having  one  convulsion  after  the  other.  They  were 
typical  eclamptic  convulsions,  and  we  gave  the  infant  a  grain 
of  bromide  and  half  a  grain  of  chloral,  which  had  some  influ- 
ence on  the  convulsions.  When  the  medicine  was  discontinued 
the  convulsions  recommenced.  After  the  convulsions  ceased 
the  baby  had  an  attack  of  intestinal  intoxication  due  to  fermen- 
tation, which  did  not  subside  until  we  got  mother's  milk  for  it. 
A  few  days  ago  both  were  discharged  well. 

Dr.  Charles  S.  Bacon. — The  baby's  history  is  interesting, 
but  the  fact  that  an  infant,  after  a  severe  labor,  has  convulsions 
does  not  prove  the  nature  of  the  convulsions.  Convulsive  at- 
tacks after  operative  delivery  are  not  uncommon.  We  are  gen- 
erally in  the  habit  of  explaining  these  convulsions  by  assum- 
ing some  brain  injury.     I  do  not  know  how  it  would  be  possi- 
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ble  in  this  case  to  prove  the  nature  of  the  seizures  in  the  infant. 
I  do  not  think  that  infants  are  very  apt  to  have  convulsions 
unless  there  is  some  brain  injury.  We  all  know  the  experi- 
ments that  have  been  performed  on  animals,  the  injection  of 
large  doses  of  strychnine  into  the  fetus  inside  the  uterus,  and 
no  tetanic  attacks  followed,  although  the  amount  of  strychnine 
injected  was  very  large.  I  think  that  it  is  true  that  without 
some  injury  the  child  is  not  very  apt  to  have  convulsions.  It 
has  not  as  yet  been  proved  that  the  eclamptic  poison  reacts  on 
the  child. 

Dr.  J.  Clarence  Webster. — I  remember  hearing  Tarnier,  in 
a  clinical  lecture,  raise  the  same  objections  as  those  raised  by 
Dr.  Bacon,  stating  that  he  had  never  been  able  to  convince  him- 
self that  there  had  been  postnatal  convulsions  in  the  infant ; 
later  he  had  changed  his  mind  because  of  several  cases  that  had 
come  under  his  observation.  He  pointed  out  that  a  number  of 
cases  described  as  convulsions  were  those  in  which  forceps  had 
been  used,  and  also  referred  to  the  occurrence  of  rigor  mortis  in 
the  new-born  child — a  condition  which  might  be  considered 
as  eclampsia. 

Kreutzmann  reports  a  very  interesting  case  of  a  woman  who 
had  marked  albuminuria  without  eclampsia.  The  child  was 
born  and  thirty-six  hours  after  labor  developed  well-marked 
convulsions,  which  he  attributed  to  poison  sucked  from  the 
breasts.     There  was  no  instrumental  delivery  in  this  case. 

There  is  no  reason  to  disbelieve  in  fetal  eclampsia.  It  is 
very  probably  the  death  of  the  fetus  in  utero  in  some  cases  is 
preceded  by  marked  movements  which  are  of  the  nature  of  con- 
vulsions. It  is  also  likely  that  postnatal  eclamptic  phenomena 
might  occasionally  occur. 

Dr.  G.  Kolischer. — I  think  Dr.  De  Lee  is  correct  in  his  diag- 
nosis. There  is  no  doubt  that  we  have  to  deal  here  with  a  case 
of  eclampsia  in  both  mother  and  child.  The  differential  diag- 
nosis between  eclamptic  and  other  convulsions  is  made  by  the 
presence  of  temperature.  As  I  understand  it,  the  child  had 
fever,  so  that  there  is  no  doubt  that  the  convulsions  were 
eclamptic.  I  think  that  these  cases  support  the  theory  that 
eclampsia  is  due  to  saturation  of  the  maternal  system  with  the 
products  of  the  metabolism  of  the  fetus. 

Dr.  Emil  Ries. — I  think  the  question  of  fetal  eclampsia  is 
satisfactorily  settled  since  Schmorl  reported  postmortems  of 
cases  where  the  child  had  convulsions  and  which  showed  the 
typical  lesions  of  the  eclampsia  as  found  in  the  mother,  who 
died  also. 

Dr.  Effa  V.  Davis. — The  case  Dr.  Webster  mentioned  recalls 
to  my  mind  a  case  I  had  some  time  ago  where  the  mother  had 
premonitory  symptoms  of  eclampsia  but  no  eclampsia.  It  was 
a  twin  pregnancy  and  the  labor  was  exceedingly  tedious;  a 
case  of  inertia  uteri.  The  babies  were  well  developed,  weighing 
eight  and  one-quarter  pounds  each.    The  second  child  was  born 
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seven  hours  after  the  first,  being  delivered  by  forceps.  There 
was  no  pressure  on  the  head,  as  the  delivery  was  easy,  every- 
thing- having  been  prepared  by  the  first  birth.  Within  thirty- 
six  hours  after  its  birth  this  child  began  to  develop  a  high  tem- 
perature (103°  to  104°  F.)  and  some  opisthotonos,  but  no  con- 
vulsions. Both  children  were  affected,  the  second  most  severely. 
The  mother  had  marked  albuminuria,  a  very  severe  postpartum 
hemorrhage,  but  no  convulsions.  The  second  child  died  at  the 
end  of  a  week.  At  the  postmortem  examination  nothing  could 
be  found  to  account  for  its  death.  The  first  child  lived  for  six 
or  eight  months  and  died  in  convulsions.  I  do  not  know  whether 
this  had  anything  to  do  with  the  previous  condition,  but  it 
never  recovered  from  the  peculiar  rigidity.  The  condition  of 
these  children  seemed  very  peculiar  to  me,  and  I  called  in  several 
of  my  friends  to  see  these  cases,  thinking  that  it  was  a  poison- 
ing from  the  maternal  condition. 

Dr.  Charles  S.  Bacon. — It  would  be  interesting  if  Dr.  Ries 
would  tell  us  what  the  typical  postmortem  findings  of  eclampsia 
are.  In  regard  to  the  proof  that  Dr.  Kolischer  gives  of  the 
presence  of  eclampsia,  if  every  infant  that  has  a  temperature 
a  day  or  two  after  birth  suffers  from  eclamptic  poisoning, 
eclampsia  is  very  common. 

Dr.  Emil  Ries. — The  postmortem  findings  typical  of  eclamp- 
sia are  especially  the  focal  necroses  in  the  liver  and  the  changes 
in  the  kidneys.  These  focal  necroses  have  been  found  by 
Schmorl  so  regularly  in  eclamptic  women  that  he  considers  them 
quite  typical,  especially  as  he  does  not  find  them  in  any  other 
condition.  As  to  their  origin,  that  is  doubtful,  because  we  do 
not  know  whether  it  is  due  to  syncytial  masses  carried  into  the 
liver  or  whether  it  is  simply  a  toxemia.  I  know  that  these  find- 
ings have  not  been  considered  typical  by  all  men,  but  Schmorl 
has  carried  on  his  investigations  for  some  years,  and,  as  he  finds 
them  so  regularly,  I  think  considerable  importance  should  be 
attributed  to  them. 

Dr.  Frank  A.  Staiil. — Though  the  history  is  very  suggestive 
of  malaria.  I  would  ask  whether  any  thrombi  were  found  in  the 
pelvic  vessels.  I  remember  a  case  of  abortion  which  behaved 
very  much  like  the  case  cited.  So  much  has  been  said  of  infec- 
tion that  it  occurred  to  me  that  possibly  there  were  thrombi 
which  disintegrated,  and  that  the  disintegration  and  absorption 
of  the  products  were  marked  by  rise  in  temperature. 

Dr.  De  Lee  (closing  the  discussion). — I  purposely  left  open 
the  question  as  to  whether  or  not  the  convulsions  were  eclamptic. 
I  am  inclined  to  think  that  they  were  toxemic.  A  careful  exam- 
ination of  the  infant  after  birth  showed  a  highly  nervous  condi- 
tion, as  was  evidenced  by  the  jaw  clonus.  No  external  head  in- 
juries of  any  kind  could  be  found.  AVhen  the  first  convulsion 
occurred  I  examined  the  baby  very  carefully  for  paralyses,  but 
found  none.  Then  I  investigated  to  see  if  the  convulsions  began 
at  any  particular  point  constantly,   thinking  that  perhaps  the- 
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child  had  a  cerebral  hemorrhage  or  a  fracture  of  the  skull.  The 
baby  would  have  convulsions  beginning  on  one  side,  then  on  the 
other,  then  in  the  legs,  and  then  in  the  face,  without  any  degree 
of  regularity.  I  examined  the  skull  to  determine  increase  of 
intracranial  tension.  The  fontanelle  was  not  prominent,  but 
depressed.  In  cases  of  hemorrhage  in  the  brain  the  fontanelle 
is  always  prominent  or  flat  and  tense,  but  there  cannot  be  much 
hemorrhage  without  producing  bulging  of  the  fontanelle. 

The  child  passed  very  little  urine  and  not  often.  On  one  oc- 
casion it  went  twenty-four  hours  without  urinating.  1  catheter- 
ized  and  found  a  tiny  trace  of  albumin.  The  child  did  not  have 
sufficient  kidney  action,  in  spite  of  the  large  amount  of  water 
given  it.  The  child  had  fever,  which  came  on  long  after  the 
convulsions,  so  that  it  could  not  be  meningitis.  In  order  to 
confirm  my  position  in  the  matter,  I  got  Dr.  Walls  and  Dr.  Abt, 
both  of  whom  have  had  considerable  experience  with  infants, 
to  see  the  baby,  and  they  leaned  toward  my  diagnosis;  and 
that  is  the  position  in  which  I  would  leave  it. 

Regarding  the  delivery  producing  head  injuries,  I  agree  with 
Dr.  Bacon  that  most  cases  of  convulsions  occurring  after  opera- 
tive deliveries  are  due  to  injury.  The  temperature  is  probably 
due  to  infection.  Examination  a  few  days  ago  showed  a  little 
thickening  on  the  right  side  and  parametritis.  I  would  like  Dr. 
Watkins  to  express  his  opinion,  as  he  saw  the  case  with  me. 

Dr.  Thomas  J.  Watkins. — I  examined  the  patient  a  few  days 
ago  and  was  unable  to  account  for  the  temperature. 

Dr.  Emerson  M.  Sutton,  of  Peoria,  read  a  paper  entitled 

CANCER  OF  THE  POSTERIOR  VAGINAL  WALL  INVOLVING  THE  RECTUM. 

Dr.  Sutton  reported  a  case  of  cancer  of  the  posterior  vaginal 
wall  which  penetrated  to  the  submucosa  of  the  rectum,  with 
fibrous  but  non-malignant  infiltration  around  the  rectum,  pro- 
ducing a  stricture.  He  operated  by  the  sacral  route,  using  the 
Von  Volkmann-Rose  incision.  He  resected  the  vagina,  rectum, 
and  one-half  of  the  cervix,  anchoring  the  healthy  end  of  the 
sigmoid  to  the  gluteal  incision  side  of  the  wound.  He  cited 
several  cases  collected  from  the  literature  of  the  subject,  and 
gave  his  reasons  for  attempting  operations  for  extensive  cancer- 
ous growths  situated  in  the  pelvis. 

Dr.  Gustav  Kolischer. — The  history  of  this  case  and  the 
specimen  itself  impress  use  with  the  idea  that  we  have  to  deal 
with  a  rectal  and  not  a  vaginal  carcinoma.  So  far  as  the  method 
of  operating  is  concerned,  the  idea  of  attacking  malignant  vagi- 
nal growths,  or  so-called  inoperable  carcinoma  of  'he  cervix  and 
uterus,  by  sacral  operations  was  proposed  in  1888  by  Ilochenegg 
and  Herzfeld  and  taken  up  by  our  surgeons  Later.  It  has  since 
been  abandoned:  first,  because  results  have  been  poor;  second, 
because  the  operation  is  very  dangerous  and  leaves  the  patient, 
in  a  pitiful  condition:  third,  because  all  this  extensive  resecting 
is  absolutely  unnecessary  in  females,  and  Senn  claims  it  is  un- 


848  THE    CHICAGO   GYNECOLOGICAL    SOCIETY. 

necessary  even  in  male  patients.  We  can  make  accessible  per 
vaginam  the  whole  pelvis,  and  reach  all  the  lymphatics  which 
can  be  reached  through  the  sacral  route.  By  Schuchart's  or 
Rehn's  incision  it  is  unnecessary  to  perform  this  mutilating  in- 
cision. I  would  like  to  ask  the  doctor  why  he  did  not  follow  out 
Hochenegg's  method  and  pull  down  the  large  intestine  and  fix 
it  to  the  anus,  which  was  indicated.  Hochenegg  advocates  this 
method  and  uses  it  in  every  case  where  there  is  a  chance  of 
preserving  the  anus.  All  pads  and  supports  do  not  help  to 
keep  the  patient  from  being  excluded  from  human  society  if  he 
has  a  sacral  anus.  In  order  to  reach  all  the  lymphatics  of  the 
pelvis  the  abdominal  route  is  the  best.  It  is  important  to  reach 
the  primary  cancer,  and  not  only  the  secondarily  infected  areas, 
if  we  have  to  deal  with  these  cases.  If,  in  case  of  carcinoma, 
the  lymphatics  are  once  infected,  the  patient  in  most  cases  is 
lost,  and  the  result  of  very  extensive  operations  is  absolutely 
temporary.  I  cannot  see  that  anybody  is  justified,  with  the 
methods  at  hand,  in  resecting  a  part  of  the  sacrum  when  op- 
erating on  a  supposed  vaginal  carcinoma. 

Dr.  Carl  Wagner. — By  studying  the  topography  of  this  speci- 
men I  am  inclined  to  believe  that  the  fibrous  induration  existed 
prior  to  the  development  of  the  carcinoma.  It  reminds  me  a 
great  deal  of  two  cases  reported  by  Zahn  (some  seven  or  eight 
years  ago),  which  were  described  as  round  ulcers  of  the  vagina 
(ulcus  rotundum  vaginae)  and  represent  the  only  two  cases 
existing  in  literature.  I  am  of  the  opinion  that  for  a  long  while 
this  rare  condition,  called  round  ulcer  of  the  vagina  (ulcus  ro- 
tundum vaginse),  existed  and  caused  an  inflammatory  infiltra- 
tion of  the  tissue  surrounding  it,  which  reactive  wall  later  on 
organized  represents  this  fibrous  mass  encircling  the  rectum  so 
heavily.  The  carcinoma  itself  developed  only  secondarily  upon 
the  ground  of  the  primarily  existing  round  ulcer  of  the  vagina, 
quite  analogous  to  a  similar  process  in  the  stomach. 

Dr.  Emil  Ries. — What  interests  me  particularly  in  this  case, 
aside  from  the  pathology  of  the  organs  removed,  would  be  the 
question  which  lymphatics  would  have  to  be  considered  as  in- 
volved. Dr.  Evans,  in  his  pathological  report,  mentioned  two 
routes  and  two  groups  of  lymphatics  which  might  be  involved, 
the  anterior  and  the  posterior.  Perhaps  it  might  be  advisable  to 
take  into  consideration  also  the  lateral  group.  In  a  case  like  this, 
where  the  carcinoma  is  inside  the  vagina,  the  lymphatics  involved 
would  most  probably  be  the  deep  inguinal.  In  malignant  neo- 
plasm of  the  external  organs  the  superficial  inguinal  would 
probably  be  involved ;  in  carcinoma  of  the  upper  two-thirds  of  the 
vagina,  the  deep  inguinal  and  the  iliac ;  in  carcinoma  of  the  cer- 
vix itself,  the  iliac  and  lumbar;  in  carcinoma  of  the  rectum,  the 
glands  along  the  mesentery.  For  the  removal  of  the  glands  pos- 
sibly involved  in  a  case  like  this  the  sacral  route  offers  distinct 
disadvantages.  These  can  be  removed  thoroughly  either  by  an 
abdominal  incision  or  by  the  hypogastric  method  of  Mackenrodt. 
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As  there  was  no  carcinoma  in  this  rectum,  neither  the  lumbar 
nor  mesenteric  lymphatics  would  be  involved.  Examination  of 
the  deep  inguinal  glands  would  probably  have  shown  carcinoma, 
or  the  patient  may  show  it  in  the  future  by  recurrence  in  these 
glands. 

Dr.  Sutton  (closing  the  discussion). — It  seemed  to  me  that 
drainage  was  much  better  with  the  wound  open  than  closed. 
The  sacral  route  is  a  matter  of  individual  preference.  There 
are  carcinomas  of  the  rectum,  vagina,  and  cervix  that  no  one 
will  do  much  for  except  to  give  momentary  benefit.  When  the 
sacrum  is  out  of  the  way  the  results  in  inoperable  carcinoma  of 
the  cervix  will  be  much  better.  It  leaves  a  healthy  wound, 
provided  the  surgeon's  technique  is  such  as  to  prevent  contami- 
nation of  the  wound  by  feces.  This  can  be  prevented  to  a  large 
extent  by  the  use  of  a  Paquelin  cautery. 

In  regard  to  the  question  whether  it  was  a  round  ulcer,  I  left 
that  to  the  pathologists.  As  three  pathologists  gave  exactly  the 
same  report,  I  am  satisfied  with  their  findings. 

The  inguinal  glands  were  not  involved  and  I  hope  they  never 
will  be.  With  the  modern  treatment  for  recurrent  carcinoma 
I  still  have  hopes  for  the  patient. 

Dr.  Gustav  Kolischer  read  a  paper  entitled 

CONDITION  OF  THE  BLADDER  AFTER  HYSTEROPEXY.1 


TRANSACTIONS  OF  THE  SECTION    ON 

GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Meeting  of  October  16,  1902. 
Charles  P.  Noble,  M.D.,  in  the  Chair. 
Dr.  Pi.  P.  McReynolds  read  an  essay  on 

DIASTASIS  OF  THE  ABDOMINAL    (RECTI)    MUSCLES.2 

Dr.  Charles  P.  Noble. — This  is  a  subject  in  which  I  have 
been  interested  for  a  good  many  years.  I  have  operated  re- 
peatedly and  with  very  satisfactory  results.  The  operation  for 
the  cure  of  the  condition  is  a  simple  one,  and  whenever  the  symp- 
toms are  distressing  I  think  the  condition  should  be  operated  on 
and  cured.  The  method  which  I  have  used  has  been  to  make  an 
incision  usually  to  the  right  of  the  median  line.  That,  of 
course,  opens  into  the  sheath  of  the  right  rectus,  always  up  as 
far  as  the  umbilicus,  and  in  some  cases  almost  to  the  ensiform 
cartilage.  Then  the  sheath  of  the  left  rectus  is  split  open,  and 
when  the  incision  goes  above  the  umbilicus  the  umbilicus  is  ex- 
cised and  the  peritoneum  sewed  up  with  a  running  suture.  Then 
the  muscle  and  the  fascia  aponeurosis  are  dealt  with  as  they  are 
1  See  original  article,  p.  837.  2  See  original  article,  p.  814. 
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always  dealt  with  in  closing  an  abdominal  wound.  The  under 
surface  of  the  aponeurosis  on  the  right  side  is  bared  by  detaching 
it  from  the  muscle,  and  the  upper  side  of  the  aponeurosis  on  the 
left  side  of  the  wound  is  bared  and  the  right  aponeurosis  sewed 
on  top  of  the  left,  so  that  we  have  a  double  thickness  of  aponeu- 
rosis. The  lapping  should  extend  only  about  three-quarters  of 
an  inch;  sometimes  as  much  as  an  inch.  I  have  used  a  double 
row  of  continuous  sutures  to  accomplish  that.  In  that  way  there 
is  no  difficulty  in  bringing  the  recti  muscles  together  and  getting 
a  good,  strong  abdominal  wall.  I  am  sure  the  number  operated 
on  has  run  into  the  dozens,  and  so  far  I  have  never  had  these 
cases  come  back  with  any  trouble.  I  have,  therefore,  no  ques- 
tion but  that  they  can  be  cured  by  that  method. 

In  connection  with  the  so-called  Glenard's  disease,  where  we 
have  the  kidneys,  uterus,  stomach,  and  intestines  all  prolapsed, 
there  is  no  doubt  whatever  that  anatomically  the  patients  are  im- 
perfectly cured  if  we  simply  stitch  up  the  uterus  and  kidneys, 
if  there  is  also  diastasis  of  the  abdominal  muscles,  because  the 
abdominal  muscles  no  longer  support  the  intestinal  contents. 

Dr.  J.  M.  Baldt  exhibited 

SPECIMENS   OF   MYOMA   OF   THE   OVARY. 

Peterson  reports  a  series  of  82  cases  of  fibroma  of  the  ovary 
that  he  had  found  in  the  literature  (and  reported  two  at  the 
meeting  of  the  American  Gynecological  Society  last  spring), 
only  taking  those  cases  in  which  the  diagnosis  had  been  verified 
by  microscopical  examination.  He  made  no  effort  to  distinguish 
between  fibroma  and  myoma,  only  dealing  with  the  clinical  aspect. 
Pfannenstiel  has  reported  a  case  of  true  myoma  as  distinguished 
from  fibroma  of  the  ovary,  and  has  noted  in  his  paper  having 
seen  four  other  cases.  Dornan  reports  a  myoma  of  the  ovary, 
and  says  that  at  one  time  he  questioned  whether  myoma  of  the 
ovary  could  exist.  Myoma  presupposes  the  presence  of  muscu- 
lar tissue,  and  it  has  not  been  believed  that  muscular  tissue  ex- 
isted in  the  ovary.  Gessner  reported  fibromyoma  from  the  ovar- 
ian ligament,  and  states  there  are  not  only  muscular  fibres  in  the 
ovarian  ligament  itself,  but  that  there  are  muscle  cells  in  the 
cortex  of  the  ovary;  and  Dornan.  in  commenting  on  his  own 
case,  which  is  an  unquestionable  one.  says  that  Gessner  has 
stated  in  connection  with  his  tumor,  which  was  the  size  of  a  bean 
and  located  in  the  ovarian  ligament  half-way  between  the  uterus 
and  ovary,  that  he  believed  a  myoma  may  spring  from  that 
point  and  spread  over  to  and  involve  the  ovary  and  convert  it 
into  a  myomatous  growth.  Dornan  says  that  his  own  specimen 
goes  a  great  way  to  prove  this  point  and  that  he  has  been  of  the 
opinion  that  such  a  condition  could  exist. 

The  specimen  I  have  to  show  to-night  is  one  of  such  a  charac- 
ter. It  would  be  a  pure  matter  of  speculation  at  present,  from 
the  size  of  this  growth,  to  say  where  it  began  to  grow,  whether 
in  the  ligament  or  the  ovary  or  at  the  junction  of  the  two,  be- 
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cause  the  ovary  and  ligament  have  completely  disappeared  and 
are  involved  in  the  tumor. 

I  operated  on  the  patient  for  uterine  fibroma,  and  you  will 
see  that  there  is  a  large  fibromyoma  of  the  uterus  which  is  split 
open  and  that  the  walls  of  the  uterus  contain  a  number  of 
nodules  of  the  fibroma.  On  the  left  side  the  ovary  and  the  tube 
are  plainly  seen.  The  tube  is  in  a  condition  of  distension,  con- 
taining a  gelatinous  fluid.  On  the  right  side  there  is  no  trace 
of  ovary.  The  relations  of  this  tumor  are  that  it  extends  from 
the  side  of  the  uterus  as  an  ordinary  nodule  or  subperitoneal 
fibroid  nodule,  with  this  difference,  that  after  it  passes  away 
from  the  uterus  it  lies  under  the  broad  ligament  on  its  posterior 
surface  in  the  position  of  the  ovary.  It  has  all  the  relations  and 
attachments  to  the  broad  ligament.  Fallopian  tube,  and  round  lig- 
ament above  that  an  ovary  has,  and  hangs  free  like  the  ovary.  A 
subperitoneal  fibroid  can  grow  from  the  uterus  in  two  ways  and 
can  take  two  courses.  It  may  be  a  pedunculated  fibroid  hang- 
ing in  the  peritoneal  cavity.  A  mere  glance  will  show  this  is 
not  such  a  one.  The  tumor  might  have  sprung  from  the  uterus 
at  the  junction  of  the  broad  ligament  and  grow  extraperitoneally, 
in  which  case  it  would  always  be  extraperitoneal  in  all  its  parts. 
Even  then  you  would  not  have  the  relations  to  the  Fallopian 
tube  and  broad  ligament,  etc.,  that  this  specimen  has.  I  take 
it  that  the  relations  demonstrate  perfectly  that  this  tumor  can- 
not be  either  of  those.  As  far  as  anatomical  relations  are  con- 
cerned, we  can  exclude  fibromata  of  the  uterus.  The  uterine 
tumors  here  are  fibromyomata,  the  one  of  the  ovary  is  pure 
myoma.  This  is  a  difference  which  exists  in  this  case  suffi- 
ciently to  add  just  a  bit  of  corroborative  evidence  to  the  theory 
of  its  growth.  Any  other  solid  tumor  of  the  broad  ligament  we 
would  have  to  consider  and  exclude,  and  this  is  readily  done  in 
this  case.  We  come  down  to  the  possibility,  as  suggested  by 
Gessner  and  Dornan,  of  a  myoma  developing  in  either  the 
ovarian  ligament  or  developing  at  the  cortex  of  the  ovary. 
Granting  that  that  should  happen,  we  would  have  in  the  result- 
ing tumors  exactly  such  attachments  as  we  have  here :  subperi- 
toneal at  one  point  (against  the  uterus),  and  from  that  point 
out  perfectly  free  on  its  under,  anterior,  and  lateral  surfaces. 
It  should  have  also,  if  it  grew  into  and  involved  the  ovary,  all  the 
anatomical  relations  that  the  ovary  has  in  health.  This  theory 
explains  every  relation  anatomically  this  tumor  has,  and  is  the 
only  possible  one  that  does  so. 

As  a  bit  of  corroborative  evidence,  we  find  a  point  of  ovarian 
tissue  toward  the  fimbriated  end  of  the  tube  from  which  I  have 
been  able  to  secure  two  sections,  which  show  under  the  micro- 
scope the  normal  ovarian  tissue.  The  slide  shows  from  above 
downward  ovarian  tissue,  connective  tissue,  and  then  the  under- 
lying myomatous  tissue,  that  is,  the  underlying  tumor  tissue. 
We  have  a  tumor  which  is  microscopically  a  myoma,  and  it  has 
been  proved  absolutely  by  Dornan  that  a  pure  myoma  of  the 


852  THE   SECTION    ON   GYNECOLOGY. 

ovary  does  and  can  exist.  It  has  all  the  anatomical  relations 
that  such  a  growth  could  have.  No  other  growth  I  can  think  of 
in  this  region  can  produce  these  same  anatomical  relations.  This 
specimen  is  spoiled  by  much  handling  to  a  great  extent,  but  the 
essential  points  are  still  easily  seen.  I  think  it  undoubtedly  is 
a  pure  myoma  of  the  ovary.  I  am  unable  to  find  a  single  evi- 
dence of  proof  to  the  contrary.  The  pathologist  has  men- 
tioned that  in  the  microscope  slide,  between  the  ovarian  tissue 
and  tumor  tissue,  there  is  a  layer  of  connective  tissue  which  they 
say  indicates  pathologically  a  capsule,  and  there  is  the  proba- 
bility of  the  ovarian  tissue  simply  overlying  the  tumor.  This 
point,  however,  seems  to  me  still  further  corroborative  proof  of 
the  true  condition ;  that  the  portion  of  the  ovary  remaining  and 
the  tumor  are  one  and  the  same  thing,  with  the  ordinary  connec- 
tion that  any  circumscribed  tumor  would  have  with  a  remnant 
of  any  organ  from  which  it  developed,  in  a  connective-tissue 
connection. 

Dr.  John  B.  Shober, — It  seems  to  me  the  manner  of  develop- 
ment of  this  tumor  is  unusual.  I  have  seen  only  three  cases  of 
fibroma  of  the  ovary.  One  of  these  occurred  in  my  practice 
three  years  ago  in  an  old  woman  past  60  years  of  age.  We  diag- 
nosed the  condition  ovarian  tumor.  Upon  opening  the  abdomen 
we  found  that  there  was  some  ascites.  This  led  us  to  suppose 
that  possibly  it  was  a  malignant  growth,  but  the  tumor  did  not 
present  appearances  of  malignancy.  It  was  about  the  size  of 
a  large  cocoanut,  weighed  five  to  six  pounds,  and  had  a  long 
pedicle.  The  pathologist  reported  that  the  tumor  was  com- 
posed entirely  of  fibrous  tissue.  He  was  unable  to  find  any 
muscular  tissue  in  his  examination,  though  he  did  not  examine  it 
everywhere.  The  interesting  point  was  the  accompanying  as- 
cites, in  the  presence  of  which  we  rather  expect  malignant  dis- 
ease. It  is  also  of  special  interest  to  find  pure  fibroma  of  the 
ovary  of  some  considerable  size.  The  specimens  of  these  cases 
are  extremely  rare. 

Dr.  Wilmer  Krusen. — I  think  undoubtedly  that  Dr.  Baldy 
has  presented  one  of  the  most  unique  specimens  recently  exhib- 
ited before  this  Section.  After  hearing  Dr.  Peterson's  paper 
on  "  Fibroma  of  the  Ovary  "  at  Atlantic  City.  I  had,  in  a  few 
weeks,  a  case  of  fibroma  of  the  ovary  accompanied  by  ascites. 
The  patient  was  a  woman  of  36.  The  tumor  was  posterior  to  the 
uterus,  adherent  to  it,  and  I  made  the  diagnosis  of  subperitoneal 
fibroid  tumor.  Upon  opening  the  abdomen  and  breaking  up 
the  adhesions  I  found  that  the  tumor  was  a  part  of  the  ovary. 
I  am  now  having  a  microscopical  report  made  on  it.  The  most 
curious  part  is  the  ascitic  accumulation  so  often  associated.  It 
is  curious  also  that  fibroma  of  the  ovary  will  produce  irritation 
and  cause  serum,  while  a  movable  pedunculated  fibroid  will  not 
do  so.  Dr.  Baldy  says  there  was  no  ascitic  accumulation  about 
the  growth  itself.  There  must  be  some  other  condition  produc- 
ing the  effusion  in  the  peritoneal  cavity.  I  have  no  doubt  we 
have  all  heard  of  a  number  of  cases  in  Philadelphia  since  Dr. 
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Peterson  read  his  paper.  It  shows  that  these  growths  have 
probably  been  overlooked,  and  that  very  frequently,  in  cases 
of  multilocular  ovarian  cyst,  possibly  fibrous  tissue  would  be 
found  if  a  more  careful  examination  of  the  growth  were  made. 

Dr.  Charles  P.  Noble. — I  have  had  several  cases  of  fibroma 
of  the  ovary,  but  never  one  in  which  the  pathologist  reported 
myoma.  I  am  sure  that  I  have  had  quite  a  number  of  fibromas 
of  the  ovary  years  ago  when  under  the  current  teaching  we  sup- 
posed them  to  be  sarcomas,  and  unless  a  microscopic  examina- 
tion were  made  they  were  set  down  as  being  sarcomas.  I  am 
sure  I  have  had  five  or  six  such  cases.  It  seems  to  me  that,  as  a 
rule,  the  ascites  comes  because  there  are  degenerative  changes 
in  the  veins  and  the  return  circulation  of  the  tumor  is  interfered 
with,  whereas  the  arterial  circulation  is  maintained.  I  think  we 
should  emphasize  the  fact  that  the  mere  presence  of  ascites  does 
not  indicate,  as  formerly  taught,  that  the  tumor  is  malignant. 

Dr.  John  B.  Shober. — The  presence  of  ascites  is  rare  in  cases 
of  pedunculated  fibroids  of  the  uterus,  because  these  tumors  are 
covered  by  a  smooth,  non-irritating  serous  membrane ;  whereas  a 
fibroid  tumor  of  the  ovary  has  no  such  capsule,  and  its  surface 
is  usually  rough  and  gives  rise  to  ascites  by  mechanical  irrita- 
tion of  the  general  peritoneum. 

Dr.  Baldy  (closing). — I  think  that  Dr.  Peterson's  examina- 
tions showed  that  about  25  or  30  per  cent  of  cases  of  fibroma  of 
the  ovary  had  ascites.  I  do  not  know  whether  Dr.  Shober 's  ex- 
planation would  hold  good  or  not  in  considering  the  cases.  In 
fibroma  of  the  ovary,  some  have  been  very  small,  not  larger  than 
some  hypertrophied  ovaries.  The  hypertrophied  ovary  would 
have  the  rough  cortex  as  well  as  would  the  neoplasm,  and  be 
coarser  than  the  peritoneum  covering  the  uterus,  and  still  of  the 
character  Nature  has  put  into  the  peritoneal  cavity.  The  cavity 
is  therefore  used  to  friction  from  such  surfaces.  In  the  hyper- 
trophied ovary,  however,  we  never  find  ascites.  Many  of  the 
large  cases  of  fibroma  had  no  ascites.  Some  were  very  small 
and  were  accompanied  by  ascites.  The  mere  size,  therefore, 
would  rather  indicate  that  that  was  not  a  factor  either.  Like 
Dr.  Noble,  in  the  past  I  have  had  a  number  of  cases  which  were 
probably  fibromas.     The  specimens  were  never  examined. 


TRANSACTIONS  OF  THE 
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Meeting  of  October  14,  1902. 

The   President,   Malcolm   McLean,   M.D.,    in    the    Chair. 

supravaginal  hysterectomy  for   myofibroma. 

Dr.  Herman  J.  Boldt. — This  specimen  was  removed  from  Mrs. 
S.  H.,  get.  43  years,  married  twenty-three  years,  who  has  had  four 
children,  the  last  eleven  years  ago.     For  the  last  four  years  she 
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has  had  atypical  hemorrhages,  very  profuse  in  character,  pass- 
ing many  clots  with  the  flow.  She  has  had  backache  and  pains 
radiating  down  the  right  thigh.  The  pelvis  and  lower  abdomen 
were  filled  by  a  fluctuating  tumor  which  was  but  slightly  mo- 
bile in  its  upper  aspect.  The  appearance  of  the  patient  was 
very  anemic,  in  fact  cachectic — so  much  so  that  maligant  degen- 
eration of  the  tumor  was  considered  probable.  The  hemoglobin 
was  reduced  38  per  cent;  erythrocytes,  2,800,000. 

Bimanual  examination  was  painful.  The  operation  was  per- 
formed this  morning.  At  the  beginning  intravenous  infusion 
of  saline  solution  was  begun  by  an  assistant  and  1,500  cubic 
centimetres  introduced.  The  difficulty  in  raising  the  fibromyoma- 
tous  uterus  so  as  to  clamp  the  broad  ligament  was  considerable. 
The  omentum  was  adherent  all  around  its  base. 

This  specimen  is  presented  to  bring  up  the  question  of  the  de- 
sirability of  using  the  angiotribe  throughout  as  a  hemostatic.  T 
have  done  four  hysterectomies  with  the  angiotribe,  have  used  four 
modifications  of  the  instrument,  and  have  come  to  the  conclu- 
sion that  the  original  Tuffier's  angiotribe  is  the  most  satisfac- 
tory, if  one  desires  to  use  such  instruments  at  all.  So  far  as 
the  saving  of  time  is  concerned,  I  have  been  unable  to  find  them 
superior  to  ligatures.  Further,  the  Tuffier  angiotribe  is  so 
heavy  and  clumsy  that  it  requires  an  additional  assistant  to  hold 
the  instrument  in  place  while  one  is  continuing  the  operation. 
Modifications  of  Tuffier's  angiotribe  have  in  my  hands  not  given 
sufficient  pressure  to  completely  obliterate  the  vessels,  so  that 
it  became  necessary  to  use  ligatures,  bleeding  beginning  a  few 
minutes  after  removal  of  the  instruments.  It  is  my  opinion 
that  if  we  could  get  angiotribes  which  exert  as  much  pressure  as 
the  Tuffier  without  possessing  the  same  clumsiness,  and  some- 
what longer  in  the  jaws,  then  the  use  of  such  an  instrument  may 
be  more  desirable  than  ligatures,  first,  by  the  saving  of  time,  and, 
second,  by  not  requiring  the  use  of  foreign  material  on  the 
vessels  and  to  close  over  the  peritoneal  folds  of  the  broad  liga- 
ments. 

Dr.  J.  Riddle  Gopfe. — I  have  been  using  the  angiotribe  dur- 
ing the  past  five  years,  and  with  me  it  is  a  routine  custom.  I 
always  have  it  with  me  whether  I  operate  from  above  or  below, 
and  I  make  constant  use  of  it.  I  began  with  the  Tuffier  instru- 
ment and  I  never  have  had  occasion  to  regret  its  use.  But  it  is 
father  clumsy,  and,  after  it  is  once  applied,  it  requires  support 
from  an  assistant  to  keep  it  from  dragging  while  waiting  for  the 
two  minutes  to  expire  during  its  application.  I  have  experi- 
mented with  several  varieties  of  these  instruments,  and  in  op- 
erating upon  one  case  for  carcinoma  I  used  three  instruments 
in  succession,  to  see  if  one  was  more  desirable  than  another.  All 
acted  equally  well.  Since  then  Dr.  Child  has  modified  the  in- 
strument by  making  it  lighter  and  more  easy  to  handle;  his 
instrument  I  have  used  several  times,  and  he  has  used  it.  The 
Tuffier  instrument  gives  a  pressure  of  3,000  pounds;  Dr.  Child's, 
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1,600.  It  certainly  simplifies  the  operation  of  vaginal  hysterec- 
tomy in  those  cases  where  it  is  difficult  to  drag  the  uterus  down 
within  reach  of  the  ligature.  Often  we  find  firm  adhesions 
holding  the  appendages  high  up  in  the  pelvis;  I  can  clamp  the 
lower  half  of  the  broad  ligament  and  set  the  uterus  free,  mak- 
ing room  to  drag  down  the  appendages  in  cases  in  which  it 
would  have  been  impossible  to  apply  the  ligatures.  And  even 
in  cases  in  which  the  appendages  cannot  be  brought  down,  this 
instrument  can  be  slid  up  into  the  pelvis  and  the  broad  liga- 
ments pinched  off  beyond  the  appendages.  The  angiotribe 
greatly  facilitates  vaginal  hysterectomies  in  either  simple  or 
complicated  cases. 

Dr.  Child. — In  using  the  Tuffier  instrument  we  find  serious 
objections.  First,  its  great  weight,  which  causes  a  dragging 
down  of  the  tissues  and  makes  it  very  clumsy  to  handle.  Sec- 
ondly, by  the  scissors  action  of  the  jaws  the  tissues  are  squeezed 
out  at  the  end  of  the  blades.  To  obviate  these  features  I  de- 
vised an  instrument  in  which  the  blades  come  together  in  a 
parallel  direction;  they  remain  parallel  until  the  completion 
of  the  action.  I  also  believe  that  a  pressure  of  3,000  pounds 
in  the  Tuffier  instrument  is  more  than  is  needed.  My  instru- 
ment will  exert  a  pressure  of  1,600  pounds,  and  I  believe  that 
to  be  sufficient  to  control  hemorrhage  from  the  uterine  or 
ovarian  arteries  and  even  larger  vessels.  I  have  found  that  it 
acts  very  satisfactorily  as  a  hemostatic.  It  is  about  one-third  the 
weight  of  the  Tuffier  instrument. 

Dr.  Joseph  E.  Janvrln. — I  should  like  to  reinforce  the  re- 
marks of  Dr.  Goffe  regarding  the  use  of  the  angiotribe.  I  have 
used  the  instrument,  particularly  in  doing  vaginal  hysterec- 
tomies, during  the  past  five  years,  ever  since  its  first  introduc- 
tion into  this  country.  It  works  admirably  and  always  does  its 
work.  As  Dr.  Goffe  has  stated,  it  shortens  the  time  of  operation 
very  much.  I  have  never  had  any  trouble  from  pressing  nut 
the  tissues  from  the  end  of  the  blade,  as  mentioned  by  Dr. 
Child.  I  always  make  it  a  point,  after  the  two  minutes  are  up 
after  its  application,  to  sever  the  tissues  nearly  up  to  the  point 
of  the  blade  and  there  stop.  I  never  quite  cut  up  to  the  points 
of  the  blades  and  consequently  never  have  any  hemorrhage.  I. 
have  always  used  the  Tuffier  instrument, 

HYDATIDIFORM     DEGENERATION     OF    THE    CHORION. 

Dr.  Howard  C.  Taylor. — The  patient  from  whom  the  speci- 
men was  obtained  was  admitted  to  the  Roosevelt  Hospital  in 
April,  1902.  with  this  history:  She  is  27  years  old.  married  nine 
years;  has  had  three  children,  eight  years,  four  years,  and  three 
years  ago  respectively.  She  has  also  had  six  miscarriages,  the 
first  four  at  six  weeks,  the  last  two  at  ten  weeks,  and  in  order 
were  seven  years,  six  years,  four  years,  three  and  one-half 
years,  two  years,  and  six  months  ago.  That  is.  in  nine  years  she 
has  been  pregnant  nine  times  and  has  given  birth  to  only  three 
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living  children  and  has  had  six  early  miscarriages.  No  history 
of  syphilis. 

For  two  months  previous  to  her  admission  to  the  hospital  she 
had  a  discharge,  watery  in  character,  and  at  times  brown  or 
bloody.  At  one  time  the  bloody  discharge  was  so  profuse  that 
she  was  obliged  to  remain  in  bed  for  three  weeks.  There  had 
been  moderate  pain  in  back  and  some  increase  in  size  of  the 
abdomen.  Labor-like  pains  began  the  day  before  her  admis- 
sion, and  shortly  after  entering  the  hospital  the  mole  was 
passed. 

Under  ether  the  uterus  was  found  enlarged  and  appendages 
normal.  The  uterus  was  curetted  and  washed  with  normal 
saline  solution.  The  patient  left  the  hospital  one  month  later. 
I  examined  the  case  again  on  October  13.  1902.  The  uterus  was 
not  enlarged,  retroverted  but  movable,  the  appendages  normal. 
In  general  health  the  patient  had  been  well  since  her  operation, 
had  gained  fifteen  pounds  in  weight.  She  has  no  pain.  Since 
the  curetting  she  has  flowed  but  once  (for  two  days)  about  two 
weeks  after  the  curetting.     She  is  not  pregnant. 

Dr.  H.  X.  Vineberg. — I  have  had  a  case  under  observation 
for  a  year  in  which  there  is  no  malignancy ;  this  case  was  curet- 
ted. In  two  other  cases  that  I  saw  some  years  ago  no  malig- 
nancy followed. 

Dr.  "W.  S.  Stone. — I  had  such  a  case  last  winter  in  my  service 
at  the  Lying-in  Hospital,  and  it  proved  to  be  very  interesting, 
because  she  entered  the  hospital  as  a  case  of  ordinary  pregnancy 
with  a  dead  fetus  and  a  chronic  diffuse  nephritis.  Under  anes- 
thesia, in  dilating  the  cervix  I  found  the  uterus  entirely  filled  with 
a  mass  of  soft,  cystic  material.  I  removed  it  all  with  the  hand  and 
washed  out  the  uterus.  When  dilating  the  cervix  I  noted  that 
it  was  rather  friable  and  tore  quite  deeply  upon  the  left  side. 
She  did  well  and  soon  left  the  hospital.  In  about  six  or  seven 
weeks  she  returned  to  the  hospital  and  complained  of  a  con- 
siderable bloody  discharge  from  the  vagina.  She  had  lost  some 
flesh.  The  physical  examination  revealed  a  rather  large  uterus, 
and  upon  the  left  side  was  a  tumor  that  felt, very  much  like  a 
fibroid;  it  was  situated  near  the  horn  of  the  uterus.  She  had 
a  temperature  of  99.5°  F.  She  was  kept  under  observation  for 
a  few  days.  The  bloody  discharge  persisted.  I  did  a  laparat- 
omy  and  found,  much  to  my  surprise,  that  the  tumor  was  an 
ovarian  abscess  and  its  hardness  resulted  from  an  adherent  and 
thickened  omentum.  I  also  removed  the  uterus  for  surgical  rea- 
sons. The  interior  of  that  organ  was  found  to 'be  simply  the 
seat  of  an  endometritis.  The  cystic  material  had  been  examined 
previously,  and  there  had  been  some  question  as  to  whether  a 
decidunma  had  not  already  begun  to  grow. 

Dr.  R.  A.  Murray. — I  have  carefully  observed  for  some  years 
half  a  dozen  cases.  None  have  shown  any  evidences  of  malig- 
nancy at  the  time  of  operation  or  since. 
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VAGINAL   COUNTERPRESSURE   DIRECTOR. 

Dr.  H.  N.  Vixeberg. — This  instrument  is  to  facilitate  an  in- 
cision into  the  vagina  from  above  through  Douglas'  cul-de-sac 
where  drainage  or  packing  is  indicated.  The  usual  method  of 
thrusting  a  blunt  instrument  through  Douglas'  cul-de-sac  into 
the  vagina  is  not  always  as  easy  as  it  is  said  to  be.  With  the  aid 
of  this  instrument  a  free  incision  can  be  made  in  a  very  short 
space  of  time,  and,  by  clamping  the  edges  of  the  incision  with  a 
clamp  until  a  suture  is  applied,  the  patient  can  be  saved  from 
the  slightest  loss  of  blood.  I  have  used  the  instrument  in  several 
cases  and  have  found  it  very  valuable. 

Dr.  Joseph  E.  Janvrin. — For  many  years  I  have  occasionally 
used  a  somewhat  similar  method,  lifting  the  posterior  cul-de-sac 
with  a  big  cork  attached  to  a  staff.  This  answers  the  same  pur- 
pose as  the  instrument  presented  by  Dr.  Vineberg.  It  is  very 
rare,  however,  that  any  instrument  is  absolutely  necessary  for 
the  purpose  of  lifting  up  the  cul-de-sac,  as  ordinarily  the  open- 
ing can  be  easily  made  from  below  upward  by  the  scissors  and 
easily  enlarged  by  tearing  with  the  fingers. 

Dr.  J.  Kiddle  Goffe. — I  do  not  believe  in  much  instrumen- 
tation in  opening  through  the  posterior  fornix,  for  we  are  very 
apt  to  have  hemorrhage.  The  less  cutting  the  better.  It  is 
better  to  make  a  wide  incision  in  the  vaginal  mucous  membrane 
and  a  small  incision  through  the  peritoneum,  and  then  tear  and 
stretch  the  tissues.  In  this  way  we  rarely  risk  a  hemorrhage 
or  do  mischief. 

Dr.  George  T.  Harrison. — It  is  rarely  necessary,  if  we  oper- 
ate as  we  should  operate,  to  use  drainage.  In  case  drainage  is 
necessary  I  wish  to  make  an  emphatic  protest  against  the  method 
of  drainage  through  the  cul-de-sac.  You  should  drain  from 
above.  Why  make  a  new  wound  which  adds  a  complication  and 
increases  the  danger  of  infection?  I  am  assuming  that  the 
method  of  operation  is  by  the  abdominal  route 

Dr.  H.  N.  Vineberg. — The  method  mentioned  by  Dr.  Goffe  is 
the  one  I  have  been  using  in  the  past,  and  it  struck  me  as  not 
being  satisfactory  because  it  never  gave  an  opening  large 
enough;  if  we  are  to  drain  at  all  we  should  have  a  good-sized 
opening  both  for  the  purpose  of  drainage  and  for  the  easy  re- 
moval of  the  gauze.  With  this  instrument  a  good-sized  opening 
from  one  and  a  half  to  two  inches  in  length  can  be  made,  and 
it  has  the  further  advantage  that  with  it  the  incision  can  be 
made  in  the  most  dependent  part  of  Douglas'  cul-de-sac  where 
the  opening  into  the  vagina  is  made  just  behind  the  cervix:  as  is 
usually  the  case  it  is  at  a  higher  level  than  the  bottom  of  the 
cul-de-sac,  and  in  consequence  the  drainage  cannot  be  as  good 
as  when  the  opening  is  made  at  the  most  dependent  part. 

A  FEW   DISPUTED   POINTS   IX    THE   TREATMENT    OF   PYOSALPLXX. 

Dr.  Kalph  Waldo.— When  called  to  the  bedside  of  a  woman 
suffering  from  acute  pelvic  inflammation,  the  first  question  that 
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presents  itself  is,  what  is  the  exact  pathological  condition  pres- 
ent, and  is  operative  interference  indicated  or  not  ?  If  there  are 
secimdines  in  the  nterus  they  should  be  removed;  or  if  there  is 
a  fluctuating  point  indicating  the  presence  of  pus,  this  should 
be  evacuated  by  free  incision  by  the  most  direct  course.  There 
are  some  who  in  such  instances  advocate  radical  operation,  argu- 
ing that  it  will  have  to  be  done  sooner  or  later ;  which  statement 
is  true  in  a  few  instances,  while  the  large  majority  may  be  cured, 
so  far  as  disagreeable  symptoms  are  concerned,  and  subsequent 
normal  labor  may  take  place.  When  in  a  puerperal  woman 
you  have  a  septic  endometritis  and  salpingitis  on  one  or  both 
sides  and  the  early  stages  of  peritoneal  infection  in  Douglas' 
pouch,  I  believe  that  free  incision  and  drainage  of  Douglas' 
pouch  with  gauze  will  not  only  very  materially  shorten  the 
duration  of  the  inflammatory  disease,  but  will  in  many  in- 
stances prevent  irreparable  disease  of  the  tubes. 

There  is  another  large  class  of  patients  who  have  an  old 
pyosalpinx,  which  is  usually  confined  to  the  tubes,  but  occa- 
sionally extends  to  the  neighboring  structures,  especially  the 
pelvic  peritoneum,  when  the  patient  states  that  she  has  had  a 
number  of  similar  attacks,  which  she  attributes  to  various 
causes,  as  indiscretion  of  diet,  fatigue,  constipation,  etc.  Ex- 
amination usually  shows  a  localized  process  in  one  or  both 
tubes  and  involving  very  little  else.  More  frequently  a  large 
part  of  the  pelvic  peritoneum  is  involved  and  no  special  stric- 
ture can  be  satisfactorily  palpated.  In  rare  instances  a  gen- 
eral peritonitis  will  be  found.  In  the  first  and  second  classes 
of  cases,  where  you  are  convinced  that  the  disease  has  its  origin 
in  the  tubes  and  involves  them  principally,  the  question  that 
most  forcibly  presents  itself  is,  shall  an  operation  be  imme- 
diately performed  or  not?  Excepting  where  there  is  a  very 
rapidly  extending  virulent  peritonitis,  I  want  to  say  all  I  can 
in  opposition  to  operative  interference  of  any  kind  during 
the  acute  stage  of  the  disease,  and  especially  when  you  are  first 
called  to  see  the  patient  when  the  acute  stage  has  passed.  There 
are  many  instances  where  competent  gynecologists  have  made  a 
diagnosis  of  acute  pyosalpinx  and  strongly  urged  immediate 
operation,  and,  this  being  refused,  the  patient  has  not  only  re- 
covered from  the  acute  attack,  but  has  gone  years  without  dis- 
comfort or  subsequent  attack. 

After  the  acute  process  has  entirely  subsided  and  you  can 
palpate  one  or  both  tubes,  enlarged  and  more  or  less  tender, 
an  operation  is  indicated,  and  I  believe  that  the  abdomen  should 
be  opened  from  above  and,  as  far  as  possible,  the  diseased  struc- 
ture removed. 

AVhere  it  is  impossible  to  separate  adhesions  without  allowing 
the  escape  of  pus  into  the  field  of  operation,  which  in  every  in- 
stance should  be  separated  from  the  remainder  of  the  peritoneal 
cavity  by  sterile  gauze  sponges  and  towels,  the  escaping  pus 
must    be    removed    as    rapidly    as    possible    from    the  wound. 
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After  removal  of  the  diseased  tube,  and  possibly  ovary,  per- 
oxide of  hydrogen  is  thoroughly  applied  to  the  region.  The 
entire  field  is  wiped  clean  with  sterile  sponges,  which  are  fre- 
quently wet  with  sterile  water.  In  rare  instances  the  Held  of 
operation,  never  the  general  peritoneal  cavity,  is  thoroughly  irri- 
gated with  hot  normal  saline  solution.  A  sterile  gauze  sponge 
is  placed  over  the  surface  from  which  the  tube  lias  been  re- 
moved, the  superficial  layer  of  sponges  is  removed,  the  hands 
of  the  operator  and  assistants  are  thoroughly  cleansed,  and  the 
other  side  investigated,  and,  if  found  to  contain  pus,  treated  as 
the  first. 

In  every  instance  where  pus  has  escaped,  the  peritoneal  cavity 
is  drained  from  the  deepest  portion  of  the  wounded  area — 
which  is  usually  Douglas'  pouch — anteriorly  through  the  lower 
angle  of  the  abdominal  wound  by  means  of  a  .Mikulicz  drain,  the 
outer  portion  of  which  is  composed  of  sterile  gauze,  and  usually 
the  inner  portion  of  iodoform  gauze.  Iodoform  gauze  is  never 
allowed  to  come  in  contact  with  living  tissue.  The  upper  por- 
tion of  the  wound  is  closed,  taking  great  care  not  to 
constrict  the  drain  as  it  passes  through  the  abdominal 
wall.  Externally  a  moist  bichloride  dressing  is  applied, 
which  is  changed  as  often  as  it  is  soiled  by  the  dis- 
charges. On  the  third  day  the  central  portion  of  the  drain  is 
partially  removed,  and  on  the  fifth  clay  it  is  entirely  removed. 
Usually  on  the  seventh  or  eighth  day  the  outer  portion  of  the 
drain  is  found  to  have  separated  from  the  surrounding  struc- 
tures, and  is  removed,  and  a  small  strip  of  gauze  is  placed  in 
the  wound.  Primary  union  almost  invariably  takes  place  above 
the  drain,  and  it  is  seldom  that  any  pus  discharges  from  the 
drained  portion.  In  no  case  is  the  drain  introduced  so  as  to 
make  marked  pressure  against  any  of  its  neighboring  structures, 
but  is  so  applied  that  it  is  a  drain,  never  a  packing.  The  drain 
should  be  left  in  as  long  as  indicated,  because  during  the  first 
three  or  four  days  there  is  a  free  discharge  of  material,  and 
after  this  the  drain  is  adherent  to  the  neighboring  structures, 
and  its  removal  will  cause  severe  pain  and  leave  a  bleeding 
surface,  and  a  rise  of  temperature  will  ensue,  which  is  not  the 
ease  when  the  drain  is  removed  at  the  end  of  a  week  when  it  is 
not  adherent.  A  few  months  after  the  operation  the  scar  will 
show  very  little  evidence  of  a  drain  having  been  used,  which 
is  not  the  case  when  it  is  removed  soon  after  the  operation. 
When  the  drain  is  removed  within  a  few  days  after  the  opera- 
tion, it  is  not  uncommon  for  the  intestine  or  omentum  to  be 
drawn  into  the  wound  and  so  have  a  condition  that  later  results 
in  hernia. 

Dr.  Herman  J.  Boldt.— I  was  under  the  impression  that 
although  drainage  was  a  method  in  vogue  and  extensively  used 
by  abdominal  surgeons  years  ago,  it  had  now  been  dispensed 
with,  except  under  exceptional  circumstances.  There  are  a 
large  number  of  instances  in  which  operations  have  been  per- 
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formed  for  the  removal  of  a  pyosalpinx  when  the  tubes  have 
ruptured  during  enucleation  and  the  patients  have  done  equally 
well  when  the  pus  was  wiped  out  of  the  pelvis  with  gauze  and 
the  abdomen  closed.  The  only  instance  in  which  a  gauze  drain 
would  be  applicable,  in  my  opinion,  is  where  there  has  been  a 
large,  torn  adhesion  surface ;  then  it  is  used  only  for  the  pur- 
pose of  stopping  the  oozing  and  of  giving  exit  for  twenty-four 
or  thirty-six  hours  to  the  sero-bloody  oozing  which  takes  place 
from  that  site.  The  virulent  secretion  in  gonorrheal  suppura- 
tive salpingitis  is,  as  a  rule,  at  the  time  when  such  patients  are 
operated  upon,  sterile ;  therefore  the  uselessness  of  draining  in 
that  class  of  cases.  (Personally  I  consider  drainage,  if  used  at 
all,  from  below  preferable.)  So  far  as  the  question  of  hernia 
is  concerned,  I  can  conceive  how  that  is  possible  when  we  leave  in 
the  gauze  drain  for  a  number  of  days;  such  an  abdominal  scar 
will  yield  more  readily  to  intra-abdominal  pressure  than  when 
the  drain  gauze  is  removed  early. 

Dr.  E.  H.  Grandin. — I  presume  that  we  are  all  here  for  a 
free  interchange  of  opinion,  and  therefore  I  trust  that  the 
reader  of  the  paper  will  pardon  me  if  I  take  issue  with  regard  to 
the  manner  of  drainage.  His  description  carried  me  back  to  the 
days  when  I  began  the  study  of,  and  taught,  gynecology ;  then  it 
was  the  custom  to  place  in  glass  tubes  from  above  down  in  the 
cul-de-sac  and  expect  the  pus  and  blood  to  flow  uphill.  I  have 
seen  Bantock  in  London,  and  Lister  in  1878  and  1879,  introduce 
these  glass  tubes  with  fenestra?  and  expect  fluids  to  flow  uphill. 
I  can  recall  some  cases  of  intestinal  obstruction  the  result  of 
using  these  fenestrated  glass  tubes.  I  have  been  taught  by 
some  who  are  present  here  to-night,  and  by  others  who  are 
dead,  to  place  gauze  in  from  above;  but  it  did  not  take  me  a 
long  time  to  make  up  my  mind  that  that  was  a  false  method  for 
trying  to  secure  drainage.  If  we  -wish  to  drain  well  we  should 
endeavor  to  imitate  Nature's  method;  water  finds  it  impossible 
to  flow  uphill  and  so  will  serum,  blood,  or  pus  which  gravi- 
tates down  to  Douglas'  cul-de-sac.  The  point  that  I  really  wish 
to  make  is  this:  If  I  should  look  over  my  statistics  I  could  tell 
you  that  I  have  had  many  successful  cases  drain  downward  into 
the  vagina  which  equal  in  number  the  cases  reported  by  the 
reader  of  the  paper  which  drained  upward.  The  logical  conclu- 
sion to  be  drawn  is  this :  that  I  can  see  no  indication  for  drain- 
ing at  all  with  gauze  or  anything  else.  If  we  have  performed  a 
clean  operation  and  if  we  insert  gauze  it  is  for  the  purpose  Dr. 
Boldt  has  already  mentioned,  of  covering  over  the  raw  surface  to 
prevent  the  intestinal  adhesions.  I  am  still  deluded  enough  to 
carry  gauze  into  the  vagina  after  total  hysterectomies  for 
fibroids  when  there  is  no  pus  present.  When  pus  is  present  I 
believe  in  packing  gauze  over  the  raw  surface,  and  I  carry  it 
into  the  vagina  and  not  upward.  Within  twenty-four  hours 
after  an  abdominal  section,  gauze,  no  matter  where  it  is  placed, 
will  not  drain  the  general  peritoneal  cavity;  therefore  why  place 
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it  in  for  drainage?  I  have  reached  the  conclusion  that  after  a 
clean  abdominal  operation  drainage  is  not  necessary.  If  it  is 
used  to  protect  raw  surfaces  against  adhesions  of  intestines,  that 
is  right;  if  not  introduced,  the  gut  will  adhere.  After  a 
pyosalpinx  where  pus,  contrary  to  expectations  or  wishes,  has 
oozed  into  the  lower  pelvis,  and  where  we  have  cleaned  the  lower 
pelvis,  I  question  very  much,  if  it  is  an  old  pyosalpinx,  if  it  is 
necessary  to  insert  gauze.  If  it  should  be  necessary  to  insert 
gauze  we  should  imitate  Nature  and  allow  the  fluids  to  flow 
downhill,  and  not  try  to  work  against  Nature's  method  by  carry- 
ing the  gauze  upward.  Much  of  the  so-called  drainage,  by  the 
way,  is  not  drainage  at  all,  but  is  simply  oozing  from  raw  sur- 
faces, the  necessary  outcome  of  placing  gauze  (or  any  foreign 
body)  against  them. 

Dr.  A.  F.  Currier. — I  suppose  that  almost  all  of  us  have 
reached  a  point  in  our  experience  when  we  have  definite  views 
upon  the  question  of  drainage.  With  regard  to  Hie  question  of 
hemorrhage,  it  is  certain  that,  in  cases  of  very  difficult  removal 
of  pus  tubes,  it  is  a  serious  question  to  decide  whether  it  is 
prudent  to  allow  the  continuance  of  hemorrhage  from  surfaces 
denuded  of  peritoneum,  which  sometimes  even  requires  subse- 
quent reopening  of  the  abdomen.  I  should  like  to  refer  to  an 
experience  that  I  have  had  lately.  By  the  use  of  ( largile's  mem- 
brane, or  sterilized  peritoneum,  in  cases  where  the  denudation 
has  been  quite  extensive,  very  satisfactory  results  have  been 
obtained.  After  the  surface  has  been  carefully  dried  this  sub- 
stance adheres  to  it  at  once.  As  an  additional  security  a  large 
rubber  tube  is  introduced  to  the  bottom  of  the  cul-de-sac,  and 
if,  at  the  end  of  twenty-four  hours,  the  hemorrhage  is  insigni- 
ficant, the  tube  is  withdrawn.  It  is  a  tentative  measure  and 
in  my  experience  thus  far  has  been  satisfactory.  I  cannot  say 
absolutely,  of  course,  that  the  substance  has  remained  where  it 
was  applied,  because  no  mishaps  have  been  observed  where  it 
has  been  used,  but  whether  post  hoc  or  propter  hoc  I  am  unable 
to  say. 

Dr.  H.  N.  Vineberg. — It  seems  to  me  that  the  value  of  this 
discussion  does  not  rest  upon  whether  a  drain  should  be  intro- 
duced or  not,  but  whether  in  cases  of  pyosalpinx  a  waiting 
policy  should  be  pursued — i.e.,  waiting  until  the  pus  has  become 
sterile.  I  think,  gentlemen,  that  is  a  step  backward  and 
gynecologists  have  not  kept  pace  with  surgeons  in  this  branch 
of  surgery.  It  is  not  good  surgery  to  wait  four  or  five  weeks 
when  we  have  to  deal  with  suppurating  tubes  or  ovaries,  in  the 
hope  that  the  pus  may  become  sterile.  I  think  that  in  the  future 
gynecologists  will  take  a  different  stand  in  the  treatment  of 
these  cases  and  attack  from  below,  evacuating  the  pus  first  and 
then  completing  this  operation  from  above,  if  necessary.  I 
wish  to  make  mention  of  one  case  which  I  think  is  rather  in- 
structive in  connection  with  this  class  of  cases.  During  the 
summer  a  patient  came  into  the  hospital :  she  had  been  curetted 
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outside  by  a  physician,  and  in  consequence  she  had  a  large 
suppurating  mass  on  the  right  side.  The  woman  was  in  very 
poor  condition  and  I  was  loath  to  operate  upon  her,  hoping 
that  rest  in  bed  would  cause  a  subsidence  of  the  temperature  and 
time  would  elapse  for  the  pus  to  become  sterile.  In  spite  of 
that  her  temperature  ranged  from  103°  to  104°  F.  at  night  and 
from  99°  to  100°  in  the  morning.  The  mass  was  getting  larger 
and  the  patient  was  losing  ground.  Believing  that  if  I  at- 
tempted to  operate  from  above  the  patient  would  die.  I  deter- 
mined to  evacuate  the  pus  from  below,  and  so  I  entered  the 
mass,  which  was  high  up,  and  with  considerable  difficulty  evac- 
uated a  large  quantity  of  pus.  However,  before  she  left  the 
operating  room  she  had  a  profuse  hemorrhage,  and  in  spite  of 
our  efforts  the  hemorrhage  persisted,  and  the  only  thing  left 
for  me  to  do  was  to  open  the  abdomen  and  enucleate  this  pus 
sac.  This  patient  made  a  slow  but  good  recovery.  This  illus- 
trates what  can  be  done  in  similar  cases.  I  think  it  would  have 
been  better  to  have  had  an  operation  sooner.  It  is  only  a  ques- 
tion of  being  able  to  remove  pus  sacs  without  infecting  the  gen- 
eral peritoneal  cavity;  that,  I  think,  is  the  main  question,  and 
not  the  question  that  Dr.  "Waldo  raises,  that,  in  some  cases 
diagnosed  as  such,  the  patients  get  well.  The  cases  he  refers 
to  I  believe  to  have  been  cases  in  which  there  were  inflamma- 
tory exudates  and  collections  of  serum,  which  are  so  frequently 
found  in  pelvic  inflammations;  I  do  not  believe  they  were  true 
eases  of  pyosalpinx,  such  as  we  understand  by  that  term — tubes 
distended  with  a  considerable  amount  of  pus. 

Dr.  C.  A.  Von  Ramdohr. — I  wish  to  call  attention  to  the  fact 
that  there  has  not  been  enough  stress  laid  upon  the  difference 
between  pyosalpinx  depending  upon  gonorrheal  or  puerperal  or 
septic  origin  resulting  from  an  operation.  In  the  first  instance 
you  can  wait;  in  the  others  you  are  occasionally  obliged  to 
operate  on  account  of  the  danger  of  rupture  of  the  tube.  We 
can  never  wait  in  puerperal  pyosalpinx  without  being  well 
aware  that  rupture  into  the  peritoneum  will  mean  quick  death 
to  the  patient.  I  remember  one  particular  case  that  Dr.  Boldt 
saw  with  me,  in  which  a  puerperal  pyosalpinx  was  not  diag- 
nosed and  which  ruptured  three  hours  later,  too  late  to  save 
the  patient.  In  puerperal  pyosalpinx  it  takes  a  good  deal  of 
ripe  experience  to  exactly  balance  the  time  when  to  operate.  In 
all  cases  of  course  it  is  always  good  surgery  to  empty  the  pus 
tubes  or  else  remove  them  from  the  body  at  the  earliest  possible 
moment. 

So  far  as  drainage  is  concerned.  I  urge  absolutely  against  the 
employment  of  rubber  tubes  in  the  abdomen,  even  for  twenty- 
four  hours.  Drainage  is  not  necessary,  if  we  have  a  clean  field 
of  operation ;  here  the  fluid  left  is  sterile.  Drainage,  so-called, 
chiefly  serves  to  keep  the  intestines  away  from  the  wound,  thus 
preventing  adhesions,  and  to  stop  hemorrhage  uncontrollable 
by  other  methods. 
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Dr.  A.  P.  Dudley. — The  subject  of  the  paper  was  interesting 
enough  to  draw  me  out  to-night,  because  I  thought  this  subject 
was  long  since  settled. 

With  regard  to  this  question  of  drainage  it  should  be  borne  in 
mind  that  it  is  the  care  of  the  drain  which  makes  it  effective. 
In  twenty- four  hours  the  gauze  is  stuck  in  the  cul-de-sac  and  all 
the  secretions  or  excretions  will  be  confined  within  the  pelvis. 
The  gauze  should  be  moved  daily.  The  presence  of  a  tube  in 
the  pelvis  is  a  greater  menace  than  damming  up  the  secretions 
for  a  short  time.  The  poor  drainage  comes  from  a  lack  of 
knowledge  in  handling  the  drain  properly.  Another  good  point 
is  that  we  should  not  remove  the  gauze  too  early.  1  would  not 
place  in  a  drain  from  above.  The  Mikulicz  drain  is  bad.  If 
we  could  confine  the  suppuration  to  the  pelvis,  drainage  from 
below  will  be  proper  and  wall  not  produce  any  fistula,  will  be 
sufficient,  and  you  will  be  doing  what  you  know  to  be  right. 
Another  advantage  in  using  the  gauze  is  that  you  do  not  per- 
mit the  admission  of  air  into  the  abdominal  cavity,  as  you 
would  if  drainage  wTas  instituted  from  above.  No  matter  what 
you  use.  the  rubber,  gauze,  or  Mikulicz  drain,  you  will  get  air 
in.  Gauze  is  really  used  to  protect  the  raw  surfaces  and  to 
remove  the  secretions  that  have  accumulated. 

Dr.  George  T.  Harrison. — I  do  not  think  that  drainage  should 
be  used  at  all  in  these  eases,  nor  do  I  think  that  the  majority  of 
men  put  in  Mikulicz's  tampon  for  the  purpose  of  drainage. 
As  Dr.  Boldt  has  stated,  you  may  sometimes  have  a  large  raw 
surface,  and  the  Mikulicz  dressing  is  then  used  for  the  purpose 
of  preventing  intestinal  adhesions.  In  some  cases  in  which  there 
is  an  extensive  hemorrhage,  the  Mikulicz  tampon  can  be  used  for 
the  purpose  of  preventing  more  hemorrhage  by  the  compression 
which  it  exerts.  I  wish  to  call  attention  to  a  force  in  Nature 
called  capillary  attraction,  which  Dr.  Grandin  seems  to  have 
ignored. 

Dr.  G.  AY.  Jarman. — T  wish  to  refer  to  on,,  point  that  has  not 
been  spoken  of  in  reference  to  drainage  from  below,  which  I  have 
found  to  be  of  great  advantage.  I  refer  to  posture.  I  believe  in 
drainage  was  used.  Those  are  the  eases  1  drain.  II'  septic,  or 
been  stated,  that  if  you  pull  little  by  little  upon  the  gauze  a 
gush  of  fluid  will  appeal-:  this  certainly  does  occur,  and  I  have 
had  better  results  in  eases  of  sepsis  or  possible  sepsis  when  such 
drainage  was  used.  Those  are  the  cases  1  drain;  it'  septic,  or 
possibly  septic,  I  drain  from  below  and  raise  the  head  of  the 
bed,  lifting  it  from  twelve  to  sixteen  inches.  At  first  I  feared 
there  would  be  too  much  strain  on  the  weakened  heart,  but  no 
evil  results  have  ever  followed.  I  have  not  seen  a  case  where 
the  least  risk  was  run  by  reason  of  this  posture,  and  I  have  seen 
cases  recover  which  I  believe  would  not  have  been  saved  other- 
wise. By  gravity  everything  goes  to  the  lower  part  of  the 
pelvis.     Follow  a  case  in  such  a  posture  for  a  Eew  days  and  see 


864  THE   NEW   YORK   OBSTETRICAL    SOCIETY. 

how  much  discharge  comes  away,  provided  a  few  inches  of 
gauze  are  removed  each  day. 

Dr.  J.  Riddle  Goffe. — -I  believe  in  evacuating  pus  as  soon  as 
it  is  discovered. 

With  regard  to  the  method  of  attack,  I  believe  that  the  cases 
described  by  the  reader  can  be  operated  on  from  below — i.e., 
through  the  vagina.  I  also  believe  in  drainage  in  all  cases.  I 
draw  out  a  little  day  by  day,  beginning  on  the  fourth  day.  The 
gauze  is  kept  moist  and  the  adhesions  dissolved  with  vaginal 
douches  of  boric  acid  solution.  These  are  continued  daily  and 
a  few  inches  of  the  gauze  packing  removed  daily  also.  If  Dr. 
Jarman  will  add  this  practice  of  giving  boric  acid  douches  to  the 
system  of  handling  gauze  drains  which  he  has  described.  I  think 
he  will  find  it  a  distinct  advantage.  A  gauze  packing,  in  order 
to  drain,  must  be  kept  moist  at  its  outer  end. 

Dr.  Ralph  Waldo. — The  object  of  my  paper  was  to  elicit  dis- 
cussion, and  it  has  succeeded.  Among  the  many  things  men- 
tioned in  the  paper  was  drainage.  Dr.  Goffe  and  I  agree  equal- 
ly on  the  question  of  drainage.  The  question  is  whether  we 
should  drain  from  above  or  below.  In  regard  to  its  removal,  I 
agree  with  what  he  has  stated,  and  pull  out  the  gauze  little  by 
little,  beginning  on  the  third  day,  and  remove  it  all  by  the  end  of 
the  week.  I  use  the  Mikulicz  drain.  I  drain  for  the  removal 
of  discharge  and  prevention  of  adhesions;  I  do  not  want  to 
leave  a  raw  bleeding  surface  by  tearing  off  the  drain,  but  wait 
until  it  separates  and  then  remove  it. 

If  gauze  does  not  drain,  where  does  the  large  amount  of 
bloody  serum  and  other  discharges  that  saturate  the  dressings 
as  late  as  the  third  or  fourth  day  after  the  operation  come  from  ? 
I  have  heard  of  the  diagnosis  of  pyosalpinx  having  been  made 
and  no  pus  found.  You  may  have  remembered  that  I  stated 
that  there  was  no  question  as  to  the  propriety  of  opening  when 
we  felt  a  fluctuating  point.  I  wish  it  to  be  understood  that  I 
am  not  discussing  pelvic  abscesses. 

There  is  another  class  of  cases  I  referred  to  to-night,  where 
there  is  inflammatory  disease  in  the  tube  and  the  tube  contains 
from  one  drachm  to  three  or  four  ounces  of  pus,  and  the  neigh- 
boring structures  are  thick  and  hard,  and  there  is  no  fluctuat- 
ing point.  You  say,  "  I  think  there  is  pus  present,"  but  you 
do  not  know  positively.  I  have  seen  many  such  patients  get 
well  without  operation. 

Regarding  the  etiology  of  pyosalpinx,  a  great  many  are 
caused  by  extension  into  the  tubes  from  septic  endometritis, 
usually  following  an  abortion,  or  less  frequently  labor.  Pyosal- 
pinx may  occur,  but  it  is  not  frequent,  from  gonorrhea.  I  did 
not  speak  of  that  class  of  cases  of  marked  inflammatory  disease 
of  the  tubes  where  there  was  some  pus  in  the  tubes,  not  in  a 
cavity,  but  as  an  infiltration.  I  did  not  speak  of  the  cases  in 
which  we  operate  and  take  out  so-called  catarrhal  tubes. 

I  had  more  interest  in  the  absolute  impropriety  of  removing 
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normal  tissue  from  a  human  being  intentionally  than  in  any 
other  part  of  the  paper.  I  admit  that  one  will  take  out  a  uterus 
thinking  that  there  is  malignant  disease  there;  but  when  I  am 
dealing  with  pus  tubes  I  leave  everything  that  is  normal.  This 
is  a  point  that  I  was  more  interested  in  than  the  one  of  drainage. 
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Meeting  of  April  4,  1902. 
The  President,  G.  W.  Cook,  M.D.,  in  the  Chair. 
Dr.  J.  R.  Bromwell  read  the  report  of  a  case  of 

LEUKEMIA   IN    CHILDHOOD.1 

Dr.  J.  B.  Nichols  said  that,  according  to  the  accepted  state- 
ments in  the  manuals  of  medicine,  the  division  of  cases  of  leu- 
kemia into  two  distinct  types,  splenic  (or  spleno-medullary)  and 
lymphatic,  would  appear  to  be  clearly  and  finally  settled.  The 
splenic  type  is  ordinarily  held  to  exhibit  the  characteristic  en- 
largement of  the  spleen  with  a  large  proportion  of  myelocytes  in 
the  circulating  blood ;  while  the  lymphatic  type  is  supposed  uni- 
formly to  present  primary  enlargement  of  the  lymph  glands  with 
great  increase  of  the  lymphocytes  or  mononuclear  leucocytes  in 
the  blood.  Recent  findings,  however,  will  apparently  unsettle 
these  views  and  necessitate  a  revision  of  the  current  classifica- 
tion of  the  varieties  of  leukemia.  Cases  of  splenic  enlargement, 
for  instance,  occur  without  an  increase  of  lymphocytes;  exhib- 
iting, that  is,  the  splenic  type  of  the  disease  with  the  blood 
picture  supposedly  belonging  to  lymphatic  leukemia.  Three  dis- 
tinct varieties  of  blood  changes  are  now  recognized:  (1)  that  in 
which  the  myelocytes  are  increased,  forming  40  per  cent  or  more 
of  all  the  leucocytes  (myelocythemia)  ;  (2)  that  in  which  the 
small  mononuclears  are  increased,  up  to  90  per  cent  or  more; 
and  (3)  that  in  which  the  large  mononuclears  are  enormously  in- 
creased. Any  one  of  these  blood  varieties  may  be  associated 
with  either  the  splenic  or  the  lymphatic  changes.  Usually,  but 
not  always,  splenic  leukemia  and  myelocythemia  go  together, 
and  lymphatic  enlargement  is  usually  associated  with  increase  of 
the  lymphocytes.  The  cases  exhibiting  increase  in  the  large 
mononuclears  seem  usually  to  be  acute. 

The  ease  reported  by  Dr.  Bromwell  is  one  of  those  in  which 
the  blood  picture  and  the  organic  changes  are  reversed  from  the 
association  ordinarily  laid  down  in  the  works  on  medicine ;  that 

aSee  original  article,  p.  808. 
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is,  there  was  typical  and  enormous  enlargement  of  the  spleen, 
practically  without  involvement  of  the  lymph  glands,  with  enor- 
mous increase  of  the  large  lymphocytes  in  the  blood,  but  with- 
out myelocytes.  The  case  further  departs  from  the  types  of 
acute  leukemia  as  recently  laid  down  by  Cabot,  in  that  the 
splenic  hypertrophy  was  enormous,  and  the  number  of  leucocytes 
reached  as  high  a  figure  as  ordinarily  characterizes  the  chronic 
forms  of  leukemia. 

Possibly  the  question  may  ultimately  be  settled  somewhat  after 
these  lines.  When  the  bone  marrow  is  primarily  involved  mye- 
locytes will  appear  in  the  blood  in  large  numbers;  the  spleen  or 
lymph  glands,  or  both,  are  also  involved,  especially  the  spleen. 
When  either  the  spleen  or  the  glands  are  primarily  involved,  the 
leucocytes  increased  in  the  blood  will  be  of  the  mononuclear 
variety — small  mononuclear  in  the  more  chronic  cases,  large 
mononuclear  in  the  more  acute  cases. 

Dr.  Bromwell's  case  was  acute,  with  increase  of  the  large  mono- 
nuclear leucocytes,  and  (so  far  as  can  be  judged  without  au- 
topsy findings)  practically  of  purely  splenic  form,  without  in- 
volvement of  lymph  glands  or  bone  marrow. 

The  retiring  President,  Dr.  Cook,  read  an  address  on 

PUBERTY    IN    THE    GIRL.1 
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Meeting  of  October  S.  1902. 
The  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 

COMPLETE    INVERSION    OF    UTERUS    OF    SEVEN    MONTHS '    DURATION  : 
FAILURE    OF    ELASTIC    PRESSURE    WITH    REPOSITORS ;    OPER- 
ATION OF  ANTERIOR  VAGINAL  CELIOTOMY,  ANTERIOR 
UTEROTOMY   AND    REPLACEMENT  ;    RECOVERY. 

Mr.  John  Taylor  described  a  case  of  complete  inversion  of 
the  uterus  causing  dangerous  hemorrhage  and  obstinate  vomit- 
ing, the  treatment  adopted  for  the  alleviation  of  the  symptoms, 
and  the  operation  finally  carried  out  for  the  reduction  of  the 
inversion.  He  remarked  on  the  rarity  of  complete  inversion,  on 
its  clinical  character,  and  on  the  operative  difficulties  which  may 
be  met  with  during  treatment. 

Mr.  Butler  Smythe  congratulated  Mr.  Taylor  on  the  success 
attending  his  operation.  He  wished,  however,  to  ask  why  Avel- 
ing's  repositor  had  not  been  tried  in  this  case  as  well  as  Tait's 
instrument.  So  far  as  his  knowledge  went,  Aveling's  repositor 
was  almost  always  successful,   and  a   well-known   author  even 

'See  original  article,  p.  804. 
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went  so  far  as  to  say  "he  had  never  known  it  to  fail."  Mr. 
Butler  Smythe  asked  his  question  because  he  looked  upon  Ave- 
ling's repositor  as  a  simpler  and  more  reliable  instrument  than 
that  introduced  by  Tait.  The  former,  being  without  any  spring, 
was  less  liable  to  slip  during  the  attempts  at  replacement. 

Dr.  Victor  Bonney  was  much  interested  to  learn  thai  in  Dr. 
Taylor's  ease  complete  obliteration  of  the  junction  between  cer- 
vix and  vagina  had  occurred.  This  entirely  bore  out  the  deduc- 
tions he  had  made  on  the  specimen  he  had  just  exhibited,  and  he 
thought  there  could  be  no  doubt  but  that  the  mechanism  by 
which  this  was  brought  about  was  the  same  in  the  two  cases. 

Dr.  Heywood  Smith  considered  that  in  cases  of  chronic  in- 
version of  the  uterus  sufficient  consideration  had  not  been  given 
to  direct  manipulation  of  the  uterine  body.  His  experience  went 
to  prove  that  intermittent  squeezing  of  the  inverted  fundus, 
though  it  might  prove  a  tedious  process,  yet  in  many  cases  was 
very  effectual,  pressure  tending  to  empty  the  blood  vessels  and 
causing  the  muscular  tissue  to  relax;  then,  if  pressure  is  made 
with  the  thumb  at  the  orifice  of  one  of  the  oviducts  where  tin- 
uterine  tissue  is  thinner,  it  would  be  comparatively  easy  to  re- 
duce the  inversion. 

Dr.  Handfield-Jones  regretted  that  he  could  not  agree  with 
the  line  of  treatment  adopted  in  this  case.  He  had  had  a  similar 
case  under  his  care,  in  which  the  inversion  was  so  acute  thai 
no  line  of  definition  between  vagina  and  end  of  cervix  could  be 
made  out.  The  uterus  hung  as  a  pear-shaped  mass  from  tin- 
vaginal  roof,  and  the  finger  passed  from  the  vaginal  mucous 
membrane  on  to  the  cervical  mucous  membrane  without  the  pos- 
sibility of  distinction.  The  same  difficulty  had  arisen  as  in  Mr. 
Taylor's  case.  viz..  that  the  womb  was  so  movable  that  it  was 
extremely  difficult  to  keep  the  cup  of  the  Aveling's  repositor  on 
the  uterine  body.  However,  by  packing  swabs  round  the  womb 
in  the  upper  vagina  and  patient  watching,  reposition  had  been 
effectually  secured.  He  could  not  help  thinking  that  a  similar 
good  result  might  have  been  obtained  in  the  present  instance. 

There  were  two  other  points  worthy  of  notice.  In  the  first 
place,  the  result  of  the  operation  in  Mr.  Taylor's  case  was  to 
leave  a  long,  weak  scar  in  the  anterior  uterine  wall,  and  this 
might  be  a  source  of  danger  if  the  patient  became  gravid  again. 
In  the  second  place,  if  a  patient  was  so  collapsed  and  in  such  a 
critical  state  as  had  been  described  by  Mr.  Taylor,  would  no1 
removal  of  the  womb  per  vaginam  be  an  operation  shorter,  sim- 
pler, and  attended  by  less  shock  .' 

Dr.  Herbert  Spencer  thought  we  were  much  indebted  to  Mr. 
Taylor  for  pointing  out  the  peculiar  absence  of  any  groove  be- 
tween the  cervix  and  body.  He  alluded  to  the  great  value  of 
Aveling's  repositor  in  these  cases — an  instrument  which,  as  Dr. 
Cullingworth  said,  appeared  to  be  almost  unknown  on  the  Con- 
tinent, and  was  even,  he  believed,  spoken  of  somewhat  contempt- 
uously by  a  foreign   gynecologist.     His  own  opinion   was  that 
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there  was  no  method  of  reducing  an  inverted  uterus  to  be  com- 
pared with  reposition  with  Aveling's  instrument,  and  that  the 
cases  must  be  very  rare  in  which  the  instrument  would  fail.  The 
difficulty  of  slipping  of  the  cup  off  the  fundus  was  present 
in  many  cases.  In  one  case  of  the  kind  he  had  held  the 
instrument  in  place  and  had  then  rapidly  reduced  an  inver- 
sion which  was  previously  very  obstinate.  He  was  interested 
in  the  case  of  manual  reposition  mentioned  by  Dr.  Heywood 
Smith,  because  it  seemed  to  support  an  opinion  he  had  always 
held,  that,  with  patience,  continuous  pressure  (with  Aveling's 
instrument)  would  overcome  the  resistance  of  the  uterine  muscle 
and  restore  the  organ  in  nearly  every  case.  He  would  like  to 
know  if  Mr.  Taylor  had  persevered  with  the  taxis  and  had 
ascertained  that  the  cup  had  not  slipped  off  the  fundus. 

Dr.  Duncan  agreed  with  Dr.  Cullingworth  that  the  Society 
was  indebted  to  Mr.  Taylor  for  bringing  forward  another  method 
of  reducing  a  completely  inverted  uterus.  At  the  same  time  he 
could  not  help  feeling  that  if  Aveling's  repositor  had  been  ap- 
plied to  the  inversion  and  kept  there  by  packing  the  vagina  care- 
fully all  around,  the  inversion  would  have  been  reduced.  Dr. 
Duncan  mentioned  a  case  which  he  reported  many  years  ago  in 
the  Lancet,  in  which  by  this  method  he  reduced  a  complete  in- 
version which  had  existed  for  nine  years. 

Dr.  Blacker  asked  why  Mr.  Taylor  had  incised  the  uterus  an- 
teriorly, instead  of  first  opening  Douglas'  pouch  and  attempt- 
ing reduction  after  separation  of  the  adhesions,  as  recommended 
by  Kiistner.1  He  thought  the  objection  raised  by  Dr.  Handfield- 
Jones  one  of  great  importance.  In  a  recent  case  of  his  own. 
where  he  had  reduced  a  chronic  inversion  of  some  four  months' 
standing  by  Aveling's  repositor,  the  patient  became  pregnant 
and  had  recently  been  delivered  of  a  full-term  child.  As  these 
cases  usually  occurred  in  young  women  who  might  subsequently 
become  pregnant,  the  danger  of  rupture  of  the  uterus  was  con- 
siderable, more  especially  when  it  was  necessary,  as  in  Mr.  Tay- 
lor's case,  to  carry  the  incision  from  the  fundus  uteri  to  the 
vexternal  os. 

EPITHELIOMA    OF    THE    CERVIX. 

Dr.  Lockyer  read  a  short  communication  of  a  case  in  which 
the  uterus  showed  rapidly  growing  epithelioma  of  the  cervix. 
Death  from  recurrence  of  the  disease  had  occurred  five  months 
after  removal  of  the  womb. 

Dr.  Victor  Bonney  showed  a  specimen  of 

UTERUS    AND    CHILD    IN    THE    SECOND    STAGE    OF    LABOR. 

Dr.  Herbert  Spencer  exhibited  a 

medal 

which  had  been  struck  to  commemorate  the  twenty-fifth  anni- 

'Centralb.  f.  Gynak.,  1893,  No.   4. 
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versary  of  the  first  Porro  operation,  and  also  presented  to  the 
Society  a  copy  of  the  work  which  had  been  published  in  con- 
nection with  that  event. 


REVIEWS. 


The  Medical  Record  Visiting  List,  or  Physicians'  Diary  for 
1903.  New  Revised  Edition.  New  York:  William  Wood  & 
Company. 

This  well-known  visiting  list  contains  the  usual  pages  for  cash 
accounts,  engagements,  records,  and  addresses,  preceded  by  use- 
ful information  in  compact  form.  The  latter  consists  of  a  cal- 
endar, tables  for  the  conversion  of  weights  and  measures  into  the 
common  or  metric  system,  tables  of  maximum  doses  of  drugs  and 
of  other*  facts  relating  to  them,  directions  for  the  care  of  emer- 
gency cases,  and  hints  on  the  writing  of  wills.  The  List  is  com- 
pact, well  bound  and  well  printed,  but  is  chiefly  commendable 
for  the  omission  of  much  of  the  useless  information  which  too 
often  adds  to  the  weight  of  a  visiting  list. 

A  Manual  of  Surgery.  For  Students  and  Practitioners.  By 
William  Rose,  M.B.,  B.S.  Lond.,  F.R.C.S.,  Professor  of  Clini- 
cal Surgery  in  Kings  College,  London,  Senior  Surgeon  to 
Kings  College  Hospital,  etc. ;  and  Alfred  Carless,  M.S.  Lond., 
F.R.C.S.,  Surgeon  to  Kings  College  Hospital  and  Teacher  of 
Operative  Surgery  in  Kings  College,  London,  etc.  Fifth 
Edition.  Pp.  1212.  New  York :  William  Wood  &  Company, 
1902. 

Each  of  the  rapidly  succeeding  editions  of  this  popular  work 
has  been  a  marked  improvement  over  its  predecessors,  and  the 
present  volume  is  no  exception  to  the  rule. 

It  continues  to  present  the  facts  of  surgical  science  in  a  suc- 
cinct and  clear  form,  so  that  a  vast  amount  of  material  is  com- 
pressed into  a  small  space.  The  authors  have  abandoned  the 
idea  that  a  knowledge  of  inflammation  and  its  treatment  is  the 
first  and  most  important  element  in  surgical  practice,  and  have 
given  the  foremost  place  to  bacteriology  and  the  principles  of 
aseptic  and  antiseptic  surgery.  Many  little  changes  and  addi- 
tions are  apparent,  A  number  of  new  plates  have  been  added 
throughout  the  text,  notably  a  series  of  very  beautiful  X-ray 
pictures  showing  fractures  and  other  surgical  affections  of  bone. 

Physicians'  Visiting  List  for  190:5.     Philadelphia:    P.    Bla- 

kiston,  Sons  &  Co. 

This  well-known  list  contains,  besides  the  blank  leaves  for 
visits,  memoranda,  etc.,  tables  of  incompatibility,  antidotes, 
metric  weights  and  measures,  doses,  calculation  of  date  of  labor, 
and  treatment  of  asphyxia  and  apnea. 


870  BRIEF   OF    CURRENT   LITERATURE. 


BRIEF  OF  CURRENT  LITERATURE. 


OBSTETRICS. 

Management  of  the  Third  Stage  of  Labor. — R.  W.  Holmes 
(Phil.  Med.  Jour.,  Aug.  9),  directly  after  cutting  the  cord,  or 
even  before,  turns  the  woman  on  her  back,  if  the  second  stage 
lias  been  conducted  on  the  side.  The  buttocks  and  vulva  are 
cleaned,  fresh  linen  placed  under  her,  and  a  sterile  pad  applied 
to  the  vulva.  The  thighs  should  be  closely  apposed.  The  hand 
resting  lightly  upon  the  uterus  will  determine  the  condition  of 
the  organ,  but  no  massage  should  be  practised.  In  from  ten  to 
thirty  minutes  the  placenta  will  pass  into  the  vagina.  Now  the 
placenta  may  be  expressed.  Crede's  method  should  have  a  small 
place  in  the  treatment  of  the  third  stage ;  if  there  be  some  uterine 
relaxation  with  hemorrhage  after  a  contraction,  Crede  may  be 
appropriately  carried  out. 

First  Stage  of  Labor. — E.  H.  Tweedy  (Jour.  Obst.  and  Gyn. 
Jir.  Emp.,  Oct.)  believe?:  1.  The  first  stage  of  labor  begins  when 
the  polarity  of  the  uterus  is  established.  2.  Uterine  polarity  re- 
sults from  an  over-stretched  condition  of  the  nerves  which  course 
through  the  lower  uterine  segment  and  are  distributed  to  the 
circular  muscular  fibres  of  the  cervix.  The  painless  contractions 
and  retractions  of  pregnancy  thin  out  and  stretch  the  segment, 
and  thus  ultimately  induce  polarity.  3.  The  cervix  being  fully 
dilated  does  not  necessarily  imply  a  sufficiently  open  os  to  per- 
mit of  the  passage  of  the  fetus.  4.  The  anterior  cervical  lip  is 
not  easily  nipped  or  incarcerated  between  the  pubes  and  the  de- 
scending fetus.  The  cause  of  its  elongation  is  due  rather  to  the 
retraction  of  the  posterior  cervical  lip  and  the  consequent  drag- 
ging upward  of  the  os,  which  cannot  sufficiently  dilate  to  permit 
of  the  passage  of  the  fetus  through  it.  5.  Such  an  os  will,  in 
the  case  of  primiparas,  rupture  almost  certainly  in  order  to  per- 
mit of  the  commencement  of  the  second  stage  of  labor,  an  ex- 
pansion sufficiently  large  to  permit  the  passage  of  the  greatest 
diameter  of  the  presenting  portion  of  the  fetus.  6.  Such  a  lacer- 
ation cannot  be  treated  by  immediate  suture,  not  alone  because  of 
the  great  edema  of  the  anterior  lip,  but  chiefly  for  the  reason  that 
the  posterior  lip  is  taken  up  and  there  is  therefore  nothing  to 
which  to  stitch  it.  7.  A  multiparous  cervix  is  not  always  the 
weakest  portion  of  the. uterus.  "When  this  is  so,  a  uterine  rup- 
ture occurring  as  a  consequence  of  rigid  os  will  be  preceded  by 
none  of  the  usual  premonitory  symptoms,  and  the  tear  will  be 
most  likely  to  involve  the  vagina. 

Indications  for  Cesarean  Section. — A.  L.  Galabin  (Br.  Med. 
Jour.,  Oct.  11)  advises  Cesarean  section  in  the  place  of  em- 
bryotomy, provided  that  the  decision  can  be  made  before  labor 
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or  early  in  labor,  that  the  patient  has  not  been  exposed  to  sepsis, 
and  that  an  operator  skilled  in  abdominal  section  is  available. 
When  the  patient  is  exhausted  by  prolonged  labor,  and  in  houses 
where  perfect  asepsis  cannot  be  obtained,  embryotomy  is  prefer- 
able. It  is  advisable  to  let  the  patient  decide  whether  she  shall 
be  rendered  sterile  at  the  time  of  delivery  or  left  so  that  she  may 
bear  other  children.  If  sterilization  is  decided  upon,  the  best 
operation  is  likely  to  prove  to  be  supravaginal  hysterectomy, 
one  or  both  ovaries  being  left.  Where  cancer  of  the  cervix  exists, 
Cesarean  section  is  called  for  if  any  considerable  part  of  the  cir- 
cuit of  the  os  is  involved;  but  the  risk  of  sepsis  renders  the 
prognosis  much  less  favorable  than  in  cases  of  contracted  pelvis. 

In  cases  where  extraction  by  forceps  is  likely  to  be  difficult, 
an  operator  successful  in  Cesarean  section  may  advise  operation 
with  the  prospect  of  diminishing  the  risk  to  the  child  and  little 
if  any  increase  of  risk  to  the  mother.  For  placenta  previa  the 
operation  is  only  advisable  for  those  skilled  in  Cesarean  section. 

Murdock  Cameron  (Br.  Med.  Jour.,  Oct.  11)  states  that  the 
operators  who  advise  Cesarean  section  for  placeuta  previa  are 
surgeons  of  little  or  no  experience  in  obstetric  practice.  A 
skilled  obstetrician  would  never  think  of  such  a  procedure. 
With  a  diameter  under  two  and  one-half  inches,  where  engage- 
ment of  the  head  is  impossible,  no  one  would  hesitate  to  advise 
Cesarean  section,  although  there  will  always  remain  cases — such 
as  where  the  child  is  dead  or  a  subject  of  hydrocephalus — in 
which  craniotomy  may  be  resorted  to.  Experience  alone  will 
enable  one  to  avoid  extreme  measures  in  cases  with  a  conjugate 
diameter  measuring  more  than  three  inches,  and  where  the 
skilled  practitioner  will  weigh  the  chances  between  premature  in- 
duction of  labor  and  symphyseotomy. 

Fritsch's  Fundal  Incision.— J.  M.  Munro  Kerr  (Br.  Med. 
Jour.,  Oct.  11)  finds  (1)  that  the  only  advantage  of  Fritsch's 
fundal  incision  is  that  the  child  can  be  more  easily  extracted; 
(2)  the  only  proved  objection  to  the  incision  is  that  the  uterus 
becomes  attached  higher  up  to  the  abdominal  wall  and  remains 
larger;  (3)  weighing  the  one  against  the  other,  an  anterior 
longitudinal  incision,  if  made  high,  is  the  best  for  routine  prac- 
tice; but  when  the  uterus  has  also  to  be  removed  subsequently  to 
the  extraction  of  the  child,  Fritsch's  fundal  incision  is  the  better. 

Potassium  Chlorate  in  Pregnancy.— Robert  Jardine  (Br. 
Med.  Jour.,  Oct.  11)  uses  potassium  chlorate  in  the  treatment  of 
cases  of  habitual  death  of  the  fetus  in  the  latter  months  of  preg- 
nancy. He  uses  it  in  ten-grain  doses  three  times  a  day,  begin- 
ning about  the  end  of  the  third  month.  He  reports  several  cases 
in  which  he  used  it  successfully. 

Puerperal  Eclampsia.— H.  0.  Nicholson  (Br.  Med.  Jour.,  Oct. 
11)  finds  that  thyroid  extract  is  a  very  valuable  remedy  in  some 
cases  of  eclampsia,  if  only  for  the  purpose  of  re-establishing  the 
flow  of  urine.  It  may  be  advantageously  used  in  all  cases  of 
.vlampsia.  but  when  convulsions  are  frequent  and  severe  at  least 


872  BRIEF   OF    CURRENT   LITERATURE. 

one  large  dose  of  morphine  should  be  given.  Besides  these 
measures,  saline  infusions  may  accelerate  diuresis.  In  cases 
with  coma  and  high  fever  a  cold  or  tepid  bath  seems  to  afford  the 
best  chance  of  recovery.  In  the  comatose  type  one  would  not 
use  morphine.  Thyroid  extract  should  be  tried  in  some  of  those 
rare  cases  of  suppression  of  urine  occurring  after  labor. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Abdominal  Hysterectomy  for  Fibromyoma  Uteri. — Herbert 
R.  Spencer  (Br.  Med.  Jour.,  Oct.  11)  concludes  that  in  fibro- 
myoma uteri  total  abdominal  hysterectomy  is  preferable  to  supra- 
vaginal amputation,  and  Doyen's  is  the  best  method  of  perform- 
ing the  operation. 

The  Knee-Chest  Posture  in  Some  Operations  upon  the  Vesi- 
cal End  of  the  Ureters. — The  advantages  claimed  by  Howard 
Kelly  (Jour.  A.  M.  A.,  Aug.  9)  for  the  knee-chest  posture  are  as 
follows:  1.  The  opening  into  the  bladder  is  made  in  a  few 
seconds,  and  can  be  extended  from  cervix  to  urethra  so  as  to  in- 
clude the  entire  base  of  the  bladder.  2.  In  some  cases,  after 
catheterizing  the  ureters  so  as  to  mark  their  location,  a  wide 
lateral  incision,  or  two  incisions,  can  be  made  to  secure  a  still 
wider  exposure  and  render  the  remoter  parts  of  the  bladder  more 
accessible.  3.  The  opening  into  the  bladder  is  made  more  ac- 
cessible by  a  strong  retraction  of  the  perineum  with  a  Simon's 
speculum  pulling  in  the  direction  of  the  sacrum.  4.  The  an- 
terior vesical  Avail  can  be  reached  best  by  inserting  a  retractor, 
2.5  to  3  centimetres  in  width,  into  the  bladder  through  the  in- 
cision, and  then  using  it  to  draw  the  incision  down  to  the  vaginal 
orifice,  producing  a  displacement  of  4  to  5  centimetres.  5.  A 
beautiful  means  of  inspection  of  all  parts  of  the  bladder  is 
afforded  by  means  of  a  large  cylindrical  speculum,  about  12 
centimetres  in  length  and  about  3  in  diameter,  with  a  large  han- 
dle similar  to  a  proctoscope.  6.  For  operations  on  the  vertex 
and  lateral  vesical  walls,  the  assistant's  hand  may  be  of  the  ut- 
most service  in  pushing  the  bladder  up  into  the  vaginal  wound; 
in  this  way  a  tumor  or  an  area  of  ulceration  at  the  top  of  the 
bladder  can  often  be  removed  with  as  much  ease  as  a  growth  in 
the  anterior  vaginal  wall. 

Myomectomy  versus  Hysterectomy. — Andrew  McCosh  (Med. 
News,  Sept.  27)  finds  that  in  young  women  with  uterine  fibroids 
demanding  removal  myomectomy  should  always  be  the  operation 
of  choice.  Myomectomy  is  possible  and  advisable  in  the  great 
majority  of  cases  of  fibroids  in  young  women.  For  the  safe 
performance  of  myomectomy  the  strictest  asepsis  is  needed , 
otherwise  it  becomes  a  most  dangerous  operation.  In  the  oper- 
ation of  myomectomy  fear  of  hemorrhage  should  be  cast  aside 
and  bold  and  rapid  methods  should  be  adopted.  The  operation 
is  attended  by  the  same  danger  to  life  as  is  hysterectomy.  The 
ultimate  results  as  regards  menstruation,  pain,  and  pregnancy 
are  satisfactory. 
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Retrodisplacements  of  the  Uterus. — F.  II.  Davenport  (Ann. 
of  Gyn.  and  Peal.,  Aug.)  finds  the  pessary  of  value  in  simple 
cases  of  retroverted  uterus  without  complication  which  have 
lasted  only  a  short  time ;  retroversion  following  childbirth ;  and 
cases  complicating  neurasthenia  where  operation  is  inadvisable 
until  the  patient's  health  is  built  up.  The  pessary  treatment 
is  not  applicable  to  cases  in  young  girls  where  local  treatment  of 
any  kind  is  inadvisable,  to  cases  complicated  with  lacerations,  or 
to  cases  of  long  standing  where  secondary  changes  in  the  circu- 
lation of  the  uterus  have  followed. 

DISEASES   OF   CHILDREN. 

Arthrodesis  of  the  Ankle  for  Infantile  Paralysis. — John  Dane 
(Amer.  Med.,  Aug.  16,  1902)  urges  an  early  operation,  and  gives 
the  following  points  in  its  favor :  1.  It  avoids  the  use  of  costly 
apparatus  for  a  period  of  years,  thus  saving  money  and  trouble. 

2.  At  an  early  stage  in  the  trouble  the  bones  are  relatively  nor- 
mal, both  as  regards  their  shapes  and  their  mutual  articulations; 
nor  are  there  marked  malpositions  of  the  foot  as  a  whole,  which 
so  often  have  to  be  overcome  in  operations  at  a  later  stage. 

3.  The  tissues  are  then  in  a  period  of  great  plastic  activity,  when 
repair  is  both  quicker  and  more  perfect  than  in  the  older  child. 
Cartilage  is  being  changed  into  bone  all  through  the  foot,  and  we 
have  less  fear  of  a  failure  to  secure  bony  union  at  the  site  of 
operation.  4.  When  at  an  early  age  the  foot  is  secured  in  a 
relatively  normal  position,  the  statics  of  the  lower  limb  are  not  so 
much  disturbed,  and  growth  goes  on  under  more  nearly  normal 
conditions  than  can  be  possible  when  there  is  a  constantly  in- 
creasing tendency  to  the  transmission  of  weight  along  abnormal 
lines.  5.  By  avoiding  mechanical  support  the  unaffected  and 
partially  paralyzed  muscles  are  not  subjected  to  the  injury  in- 
separable from  the  use  of  constricting  bands  and  straps.  They 
have  in  consequence  a  freer  blood  supply  and  develop  more 
rapidly.  Against  the  early  operation  two  strong  objections 
have  been  urged.  They  are:  (1)  the  fear  of  an  insecure  car- 
tilaginous union,  which  will  make  the  use  of  retaining  apparatus 
as  necessary  as  it  was  before;  (2)  the  danger  of  injury  to  the 
lower  tibio-fibular  epiphysis,  causing  interference  with  the  growth 
of  the  limb  and  a  consequent  shortening.  X-ray  pictures  of 
cases  show  the  spicules  of  new  bone  forming  between  the  tibia 
and  the  astragalus.  In  order  to  secure  this  union  the  author 
would  lay  special  stress  on  the  necessity  of  an  accurate  approxi- 
mation of  the  opposing  denuded  surfaces.  It  is  not  enough  to 
scrape  away  most  of  the  cartilage  and  bring  the  bones  "fairly 
well  together."  The  joint  must  be  thoroughly  exposed  and  then 
an  attempt  be  made  to  secure  as  square  a  line  of  contact  between 
the  bones  as  in  a  "typical"  excision  of  the  knee.  As  to  the 
second  objection,  of  injury  to  the  growing  epiphysis,  destruction 
could  only  arise  by  the  grossest  carelessness  on  the  part  of  the 
operator.     As  to  irritation,   even  should  this  occur,  which  is 
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problematical,  it  is  a  well-recognized  fact  that  a  moderate  amount 
of  irritation  of  a  growing  epiphysis  acts  as  a  stimulus,  and 
causes,  not  a  retardation,  but  an  increase  of  growth,  and  it  has 
been  suggested  in  Germany  that  use  should  be  made  of  this  fact 
in  operations  on  paralyzed  joints. 

Chondrodystrophy  Fetalis. — John  Lovett  Morse  (Arch,  of 
Ped.,  Aug.,  1902)  reports  a  case  belonging  to  the  class  which 
has  been  variously  described  as  fetal  rickets,  osteogenesis  im- 
perfecta, achondroplasia,  and  chondrodystrophy  fetalis.  In  a 
general  way,  in  these  cases  the  trunk  is  normal,  the  extremities 
short  and  deformed,  the  head  large,  and  the  bridge  of  the  nose 
flattened.  Although  a  considerable  number  of  cases  has  been 
thoroughly  worked  up,  both  macroscopically  and  microscopically, 
by  competent  observers,  no  scientific  classification  on  pathological 
lines  is  at  present  possible.  While  the  pathological  lesions  in  the 
different  specimens  resemble  each  other  in  a  general  way,  no  two 
cases  show  exactly  the  same  changes.  Certain  points,  however, 
seem  pretty  well  established.  The  most  important  pathological 
process  is  a  disturbance  of  the  normal  process  of  ossification  of 
the  primary  cartilage.  It  takes  place  early  in  fetal  life,  prob- 
ably most  often  between  the  third  and  sixth  months,  and  has 
ceased  before  birth.  Hence  chondrodystrophy  fetalis  seems  the 
most  suitable  and  comprehensive  name  to  apply  to  it.  There  is 
nothing  in  common  between  it  and  rickets  except  the  macro- 
scopical  appearances.  Microscopically,  the  changes  which  pro- 
duce such  similar  appearances  are  seen  to  be  radically  different. 
Some  authors  consider  chondrodystrophy  and  cretinism  to  be 
intimately  related,  but  shortening  of  the  base  of  the  skull  may  be 
due  to  failure  of  development  as  well  as  to  synostosis  (which  is 
pathognomonic  of  cretinism).  The  pathological  changes  in  the 
long  bones  are  dissimilar  in  the  two  diseases,  and  in  chondro- 
dystrophy other  signs  of  cretinism  are  lacking.  In  no  ease  have 
the  parents  been  cretinistic ;  no  case  has  as  yet  been  reported  in 
regions  where  cretinism  occurs;  in  cretinism  the  intelligence  is 
subnormal,  in  chondrodystrophy  it  is  normal.  As  the  disease 
affects  general  nutrition  as  well  as  the  osseous  system,  the  fetus 
usually  dies  in  iitero  or  a  few  days  after  birth.  Milder  cases 
may  reach  adult  life.  But  few  cases  of  this  condition  have  been 
reported  in  this  country. 

Diphtheria. — J.  W.  Pearce  (Amer.  Tract,  and  News,  July  15. 
1902)  relates  as  follows  the  way  he  treats  diphtheria,  and  he  has 
never  lost  a  case.  If  he  can  get  perfectly  fresh  antitoxin  he  gives 
it,  but  if  it  cannot  be  had  perfectly  fresh  he  does  not.  Whether 
antitoxin  is  given  or  not,  he  gives  ecthol,  in  full  doses  appropriate 
for  the  age  of  the  patient,  every  three  hours,  administered  by 
the  mouth.  The  entire  fauces,  larynx,  and  pharynx  are  sprayed 
with  a  mixture  of  ecthol  and  peroxide  of  hydrogen,  three  parts 
of  the  former  to  one  of  the  latter,  every  fifteen  to  thirty  minutes. 
Calomel  in  small  doses  is  administered  every  hour  until  the 
bowels  are  thoroughly  moved.     Nourishing  and  supporting  diet 
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is  given  at  short,  regular  intervals,  and  plenty  of  fresh  air  ad- 
mitted. In  a  series  of  24  cases  treated  in  this  manner,  seven  re- 
ceived antitoxin  and  seventeen  did  not.  The  seventeen  did  as 
well  as  the  seven.  All  recovered,  and  the  author  attributes  most 
of  the  remedial  effects  to  the  ecthol,  which  was  used  in  all  cases 
throughout  the  entire  attack. 

A  Fatal  Case  of  Staphylococcus  Pyogenes  Aureus  Infection 
of  the  Throat  Resembling  Diphtheria. — John  Gird  wood  (Mary- 
land Med.  Jour.,  Sept.,  1902)  reports  a  case  in  which  the  chief 
points  of  interest  were  the  following :  Infection  by  a  pure  cul- 
ture of  staphylococcus  pyogenes  aureus.  The  impossibility  of 
distinguishing  the  condition  from  diphtheria  without  bacterio- 
logical examination  of  the  exudate.  The  large  amount  of  anti- 
toxin administered,  being  in  all  six  injections  of  12,500  units; 
which  the  author  thinks  was  the  strongest  clinical  evidence 
against  the  diagnosis  of  true  diphtheria.  Large  amounts  of 
strychnia  sulphate  administered  without  evidence  of  physiologi- 
cal effects.  The  absence  of  metastatic  abscesses  or  other  clinical 
complications. 

Infant  Feeding. — Alexander  McAlister  (Jour.  Am.  M.  A.: 
Aug.  2,  1902)  says  that  it  is  universally  admitted  that  such 
diseases  as  gastroenteritis,  scurvy,  rickets,  etc.,  are  peculiar  to 
artificially-fed  infants  and  children;  but  these  are  merely  ex- 
treme manifestations  of  malnutrition.  One  need  not  observe 
very  closely  a  general  infant  mortality  table  to  see  that  the  per- 
centage of  deaths  is  larger  among  the  artificially-fed  than  among 
the  breast-nursed.  The  former  are  always  inferior  physically 
to  the  latter.  They  may  appear  in  robust  health,  and  to  the 
casual  observer  stronger  than  the  average  breast-nursed  child  of 
the  same  age,  but  they  succumb  first  to  the  acute  maladies  of 
childhood.  This  fact  is  practically  unknown  among  the  com- 
mon people,  and,  it  is  to  be  feared,  does  not  receive  proper  con- 
sideration by  physicians.  An  infant  ruthlessly  deprived  of 
mother's  milk  succumbs  to  an  attack  of  measles  or  whooping 
cough  in  childhood.  Blame  is  never  placed  on  the  mode  of  early 
feeding,  while  it  is  likely  that  if  the  child  had  received  the  bene- 
fits of  normal  breast-nursing  it  would  in  all  probability  have  sur- 
vived the  attack. 

Lobar  Pneumonia  in  Young  Children. — J.  A.  Coutts  (Edin. 
Med.  Jour.,  Sept.,  1902)  says  that  it  may  be  safely  asserted  that 
no  treatment  yet  devised  has  in  any  way  shortened  the  natural 
course  of  this  "disease.  The  principal  points  in  the  active  treat- 
ment of  croupous  pneumonia  in  children  are  comprised  in  the 
efforts  to  control  the  temperature  when  excessive,  to  alleviate 
pain,  to  procure  sleep,  and  to  relieve  the  strain  upon  the  right 
heart.  Very  often  the  means  used  for  the  successful  accomplish- 
ment of  one  of  these  purposes  are  effective  in  dealing  with  one 
or  more  of  the  others.  As  to  reduction  of  the  fever,  the  author 
believes  that  a  high  temperature  is  dangerous  per  se,  in  the  di- 
rection  of  producing  temporary   degenerative   changes  in   the 


876  BRIEF   OF    CURRENT   LITERATURE. 

heart  and  other  viscera.  Tepid  sponging  has  the  advantages  of 
being  easily  performed  and  of  being  generally  efficacious  and 
sufficient.  If  this  is  so  temporary  in  its  relief  as  to  have  to  be 
too  often  repeated,  to  the  distress  of  the  patient^  there  is  no  valid 
objection  to  the  occasional  use  of  a  guarded  dose  of  antipyrin. 
Its  depressing  effects  can  be  mitigated  by  administering  alcohol 
at  the  same  time.  Quinine  in  large  doses,  such  as  three  grains  for 
a  child  a  year  old  and  five  grains  for  a  child  2  years  old,  produces 
a  much  more  lasting  reduction  of  temperature,  but  requires  so 
long  a  time  to  act  that  it  is  well  to  combine  the  antipyrin  with 
the  quinine.  A  single  dose  of  opium  is  very  valuable  for  the  re- 
lief of  pain  associated  with  hyperpyrexia  and  insomnia  in  the 
first  "shock"  of  the  complaint.  Pain  arising  from  pleural  in- 
flammation may  call  for  the  application  of  one  or  two  leeches  to 
the  affected  side.  Insomnia,  if  not  cured  by  the  measures  used 
for  the  relief  of  hyperpyrexia  and  pain,  is  sometimes  overcome 
by  a  copious  warm  enema.  For  cardiac  failure,  strychnine,  with 
the  exception  of  alcohol,  is  the  only  drug  on  which  any  reliance 
can  be  placed.  Should  these  two  remedies  fail,  bleeding  may 
save  the  cases  in  which  the  urgency  of  the  symptoms  has  been  of 
comparatively  gradual  onset,  when  the  cyanosis  and  heart  ex- 
tension to  the  right  are  more  marked,  and  when  the  distended 
veins  in  the  neck  when  depleted  by  the  finger  have  filled  the 
more  readily  up  from  below. 

Pyloric  Stenosis  in  Infants. — E.  W.  Saunders  (Med.  Times 
and  Begister,  July,  1902)  says  that  in  the  treatment  of  this 
disease  the  indications  are :  First,  the  administration  of  some 
medicinal  agent  which  shall  overcome  to  a  greater  or  less  extent 
the  violent  contraction  of  the  pylorus.  Among  the  drugs  to  be 
recommended  are  belladonna,  bromides,  and  chloral.  Second, 
the  treatment  of  the  secondary  gastric  irritation.  This  results 
from  the  stagnation  of  food,  and  should  be  treated  by  washing 
out  the  stomach  and  by  giving  it  rest;  rectal  feeding  should 
therefore  be  resorted  to  from  time  to  time,  and  for  twenty-four 
hours  nothing  but  water  given  by  the  mouth ;  when  food  by  the 
mouth  is  again  allowed,  the  stomach  should  be  washed  out  occa- 
sionally to  remove  a  possible  residuum  of  undigested  food. 
Third,  the  diet  of  the  child  should  consist  of  food  which  forms 
no  coagulum  in  the  stomach.  Milk  or  any  food  containing  un- 
digested casein  will  not  answer,  consequently  the  mother's  milk 
is  usually  unsuitable,  while  the  milk  of  a  wet-nurse  in  advanced 
lactation  will  succeed.  Whey  or  peptonized  milk,  or  a  mixture 
of  both,  is  usually  the  best  food.  The  deficiency  in  fat  should 
be  supplied  by  cod-liver  oil.  A  very  small  percentage  of  cream 
can  be  gradually  added.  To  aid  the  motor  power  of  the  stomach 
by  gravity,  the  infant  should  be  placed  on  its  right  side  after 
nursing.  The  end  to  be  accomplished  is  hypertrophy  of  the 
gastric  wall  without  dilatation,  hence  the  quantity  of  food  should 
not  be  large.  Gaseous  distension  of  the  stomach  should  by  all 
means  be  prevented.  When  the  infant  fails  in  spite  of  rational 
treatment,  surgical  intervention  must  be  advised. 
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